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fenoprofen  calcium 


600-mg*  Tablets 
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o 

tu 

H- 

t-tv 

o 

3 

j_i. 

3 

VO 

OJ 


Keflex 

cephalexin 


250  and  500-mg  Pulvules® 

125  and  250-mg  Oral  Suspensions 


•Present  as  691.8  mg,  230.6  mg,  and  345.9  mg  of  the  calcium  salt  of  fenoprofen  dIhydrate  equivalent 
to  600  mg,  200  mg,  and  300  mg  fenoprofen  respectively. 


Additional  information  available  to  the  profession  on  request. 


^□ISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 


320160 


THL  PHYSICIAN’S 
OFHCE  COMPUTER  HELPS 

KEEP  YOUR 
PRACTICE  HEALTHY. 


The  Physician’s  Office  Computer  from 
Southern  Control  Systems,  featuring  the 
advanced  Vector  Graphic  Computer,  offers 
tremendous  low-cost  advantages  to  help 
keep  your  practice  operating  smoothly 
and  profitably. 

For  less  than  $370  a month*  it 
automatically  prints  all  your  insurance 
forms  and  statements,  produced  ready  for 
mailing  with  preprinted  return  envelopes 
enclosed.  It  also  provides  you  a daily 
written  report  of  all  charges  and  payments, 
plus  a bank-ready  deposit  slip. 

The  Physician’s  Office  Computer  also 
keeps  track  of  accounts  receivable  and 
delinquent  accounts,  as  well  as  performing 
data  search  and  a variety  of  other 
functions  to  save  time  and  money. 

The  Physician’s  Office  Computer  comes 
to  you  through  Southern  Control  Systems, 
local  professionals  with  hands-on 
experience  in  designing  systems  and 
programs  to  meet  your  special  needs.  We 
also  provide  full-time  technicians  for 
maintenance,  and  systems  analysts  for 
backup  support  assistance  whenever 


needed.  Our  installation  package  includes 
individual  training  for  key  personnel. 

Call  now  and  discover  how  the 
Physician’s  Office  Computer  can  help  keep 
your  practice  healthy. 

•Based  on  60  month  lease  of  total  equipment  cost 
including  hardware  and  software. 


VECTOR  4 


THE  COMPANY  COMPUTER." 


SOUTHERN  CONTROL  SYSTEMS,  INC. 


1405  N.  Pierce,  Suite  204 
Little  Rock,  Arkansas  72207 
(501)  663-6878 
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EMERGENCY  MEDICINE 
OPPORTUNITIES 

Supplement  your  income  while  enjoying 
the  many  challenges  emergency  medicine 
offers.  Attractive  features  include:  com- 
petitive income,  professional  liability  in- 
surance and  flexible  scheduling.  Week- 
night  and  weekend  shifts  varying  from  1 2 
to  60  hours  are  available.  Experience  pre- 
ferred. For  complete  details  contact; 

Ms.  Janice  DePriest 
Spectrum  Emergency  Care,  Inc. 

1355  B Lynnfield  Road 
Suite  1 84 

Memphis,  TN  381 19 
901-761-4441 

All  inquiries  will  be  kept  in  confidence. 


HAVE 
YOU  SEEN 
THIS  MAN 
LATELY? 

He  will  welcome  the  opportunity  to  discuss  the  endorsed 
plan  of  income  protection  insurance  of  the  Arkansas 
Medical  Society. 

Up  to  $500  per  week  — $26,000  a year  of  tax  free 
benefits  are  available  through  this  low  cost  plan  while 
you  are  disabled  and  RENEWAL  SECURITY  Is  made 
a part  of  the  policy. 

Administered  by 

RATHER,  BEYER  & HARPER 

362  Prospect  Building  Phone  664-8791 

Little  Rock,  Arkansas 
"Service  Beyond  The  Contract" 


Kermit  Tracy 
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Bactrim  DS 

[trimethODrim  and  sulfamethoxazole/Roche] 


Before  prescribing,  piease  consuit  compiete  product  information,  a summary  of 
which  foiiows: 

indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to  sus- 
ceptibie  strains  of  the  foiiowing  organisms:  Escherichia  coii,  Klebsiella-Entero- 
bacter,  Proteus  mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a 
single  effective  antibacterial  agent  rather  than  the  combination.  Note:  The 
increasing  frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials, 
especially  in  these  urinary  tract  infections. 

For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus 
influenzae  or  Streptococcus  pneumoniae  when  in  physician's  judgment  it  offers 
an  advantage  over  other  antimicrobials.  To  date,  there  are  limited  data  on  the 
safety  of  repeated  use  of  Bactrim  in  children  under  two  years  of  age.  Bactrim  is 
not  indicated  for  prophylactic  or  prolonged  administration  in  otitis  media  at  any 
age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible 
strains  of  Haemophilus  influenzae  or  Streptococcus  pneumoniae  when  in  physi- 
cian’s judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexneri  and  Shigella  sonnei 
when  antibacterial  therapy  is  Indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  patients  with 
documented  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term;  nursing 
mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause  kernic- 
terus;  infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NO'T  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGmS.  Clinical  studies  show  that  patients  with  group  A p-hemolytic  strepto- 
coccal tonslllopharyngitis  have  higher  incidence  of  bacteriologic  failure  when  treated 
with  Bactrim  than  do  those  treated  with  penicillin  Deaths  from  hypersensitivity  reac- 
tions, hepatocellular  necrosis,  agranulocytosis,  aplastic  anemia  and  other  blood  dys- 
crasias  have  been  associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis  has  been  reported 
as  well  as  an  increased  incidence  of  thrombopenia  with  purpura  in  elderly  patients  on 
certain  diuretics,  primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice  may 
be  early  signs  of  serious  blood  disorders.  Frequent  CBC's  are  recommended;  therapy 
should  be  discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is 
rKJted. 

Precautions:  General:  Use  cautiously  in  patients  with  impaired  renal  or  hepatic  func- 
tion, possible  folate  deficiency,  severe  allergy  or  bronchial  asthma.  In  patients  with 
glucose-6-phosphate  dehydrogenase  deficiency,  hemolysis,  frequently  dose-related, 
may  occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform  frequent  urinal- 
yses, with  careful  microscopic  examination,  and  renal  function  tests,  particularly  where 
there  Is  impaired  renal  function.  Bactrim  may  prolong  prothrombin  time  in  those  receiv- 
ing warfarin;  reassess  coagulation  time  when  administering  Bactrim  to  these  patients 
Pregnancy:  Teratogenic  Effects;  Pregnancy  Category  C Because  trimethoprim  and 
sulfamethoxazole  may  interfere  with  folic  acid  metabolism,  use  during  pregnancy  only 
if  potential  benefits  justify  the  potential  risk  to  the  fetus 
Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimethoprim  are 
included,  even  if  not  reported  with  Bactrim.  Blood  dyscrasias:  Agranulocytosis,  aplas- 
tic anemia,  megaloblastic  anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  pur- 
pura, hypoprothrombinemia  and  methemoglobinemia.  Allergic  reactions:  Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal  necrol- 
ysis, urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensitization,  arthralgia  and 
allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea,  emesis, 
abdominal  pains,  hepatitis,  hepatocellular  necrosis,  diarrhea,  pseudomembranous  coli- 
tis and  pancreatitis  C/VS  reactions:  Headache,  peripheral  neuritis,  mental  depression, 
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' ROCHE  LABORATORIES 

ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 
^ Nutley,  New  Jersey  07110 


THE  JOURNAL  OF  THE 


MEDICAL  SOCIETY 


PUBLISHED  MONTHLY  UNDER  DIRECTION  OF  COUNCIL 





VOLUME  80  • JUNE,  1983  • NUMBER  1 


Some  Problem  Injuries  of  the  Hand 

Peter  R.  Heinzelmann,  M.D.* 


Tendon  and  Nerve  Lacerations 
of  the  Hand  in  Children 

Lacerations  of  the  palmar  surface  of  the  hand 
in  young  children  often  present  a diagnostic  prob- 
lem since  a child  cannot  cooperate  fully  for  ex- 
amination. A typical  history  is  that  of  a child 
falling  and  breaking  a glass  bottle  in  his  hand. 
He  is  brought  to  the  emergency  room  where  the 
obvious  skin  laceration  is  cleaned  and  sutured; 
however,  what  often  remains  a mystery  is  what 
was  lacerated  beneath  the  skin. 

One  must  rely  mainly  on  observation  to  de- 

•Orthopaedic-Neurological Clinic,  Ltd.,  Fayetteville,  Arkansas. 

Address  for  correspondence:  Peter  R.  Heinzelmann,  M.D.,  Ortho- 
paedic-Neurological Clinic.  2907  East  Joyce  Street,  P.  O.  Drawer 
1608,  Fayetteville,  Arkansas  72702. 


termine  tvhat  deep  injuries  may  have  occurred. 
Watching  the  child  at  play  may  rev’eal  that  the 
injured  finger  does  not  actively  flex  or  that  the 
normal  flexor  stance  of  the  finger  is  lost  (Fig.  1), 
indicating  that  a tendon  has  been  cut.  A digital 
nerve  laceration  is  often  indicated  by  strong  bleed- 
ing from  a digital  artery  in  the  wound  since  the 
nerve  lies  superficial  to  the  artery  in  the  finger 
(Fig.  1).  Withdrawal  from  a pin  prick  may  also 
be  a lielpful  sign  in  determining  nerve  function, 
although  this  type  of  testing  may  be  difficult  in 
children.  Often,  the  diagnosis  is  made  after  the 
initial  excitement  and  pain  of  the  injury  have 
subsided  and  the  child  is  seen  in  the  office  for 
follow-up  and  suttire  removal.  It  is  important 


Figure  1. 

Laceration  of  both  flexor  tendons  in  a finger  may  be  indicated  by  the  loss  of  the  normal  flexor  stance  of  the  digit  (A).  Digital  nerve 
lacerations  may  be  heralded  by  active  bleeding  from  the  digital  artery  which  lies  deep  to  the  nerve  in  the  finger  (B). 
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for  the  physician  to  make  use  of  this  opportune 
time  to  recheck  the  child’s  hand  laceration  to 
rule  out  tendon  and  nerve  injury.  If  a question 
still  exists,  surgical  exploration  is  indicated  so 
that  nerve  and  tendon  repair  can  be  carried  out 
if  needed. 

The  results  of  primary  tendon  and  nerve  re- 
pair in  young  children  are  generally  good.**  Spe- 
cial care  is  needed  to  insure  postoperative  im- 
mobilization, and  a long  arm  cast  extending  over 
the  fingers  is  often  necessary.  The  use  of  absorb- 
able catgut  skin  sutures  obviates  the  unpleasant 
task  of  removing  them  later.  If  a tendon  injury 
is  seen  late  (after  10-14  days)  or  the  wound  is 
too  untidy  for  primary  or  delayed  primary  repair, 
then  a tendon  graft  when  the  child  is  at  a co- 
operative age  offers  a good  chance  for  functional 
recovery.’'’’ 

Tendon  Ruptures  in  the  Hand 

Rupture  of  the  flexor  digitorum  profundus 
tendon  in  a finger  often  presents  as  a problem  in- 
jury because  it  is  frequently  unrecognized,  there- 
fore precluding  optimal  treatment.  The  usual 
history  is  that  of  an  athlete  who  gets  his  finger 
caught  in  an  opponent's  jersey  while  trying  to 
catch  or  tackle  him.  The  tensed  tendon  is  sud- 
denly and  forcefully  extended  causing  it  to  rup- 
ture or  avulse  from  its  insertion  on  the  distal 
phalanx.  The  tendon  then  retracts  proximally 
causing  fullness  in  the  proximal  part  of  the  digit 
and  palm.  The  injured  person  will  often  dismiss 


Fig'ure  2. 

The  tip  of  the  ring  finger  in  this  touch  football  player  cannot  be 
flexed,  indicating  rupture  of  the  long  flexor  tendon.  He  also  noted 
a fullness  in  his  palm  from  the  retracted  tendon. 


the  injury  as  a “strained  finger’’  and  not  realize 
that  he  can  no  longer  actively  flex  the  distal 
joint  (Fig.  2).  The  ring  finger  is  most  commonly 
involved  in  this  injury. 

If  a patient  presents  with  a “strained  finger,’’ 
it  is  important  to  obtain  an  x-ray  to  rule  out  a 
fracture.  Occasionally,  an  avulsed  piece  of  bone 
will  be  seen  in  the  flexor  sheath  area  where  it 
has  retracted  on  the  end  of  the  tendon.  Careful 
testing  of  each  tendon  in  the  injured  digit  is  im- 
portant so  that  a tendon  rupture  will  not  be 
missed  (Fig.  3).  The  optimal  treatment  is  re- 
insertion of  the  tendon  in  the  distal  phalanx  with 
a pull-out  suture,  and  can  usually  be  performed 


Figure  3. 

(A)  Profundus  tendon  function  is  checked  by  active  flexion  of  the 
digital  finger  joint.  (B)  Supcrficialis  tendon  function  is  checked 
by  holding  the  other  fingers  extended  to  block  profundus  tendon 
excursion.  Finger  flexion  will  then  take  place  only  via  the  flexor 
digitorum  supcrficialis  at  the  proximal  interphalangeal  joint. 
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up  to  foul  weeks  Ironi  the  time  of  the  itijitiw 
I leutmeiit  options  wheti  the  injury  is  seen  late 
imliule  tenoclesing  or  fusing  the  distal  joint  ol 
the  linger.  ^Vhile  these  later  procedures  will  hold 
the  distal  joint  in  slight  flexion,  active  motion 
is  lost. 

Another  group  of  itidi\  iduals  subject  to  tendon 
ruptitres  in  the  hand  ;ire  those  tvith  iheumatoid 
and  osteoarthi  itis.  Both  flexor  and  extensor  ten- 
dons may  silentlv  rupture  due  to  injury  from  sur- 
rounding syno\  itis  or  rough  bone  edges,  and  t ause 
loss  of  active  flexion  or  extension  of  a finger  or 
wrist  (Fig.  1).  J’endon  repair  or  transfer  will  re- 
store function. 

Rotational  Deformities  in  Hand  Fractures 

The  longitudinal  angulation  of  a metacarpal 
or  phalanx  fracture  is  quite  noticeable  and  is 
usually  correctable  by  closed  reduction  and  splint- 
ing. What  often  goes  unrecognized,  however,  is 
the  rotational  deformity  which  may  exist  in  such 
a fracture.  rotational  deformity  will  not  alter 
the  longitudinal  alignment  of  the  finger  in  the 
extended  positioti;  but  in  the  Hexed  position,  the 
deformity  becomes  ([uite  apparent  ;is  one  linger 
crosses  over  another  (Figs.  5,  6).  Fhis  c auses  a 
cosmetic  and  functional  problem. 

^Vhen  treating  a fracture  of  a metacarpal  or 
phalanx,  it  is  important  to  assess  the  rotational 
as  well  as  longitudinal  alignment.  The  fingers 
should  be  parallel  when  they  are  flexed  together 
(Fig.  7)  and  the  nail  bed  of  the  injured  digit 
should  be  in  the  same  plane  as  its  neighbors. 
lAually,  adequate  closed  reduction  of  these  Irac- 
tures  can  be  performed  itncler  digital  or  fracture 


hematoma  blocks  using  I'q,  Xylocaine  but,  oc- 
casionally, the  liactme  recpiires  open  reduction 
to  tinlock  and  reduce  im|xtctecl  bone  ends. 
Splinting  the  injuied  digit  iti  a flexed  position 
parallel  with  its  neighbois  will  maintain  propei 
rt)t;ition;il  jeosilion.  I he  splint  may  be  discon 
tinned  and  "buddy  taping"  to  an  adjacent  un- 
injured digit  staited  alter  a week  or  so  in  rela- 
tively stable  Iractures  so  that  joint  stillness  can 
be  minimized. 

Pressure-Gun  Injuries  of  the  Hand 

Pressure-gun  injuries  ate  often  a “wolf  in 
sheep's  clothing"  because  the  innocuous  looking 
wound  oi  etitiance  belies  the  extensive  intravasa- 
(D  FINGER  CROSSES  NEIGHBOR 


l ijiure  5. 

The  fracliiie  at  (.\)  ]ias  causetl  a rotational  dcforfiiily  wliicli  br- 
(oincs  apjfaifiit  when  the  finger  is  llcxetl  and  crosses  o\er  the 
neighboring  digit  (R). 


Loss  of  full  active  extension  of  a finger  (A)  usually  indicates  a rupture  of  the  long  extensor  tendon  (U).  1 endon  repair  or  transfer  should 

restore  the  active  extension. 
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lion  ot  inatei  ial  which  can  occur  lieneath  the 
sui  lace.  I’lie  loreign  niaierial  dissects  along  tissue 
planes  anti  can  easily  move  Irom  the  fingertip 
into  the  palm  and  wrist  (Pig.  8).  Occasionally, 
the  loreign  substante  will  enter  a tendon  sheath 
anil  disperse  along  this  route.  Common  offend- 
ing agents  are  paint,  grease,  diesel  and  lubricating 
fluiils.  In  poultry  producing  areas,  vaccines  are 
otcasionally  injected  into  the  hand. 

typical  history  is  that  of  a mechanic  who 
has  Iteen  using  a paint  or  grease  gun  and  acci- 
dently activates  it  while  his  hand  is  over  the  noz- 
zle. fine  jet  of  material  penetrates  the  skin, 
but  the  patient  usually  does  not  feel  severe  pain 
initially  anti  may  not  realize  that  he  has  injured 
his  hantl.  After  several  hours,  the  involved  tligit 
or  hand  becomes  inllametl  and  may  become 


Figure  6. 

I'lioto  of  a liaiid  witli  mat  rotation  of  a phalanx  fracture  of  the 
index  linger.  T liere  is  no  longer  a parallel  alignment  ot  tlie  digits 
in  the  flexed  position  as  the  index  has  crossed  behind  the  long  finger. 


ischemic.  The  foreign  material  may  disrupt  tissue 
jjlanes  in  the  hantl  and  rapidly  cause  pressure 
necrosis  of  tentlon,  neurovascular  or  fatty  tissues; 
or  it  may  cause  a delayed  inflammatory  reaction 
leading  to  arterial  thrombosis  and  eventual  gan- 
grene of  the  involved  tligit.  01  the  varieties  of 
this  injury,  paint  injections  have  resulted  in  a 
jjoorer  prognosis  than  other  agents,  and  injections 
into  the  palm  have  been  better  tolerated  than 
those  into  digits.^  In  a review  by  Gelberman,^ 
live  of  six  patients  with  paint  injection  injuries 
reijuired  amputation  of  a digit. 

Effective  treatment  is  based  on  early  surgical 
tlecompression  and  removal  t)f  as  much  foreign 
material  as  possible.  It  is  important  to  extend 
incisions  adecjuately  to  expose  all  of  the  foreign 
material  (which  may  have  travelletl  Irom  the 


Figure  7. 

Cihecking  lhat  the  fingers  are  parallel  in  the  flexed  position  and 
that  the  nail  beds  are  in  the  same  plane  will  assure  proper  rota- 
tional alignment  in  metacarpal  and  phalangeal  fractures. 


DIGITAL  ARTERIES 
MAY  THROMBOSE 


PROXIMAL  INTRAVASATION 
ALONG  OR  INSIDE  OF 
TENDON  SHEATH 


PRESSURE  GUN 
INJECTION  SITE 


Figure  8. 

A common  site  of  injection  on  the  palmar  side  of  the  fingertip  appears  innocent;  however,  the  foreign  material  will  often  travel  proximally 
along  or  inside  the  flexor  tendon  sheath  causing  extensive  tissue  necrosis  and  sometimes  thrombosis  of  digital  arteries  and  gangrene  of 
the  digit. 
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liiigertii)  to  the  loieaim).  Woimds  are  usually 
|)a(  k.e(l  o|jeii  and  l epeat  dehi  idenieiit  pet  loi  ined 
as  necessary.  Inlections  ate  nsnally  not  a piiinary 
occ  in  retie e:  however,  antibiotic  covet  age  and 
tetanus  prophylaxis  ate  indicated. 

Human  Bite  Infections 

llinnan  bite  inlections  are  treacherous  hectuise 
they  olten  extend  into  the  deeper  layers  ol  the 
hand  and  go  imtieated  until  an  inlection  is  well 


estahlished.  The  month  haihois  an  estimated 
one  million  oiganisms  ol  over  11*  dilleieni  species 
[)er  millileter  ol  saliva."’  Once  these  organisms 
enlei  the  deep  sliiittures  ol  the  hand.  ,se\cie 
anaerobic  as  well  as  aerobic  inlec  tions  can  ensue, 
d’he  most  common  type  ol  bite  injury  cxcurs 
when  a clenched  list  strikes  the  tcx)th  ol  an  ad- 
versary. rite  residting  wound  olten  penetrates 
the  extensor  tendon  aiea  and  the  metacarpopha- 

r 


JOINT  ENTRANCE  TENDON 
WOUND  WOUND  INJURY 


Figure  9. 

a lie  common  meclianism  of  injury  in  a human  bite  infection  is  that  of  the  deiKlied  fist  striking  the  tooth  of  .an  .adversar>-  (A).  The- 
itooth  often  penetrates  into  the  metacarpophalangeal  joint  inoculating  the  joint  with  bacteria.  When  the  finger  extends  to  the  normal 
Testing  position,  the  deep  wound  is  sealed  off  as  the  skin  retracts  proximally  (It).  Debridement  should  be  performed  with  the  ffngers 
returned  to  the  fist  position. 
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langeal  joint  (Fi<>.  9).  When  tiie  lingcis  extend 
to  the  normal  resting  position,  the  entrance 
tvoinul  in  the  skiti  changes  ])ositioti,  sealing  oil 
the  inocnlatecl  strnctnres  beneath  and  allowing 
an  ideal  opportiniity  lor  inlection  to  develop 
along  the  fascial  jrlanc  of  the  extensor  tendons 
and  in  the  metactn  pojdialangeal  joint.  Tendon 
rnjrtnres.  osteomyelitis  and  joint  stiffness  can 
ensue. 

rreatment  is  best  instituted  early,  but  most  of 
tliese  injuries  are  seen  late  because  the  itijnred 
person  is  reluctant  to  seek  treatment.  In  a review 
by  Mann,  et  al,®  70  percent  of  the  patietits  were 
seen  at  an  average  of  six  days  after  injury.  Treat- 
ment shoidd  consist  ol  surgical  debridement  ol 
the  wound  with  ojjen  packing  or  drains  to  allow 
adecpiate  drainage  and  impede  the  growth  of 
anaerobic  organisms.  If  the  bite  occurred  in  the 
clenched  fist  position,  the  fingers  should  be  re- 
turned to  that  position  so  that  the  path  of  the 
penetrating  tooth  is  aligned,  and  adecpiate  vis- 
ualization and  debridement  to  the  deepest  level 
can  be  carried  out.  A wide  variety  of  organisms 
are  often  loutitl  including  .Staphylococcus,  strep- 
tococcus, M ic  1 cx  ()c c us,  liacteroicles,  clostriclia  and 
others."’  Cultures  for  aerobic  and  anerobic  or- 
ganisms should  be  obtained  at  the  time  cjf  de- 


bridement and  broad  spectrum  antibiotic  cover- 
age instituted.  Cejrhalosjiorins  or  oxacillin  plus 
gentamycin  have  beeti  used  effectively."’  Any 
establislicd  infection  is  best  treated  in  the  hospital 
where  parental  antibiotics  can  Ire  given  and  the 
patient  observed  closely. 
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Preventing  Blindness  from  Diabetic  Retinopathy 

Morriss  M.  Henry,  M.D.* 


Wi...  insulin  was  lirst  disc overccl,  it  was 
llu)ut>ht  to  be  a cure  lor  diabetes  inellitns.  '['he 
lives  of  many  diabetics  have  indeed  been  pro- 
longed, bin  the  resuh  is  that  many  diabetics, 
living  longer,  de\elo|)  dillicidt  medical  problems 
related  to  their  disease. 

One  of  them  is  diabetic  retinopathy,  a condi- 
tion in  which  abnormalities  develop  in  the  tiny 
blood  vessels  that  nourish  the  retina.  For  some 
lime,  physicians  assnmed  that  nothing  could  be 
done  to  help  a person  with  diabetic  retinopathy, 
and  many  were  probabh  doomed  to  blindness. 
However,  a recently  developed  treatment  can 
enable  many  diabetics  who  de\elop  diabetic 
retinopathy  to  keep  their  sight. 

In  1960  I took  a course  in  photocoagulation 
of  retinal  tears  and  tumors  given  in  W'est  Ger- 
many by  Dr.  Gerd  Meyer-Schwickerath.  tvho  had 
developed  the  process  of  photocoagulation.  To- 
wards the  end  of  the  course,  one  of  the  students 
asked  Dr.  Meyer-.Schwickerath  what  other  diseases 
might  be  treated  with  the  process.  He  answered 
that  he  was  treating  diabetics  by  photocoagulation 
for  diabetic  retinopathy,  but  cautioned  us  that 
the  treatments  were  highly  experimental,  in  an 
attempt  to  find  out  whether  burning  the  retina 
would  halt  the  progress  of  the  disease. 

After  1 returned  to  the  Ihiited  States,  set  up 
practice  in  Fayetteville,  Arkansas,  and  was  doing 
a good  deal  of  surgery  for  retina  detachment  and 
disease,  the  \Vashington  Regional  Medical  Genter 
purchased  in  1961  a Zeon  arc  photocoagulator, 
the  instrument  developed  by  Dr.  Meyer- 
Schwickerath. 

Ophthalmologists  around  the  state  began  to 
ask  me  whether  I would  treat  diabetic  retino|xaihy 
with  this  machine  in  an  effort  to  prolong  the 
vision  of  their  diabetic  ]>atients.  \\'ork  in  the 
treatment  of  diabetic  retinopathy  by  other  in- 
vestigators, such  as  Dr.  Ed  Okum  ;uk1  the  late 
Dr.  Paul  Cibis  of  St.  Louis  and  Dr.  Paul  Welzig 
of  Colorado  Springs,  suggested  that  tliabetics  were 
benefited  by  use  of  photocoagidalion  therapy. 
'I'he  alternatives  were  to  watch  these  patients  be- 
come blind  without  any  effort  to  preserve  their 
sight,  or  to  refer  them  to  a center  where  pituitary 
ablation,  with  its  inherent  risks  of  morbidity  and 
mortality,  was  carried  out. 

*204  S.  Fast,  P.  O.  Hox  1727,  Fayetteville,  .Arkansas  72701. 


Wlieieas  no  scientilit  stiuly  existed  to  show 
that  jiholocoagulation  beneliied  diabetic  [lalients, 
enough  expeiience  had  been  glciined  to  lead  many 
of  us  to  believe  that  it  might  piolong  the  vision 
of  the  diabetic  patient  by  tlestioying  the  abnormal 
new  blood  vessels  that  formed  in  the  eyes. 

.\fter  I hatl  used  the  pholoc oagulator  on  dia- 
betic patients  in  .Vrkansas  for  several  years,  sev- 
eral ,\rkansas  ophthalmologists  and  1 were  tlis- 
cussing  results  of  this  work  on  our  diabetic  pa- 
tients during  the  Academy  of  Ophthalmology 
and  Otolaryngology  meeting  held  one  year  in  San 
Francisco.  \Ve  were  overheard  by  an  ophthalmol- 
ogist sitting  nearby  who  was  cpiite  critical  of  the 
photocoagulation  therapy  as  it  was  being  used  lor 
diabetic  retinopathy.  Because  ophthalmologists 
had  such  greatly  differing  ojhnions  of  photocoagn- 
hition  in  the  treatment  ol  tliabetic  retinopathy,  a 
national  study  was  set  up  whereby  diabetics  tvere 
treated  lor  diabetic  retinopathy  under  strict  con- 
trol, and  with  careful  recoi cl-kecping. 

In  the  treatment  of  each  jxitient  in  the  study, 
one  eye  — usually  the  worst  eye  — was  treated  by 
photocoagidation,  and  the  other,  better  eye,  was 
used  as  a control,  and  not  treated.  In  a relatively 
short  time,  it  became  apjearent  that  sight  was 
maintained  belter  in  the  eye  treated  evith  jdioto- 
coagidation  than  in  the  nntreated  eye.  Notices 
were  sent  to  ophthalmologists  around  the  country 
tc4  use  photocoagulation  treatment  on  both  eves 
of  patients  with  diabetic  retinopatln. 

Among  jjcople  wher  have  diabetes  more  than 
ten  years,  almost  half  develop  ditibetic  retinop- 
athy. In  some  cases  the  retinopathy  will  come  on 
much  sooner.  Frcmipi  and  early  treatment  is  im- 
portant because  severe  visual  loss,  including  total 
blindness,  can  residt  if  treatment  is  not  begun 
early. 

Loss  of  vision  may  occur  because  serum  and 
blood  collect  in  the  central  macida  area  ol  the 
eye,  residling  in  a decrease  in  central  \ision,  such 
that  the  person  can  no  longer  drive  a cat  or  read. 
Since  there  is  no  pain  with  this  process,  and  ncr 
outwiird  symptom  such  as  a bloodshot  eye,  irrita- 
tion, or  discharge,  the  vision  in  one  eye  may  have 
deteriorated  to  legtil  blindness  and  the  other  may 
have  started  its  downhill  course  befoie  the  jratient 
seeks  hel[). 
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Prf.vkming  Bi.indnkss  from  Diabetic  Retinopathy 


Anotlier  type  of  diabetic  letinopathy,  referred 
to  as  proliferative  dialjetic  retinojjathy,  occurs 
when  new  blood  vessels  begin  to  grow  on  the  sur- 
face of  the  retina,  or  extend  into  the  vitreous, 
d his  proliferation  of  new  blood  vessels  over  the 
inner  surface  of  the  retina  often  causes  frecpient 
binning  erf  the  rision.  Connective  tissue  grows 
along  the  blood  vessels,  causing  additional  dis- 
tortion of  the  retina,  leading  to  a traction  retinal 
detachment  in  many  cases. 

Fortunately  more  than  half  of  all  cases  of 
proliferative  retinopathy  can  he  stahili/ed  if  they 
are  treated  early  enough  by  use  erf  a light  coagnla- 
tion  technique  called  jran-retinal  photoccragnla- 
tion.  In  this  procedure  the  entire  retina,  except 
lot  the  macula  area,  is  given  a scattered  treatment 
with  the  laser  or  photocoagnlator.  A large  area 
erf  healthy  retinal  tissue  is  destroyed,  but  the 
growth  of  new  blood  vessels  is  usually  stopped, 
and  in  many  cases  existing  abnormal  blood  vessels 
regress  to  more  normal  appearance.  This  treat- 
ment often  causes  some  loss  of  peripheral  vision, 
especitilly  at  night;  hut  in  many  cases  it  is  a fair 
trade  for  the  preset  vation  erf  central  vision  and 
some  useful  side  vision, 

Mcrre  recently,  in  cases  where  patients  have  cle- 
velcrpecl  extensive  proliferative  diabetic  letinop- 
athy  with  secondary  traction  retinal  detachment, 
a condition  formei  ly  considered  inopei  ahle,  a 
surgical  jiiocedure  called  c itrectomy  has  lieen  de- 
veloped. T he  ]jurpose  of  the  vitrectomy  is  to  re- 
mo\e  long-standing  IjIckrI  from  the  vitreous, 
which  blocks  vision,  and  the  lihrous  tissue  re- 


sulting from  the  growth  of  new  blood  vessels  on 
the  surface  of  the  retina.  It  is  not  often  that 
good  vision  can  he  restored  by  vitrectomy,  hut  an 
effort  is  made  with  it  to  jtreserve  enough  vision 
that  the  jjatient  can  continue  to  sec  gross  forms 
and  move  about  in  the  herme  environment,  limited 
though  the  sight  may  he. 

How’ever,  if  diabetic  patients  are  referred  to 
an  ojththalmologist  as  soon  as  the  diabetic  reti- 
nopathy is  discovered,  so  that  jthotocoagulation 
therapy  can  he  used  as  soon  as  it  is  needed,  they 
may  avoid  the  severe  effects  of  diabetic  retinop- 
athy and  the  need  for  later  surgical  treatments. 
Prompt  referral  and  photocoagulation  treatment 
are  ver)  important. 

Treatment  seldom  improves  the  vision  of  the 
patient  with  diabetic  retinopathy,  hut  it  often 
can  maintain  the  vision  at  the  level  where  it  is 
when  the  disease  is  discovered.  Ophthalmologists 
can  provide  this  maintenance  only  if  we  are  able 
to  examine  the  eyes  of  diabetic  patients  regularly, 
and  treat  them  as  soon  as  they  need  treatment. 
Most  ophthalmologists  recommend  that  diabetic 
patients  have  their  eyes  examined  once  a year, 
and  more  ohen  if  there  is  any  indication  that 
diabetic  retinopathy  has  begun. 

But  we  cannot  begin  to  maintain  a diabetic 
jtatient's  eyesight  nntil  the  patient  is  referred  to 
us  by  the  primary  care  physician,  who  must  edu- 
cate the  patient  about  diabetes  and  diabetic 
retinopathy,  and  refer  the  diabetic  patient 
jrromptly  ter  an  ophthalmologist  at  the  first  sign 
that  retinopathy  is  develojring. 
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The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 

(See  Answer  on  Page  33) 

HISTORY:  J.  M.  is  a 22-year-old  male  who  took  a couple  of  amphetamine  capsules  one  night. 
The  next  morning  when  the  patient  awoke,  he  felt  that  his  heart  was  beating  very  rapidly  but 
had  no  other  associated  complaints.  He  saw  his  physician  that  afternoon  who  found  him  to 
have  a blood  pressure  of  120  80  mmHg  and  obtained  this  electrocardiogram.  What  are  your 
thoughts  concerning  this  arrhythmia  and  its  treatment? 


Leon  Roby  Blue,  M.D.,  and  John  W.  Watson,  M.D. 
UAMS-LRVAMC  Division  of  Cardiology 
Little  Rock,  Arkansas 
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Stress  Fractures  in  the  Lower  Extremity 

Richard  A.  Nix,  M.D.* 


M ost  coninionly,  fractures  of  the  pelvis  and 
lower  extremity  occur  in  a single  episode  of  sud- 
den violent  trauma.  The  mechanism  of  injury, 
physical  examination  and  radiograjjhs  usually 
make  diagnosis  easy.  Visilde  displacement  of 
honey  fragments  on  x-ray  is  common.  A more 
subtle  and  insidious  foiin  of  mechanical  failure 
of  the  skeleton  is  termed  stress  fracture.  Other 
terms  used  to  describe  this  injury  include  march 
fracture,  fatigue  fracture,  runner's  fracture  or 
overload  frac  ture.  The  insidious  onset  of  this  in- 
jury can  make  diagnosis  difficult.  Additionally, 
variation  in  response  of  different  stress  liactnres 
to  treatment  is  common.  As  these  injuries  most 
frequently  occur  in  an  athletic  patient  popula- 
tion, sjreecl  of  recovery  is  of  paramount  im- 
[cortance. 

.\s  Americans  have  become  obsessed  with  per- 
sonal fitness  over  the  last  decade,  overuse  injuries 
to  the  musculotendinous  units  have  liecome  in- 
creasingly common  — stress  fractures  are  the 
skeletal  system’s  analogy  to  these  overuse  injuries. 
A discussion  of  these  fractures,  including  specific 
sites,  clinical  characteristics  and  natural  history 
will  hopefully  aid  in  diagnosis  and  management 
of  these  problems. 

A stress  fracture  is  a mechanical  failure  of  bone 
occurring  much  as  fatigue  failure  of  a metal  struc- 
ture does.  Recurrent  loading  of  a bone  or  metal 
structure,  even  at  a force  less  than  that  necessary 
to  cause  an  acute  fracture,  can  lead  to  eventual 
fatigue  failure.  Wolff's  Law  states  that  bone 
responds  favorably  to  increased  loads  by  hyper- 
trophy and  increased  strength.  If  cyclical  loading 

•Little  Rock  Orthopedic  Clinic,  9500  Lite  Drive,  P.  O.  Box  5270, 
Little  Rock,  Arkansas  72215. 


is  great  enough  or  frecjuent  enough,  mechanical 
failure  of  the  bone  will  occur  l)efore  hyjjertrophy 
can  occur. 

Fatigue  failure  of  bone  occurs  frec]uently  in 
states  of  metabolic  disease  or  primary  bone  dis- 
ease. Some  authors  have  termed  these  “insuffi- 
ciency fractures''  to  better  describe  the  compro- 
mised structure  of  the  bone.  Conditions  such  as 
osteomalacia,  rickets,  Paget’s  disease,  fibrous  dys- 
plasia, hyperphosphatasia,  or  other  conditions  of 
osteomalacia  are  examples  of  this.  Pseudoirac- 
tures  or  Looser 's  lines  may  be  seen  in  these  con- 
ditions. They  consist  of  racliolucent  bands 
through  the  bone  surrounded  by  a sclerotic  re- 
action. d’hese  likely  represent  a healing  response 
to  minor  infractions.  Most  authorities  prefer  to 
reserve  the  term  stress  fractures  for  those  cases  of 
fatigue  failure  of  “normal’’  bone  where  repetitive 
loading  appears  to  l)e  the  causative  factor. 

Muscular  fatigue  appears  to  be  closely  related 
to  stress  fractures.  Muscles  act  as  the  tethers  and 
windlasses  of  the  skeleton  to  aid  in  stress  distri- 
btition.  Altered  gait  patterns  may  also  be  caused 
by  muscular  fatigue  thus  leading  to  altered  stress 
patterns  transmitted  to  the  skeleton.  It  is  under- 
standable that  these  injuries  predominate  in  the 
lower  extremities  because  of  a mechanism  of  re- 
current imjiact  loading.  Recently,  however,  stress 
fractures  have  been  recognized  in  less  likely  areas 
such  as  the  carpal  scaphoid.  This  discussion  will 
be  limited  to  those  injuries  in  the  pelvis  and 
lower  extremity. 

Pathology 

The  histologic  process  of  stress  fracture  has 
Ireen  examined  by  Johnson,  et  al.®  Cortical  bone 
remodeling  presumably  as  a response  to  increased 
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stic.ss  is  assoc  i;itc‘(l  wilh  inc  l eased  osteoc  Iasi  ic 
resorption.  Periosteal  new  hone  is  loiinecl,  lol- 
lowed  hs  an  increase  in  cancellous  bone  trahec- 
nhie  and  realignment  of  the  osteonal  systems  oi 
llie  eortic  ;d  hone.  Peak  hone  loss  from  osteoclastic 
activity  following  incietised  stress  occurs  at  ahont 
21  chiys.  ,V  hone  in  this  st.tle  is  at  inci eased  task 
for  mechanical  failure. 

(’.onclilions  of  weakened  hone,  such  as  osteo- 
porosis or  Paget's  disease,  ma)  piedispose  a hone 
to  injury.  .V  high  incidence  of  stre.ss  fractures  in 
pre-menc)|jansal  feimde  athletes  who  ;ne  amenoi- 
rheic  has  been  noted,  hni  research  to  correhiie 
this  with  possible  estrogen  delic  iency  and  seconcl- 
aiy  osteoporosis  is  incomplete  at  this  point. 

The  ditigncisis  of  these  injuries  can  be  aided 
very  greatly  hy  raclionnclicle  hone  scanning.  1 his 
in  no  way  snhstiintes  for  a carefnl  history  with 
physical  examination  and  standard  radiographic 
evaluation.  I’wo  to  three  weeks  of  time  is  re- 
c|nircd  following  the  honey  insult  to  effect  radio- 
graphic  changes  on  conventional  x-r:iy.  A bone 
scan  may  show  changes  suggestive  of  fracture  as 
soon  as  two  to  eight  clays  jiost-injury.  In  certain 
cases  this  becomes  necessary  cine  to  a necessity  for 
early  diagnosis  or  absence  of  standard  radio- 
graphic changes  after  an  elapsed  period  of  time. 
Many  small  infractions  may  maintain  normal 
x-rays  throughout  the  jiericsd  of  injury  and  heal- 
ing in  spite  of  disabling  symptoms  and  abnormal 
uptake  on  a hone  scan.  A pinhole  collimator  view 
cil  the  suspected  area  is  strongly  recommended 
to  aid  in  diagnosis  with  the  hone  scan. 

Specific  Stress  Fractures 

Metatarsals 

Probably  the  most  common  site  of  stress  frac- 
ture is  in  the  metatarstds.  riiis  is  most  ficcjuenlly 
seen  in  running  sports  and  situations  where  a 
sudden  incretise  in  walking  or  running  occurs, 
such  as  military  recruits.  The  fracture  site  is 
usually  the  midshaft  or  metatarsal  neck  and  most 
frec|uently  in  the  second  and  third  metatarsals 
(Figure  1).  Initial  x-rays  may  show  no  honey  ab- 
normality, hut  follow-up  films  It/,  to  .S  weeks 
alter  the  onset  of  symptoms  lrec|uenlly  show  peri- 
osteal callus  in  the  area.  Radionuclide  hone 
scanning  is  rarely  necessary  here  for  diagnosis. 
Reduction  of  activity  relieves  symptoms  and  lull 
activity  can  he  resumed  within  four  to  six  weeks. 
Previous  authors  have  implicated  Morton's  foot 
in  stress  fractures  of  the  metatarsals.  I’his  is  a 
foot  with  ;t  short  first  mettitarsal,  long  second 


meiaiaisal  and  hcpeiinohile  liist  r;ty.  .V  leceiii 
review  hy  Die/,  et  a I,  demonstrated  no  cot  rela- 
tion between  these  two  entities,'’  .Stress  Iractures 
of  the  sestunoici  hones  beneath  the  hetid  ol  the 
first  inet;it;nsal  base  been  reported  and  if  s\mp- 
loms  ;ue  rehited  to  that  ;uea  then  x-rays  should 
he  c lo.sely  inspec  ted  here. 

Tarsal  Bones 

Stress  fractures  of  the  calcaneus,  navicular  and 
other  tarsal  hones  have  been  re])ortecl.  fleel  pain 
should  he  ctirefully  examined  to  rule  out  Achilles 
tendinitis  or  peroneal  tendinitis.  Subtle  sclerotic 
densities  in  the  calcaneus  on  x-ray  may  he  cliflic  idt 
to  see  and  hone  scan  is  very  hel]rful  here.  Pinhole 
collimator  \iews  specifically  of  the  loot  otter 
better  rescjlution. 

Fatigue  fractures  of  the  tarsal  iravicular  are 
rare  hut  extrcirrely  disabliirg.  d his  hone  is  str  essed 
with  tixial  loadirrg  such  as  conriirg  clown  on  the 
foot  iir  the  ti|r-toe  position.  P;iin  is  directly  over 
the  navicular  hone  arrter otrreclially  aircl  should  he 
differerrtiated  fronr  deltoid  ligamerrt  sprain  or 
posterior  tibitil  teirdiiritis.  .V  true  AP  x-t;iy  crl  the 
rracicular  boire  is  nrairdatoiy  to  visualize  these 
frac  tines  and  should  he  taken  I torn  a superomeclial 
directiotr.  A true  .\P  x-r:iy  of  the  foot  rtnely 
demonstrates  this  iracture.  W'ithc^mt  clisphice- 
rrient,  tarsal  fractures  usutdly  lespond  lapiclh  to 
reduction  of  tictivity.  Crutches  irray  he  necesstiiy 
to  alleviate  symptoms. 

Tibia 

d’ihiti  stre.ss  fractures  are  eprite  cornmorr  espe- 
citilly  irr  the  disttrrrce  r urrning  populaticjn.  Merst 
frecprently  these  are  along  the  middle  third  of  the 
tihial  shaft,  usually  tvith  symptoms  trlorrg  the 
posterior  nreclial  aspect  (Figures  2,3).  .A  secottd 
th;n aicteristic  type  occurs  alorrg  the  riteditd  tihial 
plateau  with  symptoms  that  ttttry  be  cottlused  with 
pes  turseritre  bursitis.  X-rays  should  he  closely 


iMKurc  I. 

Serial  x-rays  show  developing  iiadiirc  ralliis  aloiiR  the  second 
metatarsal  shall. 
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inspcctetl  lor  siiljllc  sclciotic  clianges  in  these 
areas.  In  tlie  libial  iliapliysis,  pain  oecnrs  along 
the  |)osterior  medial  Itorder  along  the  origin  ol 
the  tibialis  posterior  muscle.  Stretching  ol  this 
tendon  does  not  particularly  aggravate  stress 
Iracinre  pain,  bnt  tlirect  honey  tenilerness  to  pres- 
Mire  makes  the  diagnosis  apparent,  rreatment 
dem.mds  that  actisities  be  modified  to  keep  the 
patient  at  a snbsym|Jtomati(  level.  Stibstitntion 
training,  such  as  c)cling  oi  swimming,  to  avoid 
the  \ iolent  impac  t loading  on  this  bone  is  nsnally 
mandatory.  Symptoms  nsnally  j)reclnde  rnnning 
or  rac  (|net  sports.  W'ith  proper  c;ne  full  activities 
<an  nsnallv  be  resinned  in  six  to  ten  weeks. 
.\bnse  of  the  injury  may  certainly  |)rolong 
>\  mptoms. 

Fibula 

Also  noted  in  the  rnnning  sports  are  stress  frac- 
t tires  to  the  fibula,  d'hese  commonly  occur  in  the 
distal  shaft  (Figure  f).  Diagnosis  is  rarely  diffi- 
( nit  bnt  should  be  differentiated  from  peroneal 
tendinitis.  Crntches  or  casting  are  rarely  neces- 
sary and  symptoms  nsnally  abate  within  four 
weeks. 

Patella 


.Mentioned  oidy  lor  tompleteness,  stress  frac- 
Liires  of  the  patella  are  (jnite  rare.  W'hen  symp- 


Figure  2. 

A marathon  runner  had  disabling  symptoms  of  posteromedial  calf 
pain  dcsj)itc  normal  x-rays. 


Figure  3. 

A bone  scan  in  this  same  patient  shows  focal  increased  uptake  in 
the  posteromedial  tibial  cortex. 


toms  of  patello-femoral  joint  disease  are  atypical, 
careful  inspection  of  the  x-rays  and  consideration 
for  bone  scanning  may  be  indicated. 

Femur 

These  injuries  are  nsnally  divided  into  femoral 
shaft  and  neck  fractures.  Shaft  fractures  occur 
with  development  ol  symptoms  and  radiographic 
changes  much  as  those  ol  the  tibia.  Displacement 
is  rare.  Again  like  the  tibia,  these  nsnally  re- 
sjKtnd  to  substitution  training  and  restricted  ac- 
tivity (k'ignre  5). 

Compression  fractures  of  the  femoral  neck 
along  the  inferior  cortex  are  a well  known  prob- 
lem in  runners.  Elderly  jjatients  suffer  stress 
fractnres  of  the  femoral  neck  also,  but  these  are 
more  often  along  the  superior  tensile  surface  of 
the  femoral  neck.  It  is  generally  recommended  in 
the  older  popniation  with  this  latter  type  of  frac- 
ture that  immediate  pinning  tn  situ  be  clone  be- 
fore displacement  of  the  fractnre  can  occur.  In 
the  younger  athletic  population  with  comjtression 
type  fractures,  comj)liance  is  of  the  utmost  im- 
portance. Any  lack  ol  this  demands  surgical 
stabili/ation.  If  sym|)toms  do  not  abate  im- 
mediately with  limitation  of  activity,  then  m situ 
piiiMing  should  be  undertaken.^ 


Figure  4. 

A female  runner  with  lateral  ankle  pain  and  normal  x-rays  dcveloj)ed 
this  sclerotic  line  in  the  distal  fibula  at  follow-up  three  weeks  later. 


Figure  5. 

This  “insufficiency  fracture*’  occurred  in  a femur  already  com- 
promised  by  fibrous  dysplasia. 
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Pelvis 

Pt’lh;lp^  the  most  diilicitlt  sticss  liiiittiie  to 
treat  is  tliat  ot  the  isc hiopiihie  itmiits.  These  arc 
lar  more  (ommoii  in  tvomeii,  possiltly  tine  to  the 
hiotuler  (ontigiit ation  of  the  jtehis  atnl  variatioti 
itt  pnll  of  the  hamstring  and  addnetor  imtsdes. 
Symptoms  ate  tisiially  itisidions  itt  onset  aiul 
loeali/ed  to  the  itigninal  crease.  Sometimes  pos- 
terior ischial  symptoms  are  felt  also.  .Matienvers 
such  as  henditig,  whidt  stretch  the  hamstritig 
tendons,  reproduce  the^e  symptoms,  too.  Hij) 
range  of  motion  is  nsnally  not  cotnpi omised. 
Radiograpitic  changes  may  be  very  snlttle  atid 
l)one  scanning  is  often  helpfn]  here  (Fignres  6,  7). 
.Substitution  traitiing  is  very  diflicnlt  itt  this  jtar- 
ticnlar  injury  becanse  aerobic  sports  such  as 
tunning,  swimmitig  or  cycling  all  involve  these 
major  muscle  groups.  Tyjncally,  symptoms  may 
persist  in  spite  of  good  care  for  two  months  to 
one  year.  Recent  l eports  have  shown  certain  cases 
to  persist  as  long  as  three  years.*^ 

Stress  Fractures  in  Children 


.\lthongh  rare  in  this  age  group,  diagnosis  of 
stress  fractures  may  be  much  more  difficult.  Dif- 
ferentiation between  fracture,  neoplasm  and  in- 


Figure  6. 

This  fracture  of  tlic  left  inferior  pubic  ramus  is  sometimes  difficult 
to  see  on  plain  x-ray. 


Figure  7. 

A bone  scan  in  the  same  patient  readily  demonstrates  increased 
uptake  in  the  ischiopubic  ramus. 


feci  ion  is  sometimes  impossible  in  sj>ite  of  jjhysical 
examination  and  x-ray.  biopsy  becomes  necessary 
in  these  difficnlt  cases,  (iallns  formation  may  be 
abundant,  especially  in  younger  patients.  .\s  chil- 
dren grow  into  adolescence,  sports  related  act  id- 
ties  become  a significant  causative  factcjr. 

T he  most  common  sites  of  fracture  in  children 
are  the  tibia  and  filnda.  J he  tibia  most  often 
fractures  transversely  along  the  jnoximal  shaft 
whereas  the  fibnla  fractures  along  the  distal  shalt. 
Femoral  neck  stress  fractures  have  been  reported 
but  are  exceedingly  rare  j>rior  to  closure  of  the 
cajjital  femoral  epiphysis.  Fractures  along  the  in- 
fericjr  pubic  ramus  occur  much  as  in  the  aclnlt. 

Stress  Iractures  are  becoming  increasingh  pre- 
valent as  an  oceruse  injury  tci  the  skeletal  system. 

knowledge  of  the  likely  locations  of  injury  is 
helpful  in  diagnosis.  A firm  caution  against  over- 
diagnosis  is  warranted,  however:  malignant  os- 
teosarcoma, infection  of  bone  and  osteoid  osteoma 
may  be  confused  with  stress  fractine  in  ceitain 
cases.  As  preciously  mentioned,  diagnosis  in  chil- 
dren can  be  particidarly  clilficult.  [nst  as  with 
many  other  medical  maladies,  early  diagnosis  and 
treatment  is  the  key  to  ra])icl  rehabilitation. 
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Massive  Hemoptysis  in  Cystic  Fibrosis 

Case  Report 

Tim  Foote,  M.D.,*  Raymond  G.  Watts,  M.D.,  and  Robert  H.  Warren,  M.D. 


(^ystic  fibrosis  of  the  pancreas  was  originally 
(lesdiljecl  as  a specific  constellation  of  symptoms 
imhtcling  lailiire  to  thrive,  malabsorption  and 
secondary  bacterial  ptieumonia  with  snbsecpient 
respirtitory  failure  and  death.  As  such,  it  was  the 
exclusive  province  of  the  physician  caring  for 
children  from  the  time  of  the  original  description 
in  1938,  by  Dr.  Dorothy  Andersen,  to  tiie  very 
recent  past.  However,  cine  to  both  diagnostic  and 
therapeutic  advances,  life  expectancy  h;is  length- 
ened. The  incretised  longevity  of  persons  with 
cystic  fibrosis  has  also  increased  the  nnml)er  of 
severe  and  life-threatening  complic  aticms,  espe- 
cially with  reference  to  the  pnhnonary  system, 
(fystic  fibrosis  is  now  the  most  common  ctinse  of 
chronic  obstructive  ]>nlmonary  disease  and  pan- 
creatic insufficiency  in  the  lirst  three  decades  of 
life  in  the  United  States. 

Cystic  iibrosis,  ;i  common  lethal  genetic  dis- 
etise  in  tlie  Thiited  States,  is  transmitted  as  an 
autosomal  recessive.  The  incidence  of  this  dis- 
ease is  1 in  1500  live  Ciaitc.asian  births  and  1 in 
17,000  black  births.  About  5%  of  the  general 
popidation  are  carriers  of  tliis  gene.  The  itn- 
known  basic  delect  involves  the  exocrine  gland 
system.  Al)nc)rmal  mucus  secretions  obstruct  duct 
systems  in  various  organs  of  the  body,  primarily 
the  lung  and  jjancreas. 

1 he  two  majcji  pnhnonary  complicaticrns  of  a 
lile-threatening  nature  that  are  seen  with  increas- 
ing frecjuency  as  these  patients  become  older  are 
massive  hemoptysis  and  recurrent  pneumotho- 
races. This  case  report  cletils  with  the  problem 
of  massive  hemoptysis  iti  a young  adult  with 
cystic  filnosis. 

Decause  of  the  increased  nnmber  of  people  liv- 
ing to  adnlthood  with  cystic  fibrosis,  both  the 
cystic  filjiosis  patient  and  the  problem  of  signifi- 
cant hemoptysis  are  going  to  be  encountered  with 

•.Vddiess  correspondence  to:  I im  I oote,  M.D.,  University  of 
.■Vrkansas  for  Medical  Sciences,  4301  West  Markham  Street,  Slot  512, 
l ittle  Rock,  Arkansas  72201. 


increasing  frecjitency  by  the  primary  physician. 
The  hemoptysis  may  be  massive,  recurrent,  and 
carry  a high  mortality  rate.^  Pneumonectomy, 
lobectomy,  infusion  of  vasoconstricting  drugs, 
and  Ikionchial  artery  ligaticm  have  all  met  with 
variable  success  in  individual  cases.-  Bronchial 
artery  embolication  (REA),  perlormed  at  tertiary 
medical  centers,  is  being  used  more  fret|uently 
and  is  proving  to  be  a definitive  and  safe  pro- 
cedure for  life-threatening  hemoptysis.'*  Stern, 
et  al,^  lias  shown  that  vigorous  medical  support, 
consisting  of  IV  aniiliiotics,  supplementaf  vita- 
min K administration,  bedrest,  and  blood  product 
replacement,  is  also  effective  and  mav  preclude 
the  use  of  any  type  of  invasive  procedure.  How- 
ever, each  case  of  life-threatening  hemoptysis 
must  be  evaluated  individually  and  a considera- 
tion given  to  the  use  of  BEA  in  selected  cases. 

The  following  case  study  demonstrates  the 
successful  outcome  of  a BEA  procedure  at  the 
Arkansas  Children’s  Hospital  in  a patient  with 
cystic  fibrosis  who  experienced  severe  hemoptysis. 
This  is  the  first  time  this  procedure  has  been 
used  ill  Arkansas  for  tlie  treatment  of  hemoptysis 
in  a patient  with  cystic  fibrosis. 

Case  Study 

N.  C.  is  a 19-vear-olcl  white  leniale  with  cystic 
fibrosis  who  had  a one-week  history  of  congestion 
and  cough  jirior  to  admission,  d'here  was  no  his- 
tory of  fever  or  violent  coughing  episodes.  She 
was  admitted  to  Arkansas  Children’s  Hospital 
after  expectorating  approximately  -fOO  cc  of 
bright  red  blood.  Ehis  episode  had  been  pre- 
ceded by  a tingling  sensation  in  her  right  upper 
chest.  She  had  been  followed  routinely  liy  the 
Arkansas  Cystic  Fibrosis  Center  since  her  diag- 
nosis at  18  months  of  age.  She  had  previously 
exhibited  only  mild  pulmonary  symptoms  and 
no  significant  CT  symptoms.  In  1981,  she  under- 
went cholecystectomy  for  cholelithiasis.  Her  most 
recent  pulmonary  function  studies  showed  only 
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mild  obstnutivc  disease. 

IMiysieal  examination  ie\ealed  an  anxious,  well 
jiourisheil  Avliitc  lemalc  with  an  oial  lem])eratine 
ot  3().l°(;.  llci  blood  ])ressuie  ^vas  KFl  72.  Fhere 
was  no  orthostalie  (hant>es.  1 ler  jndse  was  (SO 
beats  per  minute  and  her  respirtitory  r;ite  ^vas  IS 
jier  minute.  Xo  blooil  was  noted  in  the  oral  or 
nasal  passages.  Auseidtation  of  the  lungs  demon- 
strated deereased  breath  sotinds  and  t rat  kies  in 
the  right  upper  lobe.  Markeal  elubbing  ol  the 
extremities  was  noted.  The  remainder  of  the 
])hysi(al  examination  teas  unremarkable. 

I.aboratoiA  tests  on  titlmission  revealetl:  Hgb 
13  gm;  Het  33:  white  tount  S,200;  dilferential 
normal;  platelet  totint  1(37.000.  The  prothrom- 
bin time  aiul  jjartial  tinomboplastin  time  were 
l)Oth  normal.  Ifleetling  time,  serum  electrolytes, 
and  liver  function  tests  were  all  within  normal 
limits.  The  chest  lilm  revealed  a prominence  of 
peribronchial  infiltrate  in  the  right  upper  lobe 
suggestise  ol  brom  hiectatic  t hanges. 

I he  diagnosis  of  hemoptysis  secondary  to  right 
upper  lobe  bronchiectasis  and  infection  was 
made.  I he  patient  was  begun  on  IV'  tobramycin, 
ticarcillin,  and  nalcillin.  .She  was  also  placed  on 
oral  prcrbenecid,  .su|)plemental  ^itamin  K,  and 
bedrest.  On  the  first  hospital  day,  the  patient 
expectorated  approximately  300  cc  of  bright  red 
blood,  d'here  was  no  blood  jtressnre  thanges  and 
no  drop  in  hematocrit.  She  was  able  to  sympto- 
matically localize  the  bleeding  to  her  right  upper 
chest.  On  the  second  hospital  day,  she  again  had 
a significant  hemoptysis  ol  1000  cc.  d his  was  ac- 
companied by  a syncopal  episode.  She  recpiired  a 
transfusion  of  both  jjatked  red  cells  and  Iresh 
frozen  plasma.  On  the  third  hospital  day,  an 
additional  400  cc  of  blood  was  expectorated,  lie- 
cause  of  the  irersistent  massive  hemoptysis,  it  was 
com  hided  that  conservative  medical  management 
was  not  stabilizing  the  problem  and  that  bron- 
(hial  artery  embolization  should  be  pertormed. 

With  the  ]jatient  under  light  sedation  and  local 
anesthesia,  a catheter  teas  passed  jtei  c utaneously 
into  the  femoral  artery  and  aorta.  Angiography 
revealed  a large,  tortuous  right  bronchial  artery 
in  the  upper  cpiadrant  of  the  right  Iting.  Xo 
.spinal  artery  could  be  demonstrated.  Gelfoam 
particles  were  placed  into  the  artery  throtigh  the 
catheter  with  occlusion  of  the  previously  defined 
tortuotts  vessel. 

Following  the  embolication  prcrcethire,  IV  anti- 
biotic therapy  was  continued.  Xo  ftirther  sig- 


nilicant  episodes  of  hemoptysis  oicurred.  I he 
jiatient  tolerated  a gradual  progression  to  lull 
activities  and  ( best  physical  therapy.  'Fhere  was 
no  ecideme  ol  fever,  hemoptysis,  or  chest  pain 
lollowing  the  embolization.  'Fhe  jjost-endtoli/a- 
tion  findings  ol  lever,  minimal  hemoptysis,  and 
chest  pain  have  been  recorded  in  the  literature. 
1 hey  have  been  found  to  be  sell-limited  prob- 
lems. On  the  14th  clay  post-embolization,  she 
evas  discharged  from  the  hospital  in  good  condi- 
tion. .She  was  maintained  on  oral  antibiotic 
therapy  and  daily  chest  physical  therapy  at  home. 
Fo  date,  hemoptysis  has  not  recurred. 

Discussion 

'Fhe  patient  with  cystic  fibrosis  is  jtredisposed 
to  hemoptysis  because  of  the  following  factors; 
1)  formation  cjf  luxurient  jjeribronc hial  granula- 
tion tissue,  comjjrised  of  anastomoses  between 
systemic  and  pulmonary  vessels,  resulting  from 
chronic  inflammation;'’  2)  the  existence  ol  normal 
precapillary  and  capillary  bronchctpulmcjnary 
anastomoses  which  become  dilated  and  torttious;*'' 
3)  thrombosis  and  subset|tient  recanalization  of 
vasa  casorae  of  ptilmonary  arteries.  Fung  paren- 
chyma with  these  undeilyiiig  features  become 
bronchiec tatic  and  infected,  resulting  in  erersion 
into  the  tiirway  lumen. 

.SteriV  reported  38  patients  with  cystic  librosis 
and  massive  hemoptysis,  defined  as  a volume  ol 
greater  than  300  cc  expectorated  within  24  hoitrs, 
who  were  treated  with  a medical  protocol  simihir 
to  that  em|doyecl  at  Arkansas  (ihildren's  Mospital. 
Volumes  of  expec  toiaited  blood  were  as  much  as 
2.500  cc,  with  four  patients  exjterienc ing  syncope. 
^\'ithin  four  days  bleeding  h:id  stopjted  in  all  38 
patients  with  conserc ative  therapy. 

Bronchoscopy  was  perfonncxl  in  four  patients 
and  failed  to  localize  the  source  of  bleeding. 
Although  massive  hemoptysis  recurred  in  45% 
on  long-term  follow  up,  post-bleeding  survival 
rate  was  comparable  to  tlnit  of  patients  with 
ecpially  severe  lung  disease  who  had  never  ex- 
perienced hemoptysis. 

Fellows,  et  al,-’  reported  on  bronchial  artery 
embolization  of  13  jiatients  evith  severe  hemopty- 
sis secondary  to  cystic  fibrosis.  Indications  for 
the  procethire  were  either  hemorrhage  of  300  cc 
within  21  hours  and  jeersistiug  for  three  consecu- 
tive clays,  or  multijile  episodes  erver  weeks  or 
months.  Fhe  procedure  evas  preceded  by  bron- 
choscopy ;is  an  accurate  method  ol  localizing  the 
site  ol  bleeding."  'Fhere  were  no  complications.® 
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\'igorous  chest  jjhysiotherapy  was  al)le  to  l)e  re- 
suiiiecl  witliin  21  hours  ol  the  procedure.  Sixty- 
two  percent  liacl  itnniecliate  cessation  ot  bleeding, 
while  Sl‘’„  reciuired  two  or  three  luither  em- 
bolizations c)\er  the  etisuitig  three  to  10  days. 
One  patient  lecjuiied  lobectomy.  F'cnty  percent 
had  minor  henioj)tysi.s  several  weeks  alter  the 
embolization.  Subseciuent  mortality  has  not  beeti 
lelaied  to  hemoptysis. 

At  .Vrkansas  Cihilchen’s  Hospital,  patients  with 
cystic  librosis  that  presetit  with  massive  hemopty- 
sis are  begun  on  a jirotocol  ol  aggressive  medical 
management  \\hich  consists  ol:  1)  intravenous 
antibiotic  theia|jy  directed  against  the  bacterial 
])athogens  most  commonly  encountered;  namely, 
Sldphylococcus  aureus  and  Fseudouioiias  aerugi- 
uosa.  Sputum  cultures  are  obtained  to  guide  de- 
cision making  in  altering  the  initial  antibiotics 
used.  Our  routine  initial  antibiotic  piotocol 
utilized  tobramycin,  ticarcillin,  and  oxacillin 
pending  s|)utum  culture  results:  2)  bedrest:  3)  re- 
duction or  discontinuation  ol  chest  physical  ther- 
apy eluting  acute  hemo|)tysis:  4)  sup]jlemental 
\ itamin  K thei  apy  orally  ; .'))  identilication  ol  any 
utiderlying  bleeditig  discjiclers;  6)  blood  rejtlace- 
ment  il  clinically  indicated.  This  medical  regi- 
men will  be  successlul  in  many  jxitients.  \Vhen 
medical  management  does  not  result  in  cessation 
ol  hemojjtysis  and  when  any  carcliova.scular  in- 
stability develops  with  the  episodes  ol  hemojjtysis, 
bronchial  arteiy  embolization  becomes  a con- 
sideration. 

1 he  indications  lor  bronchial  artery  embolica- 
tion  ma)  be  more  specilically  divided  into  both 
acute  and  chronic  clinical  situatiems. 

Acute 

(1)  Development  ol  a shock  state  with  hy}x)ten- 
sion  secondary  to  greater  than  1000  cc  ol  blood 
expectorated  on  any  single  occasion. 

(2)  Expectoratiem  ol  greater  than  300  cc  ol  blood 
cjn  three  consecutive  days  with  or  without  evi- 
dence ol  hypotension  or  need  lor  blood  re- 
placement. 

Chronic 

(1)  Frecjuent  or  daily  expectoration  ol  blood  over 
a period  of  w'eeks  resulting  in  anemia  and/or 
an  inability  to  carry  out  usual  routine  activi- 
ties ol  work  and  play. 

(2)  Intermittent  expectoration  of  blood  sufficient 
to  require  hospitalization  and  medical  therapy 
on  a monthly  basis  for  three  consecutive 
months. 
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Further  deterniination  lor  plaiiiiing  a bronchial 
at  tery  embolization  procedure  will  include  the 
loll  owing: 

(1)  .Vccurate  determination  ol  the  amount  ol  ex- 
pectorated blood  each  day. 

(2)  Ciarelul  monitoring  ol  the  clinical  state  to  de- 
termine cat  cliovasc  iilar  instability  and  need 
lor  blood  replacement. 

(3)  Lkse  ol  chest  x-rac  litidings  and  patient's  own 
tissessment  ol  bleeding  to  attempt  to  localize 
the  site  ol  pulmonary  hemorrhage. 

(1)  I'se  ol  Ilexible  liberoptic  brochoscop\  tcj  assist 
in  localization  ol  bleeding  site. 

(5)  Radiology  consultation  lor  perlormance  ol  the 
technical  procedure  ol  tuigiography  aticl  sub- 
secpient  embolizatioti  ol  the  bronchial  artery 
or  arteries  prctducing  the  pulmonary  hemor- 
rhage. 

Summary 

Hemoptysis  in  the  patient  with  cystic  fibrosis: 
may  be  ametiable  to  conservative  medical  treat- 
ment ol  the  underlying  infection  and  bronchiec- 
tasis. Fhis  case  demonstrates  that  bronchial  ar- 
tery embolizatioti,  wheti  perlormed  by  experi- 
enced persoimcl,  is  a delinite  alternative  to  tho.se 
refractory  to  such  treatment. 
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Blood  Pressure  — High  and  Low 

Alfred  Kahn,  Jr.,  M.D. 


pressure  and  its  ireatnieni  still  ottupies 
a large  part  ol  the  niedieal  literature  and  the 
pharmaceutical  ads.  d he  Framingham  Studies 
on  blood  pressuie  alerted  everyone  about  the 
risks  ol  high  blood  jtressiue  and  the  medical 
pitblic  has  enthusiastically  treated  most  hyper- 
tensive cases.  In  the  fantiary  21,  19(SS  isstie  ol 
TJie  Journal  of  the  American  Aiedical  Assodation 
there  is  a commentary  on  therapy  for  mild  high 
blood  jjresstire.  a s|jecial  communication  entitled 
“Should  ^Ve  Freat  ’Mild'  U vpertension?”  and 
an  editorial  entitled  ■'  Freatmcnt  of  Mild  Flyper- 
tension  and  the  Reduction  of  Cardiovascular 
.Mortality:  1 he  ‘Ol  or  by'  Dilemma."  Kaplan 
in  his  commentaiy  (V'olume  219,  Jtage  3h,5,  [an- 
uary  21,  1983)  states  that  in  his  opinion,  and 
based  on  other  trials,  jeatients  with  diastolic  blcrocl 
pressures  above  109  mm  should  be  treated.  Those 
individtials  with  diastolic  blood  pressures  below 
100  mm  should  be  evaluated  before  any  thera|ry 
is  begun.  Kaplan  recommends  treating  jtatients 
with  a relatively  high  cardiovascular  risk  as  com- 
ptited  from  the  (ioronary  Risk  Handbook.  He 
ftirther  states  that  patients  at  lower  risks  with 
diastcrlic  blood  jnessures  between  90-100  mm 
jcrobably  do  not  need  drug  therapy  unless  there 
is  some  special  indication  for  it.  He  does  recom- 
mend weight  leduction,  if  necessary,  and  salt 
restriction. 

McAlister  (The  Journal  of  the  Arneriean  Med- 
ical Association,  Volume  219,  page  379,  |anuary 
21,  1983)  in  his  commentary  on  so-called  mild 
hypertension  takes  a somewhat  similar  jrosition 
to  that  of  Kaplan  who  feels  the  risk  of  treatment 
may  outweigh  the  benefit,  especially  if  the  cjuality 
of  life  is  factored  into  the  evaluation  as  to 
whether  the  patient  should  take  hypotensives  or 
not.  He  states  that  close  observation  of  these 
mild  hypertensice  patients  seems  a reasonable 


course  in  many  ol  these  patients.  In  the  same 
journal  Pickering  echoes  a similar  opinion  (page 
399).  He  cites  thiee  guidelines  on  whether  or 
tiot  to  iintiate  treatment  for  mild  hypertension: 
fit  St  of  all,  he  stated  that  c ardiovasc  iilar  risk  fac- 
terrs  other  than  blood  pressure  shotdd  be  e\al- 
uated  in  determining  whether  or  not  a patient 
will  get  retd  benebt  from  hypotensive  ther:ip\. 
and  he  further  sttites  thtit  white  women  and  men 
under  50  years  ol  age  do  not  seemingly  benelit 
as  a groiijj.  He  .secondly  points  otit  thtit  indi- 
vidnals  who  ajtpetn  to  be  ti  lehitively  high  i isk 
might  undergo  tietitment,  tuul  the  hypotensice 
drug  will  jirobtibly  jiiotect  tigainst  c erebrovascular 
disease  rtither  than  corontu  y heart  disease,  l.astb, 
he  sttites  there  is  no  htirm  in  tiying  the  com- 
mencement of  hypotensive  therapy  in  cpiestion- 
able  ctrses. 

A good  deal  ol  interest  has  been  shown  in  win 
certain  gTotijJs  ol  jx'ople  seem  to  be  leltitiveb 
immune  ter  high  blood  piessure  tintl  aiterio- 
sclerotic  disetise.  Fhe  F.skimos  ttre  ti  gemd  ex- 
ample of  this  — as  compared  to  the  so-called  West- 
erners. Fins  matter  is  taken  up  in  an  interesting 
tirticle  in  (iirculation  (X'olume  07,  page  501, 
March,  1983)  in  which  Loren/,  .Spengler,  Fischei, 
Didmi,  tincl  Weber  discuss  “Pltiielet  Function, 
Fhromboxtme  Formation  and  Blocxl  Pressure 
Control  During  .Snpplementation  of  the  Western 
Diet  with  Cod  Liver  Oil.  " Fskimos  eat  polyun- 
sattirated  tatty  acids  in  seafood,  and  the  authors 
felt  that  this  was  jjiobably  responsible  for  their 
relative  immunity  to  cardiovascular  disease.  'Lo 
test  this  theerry,  they  gave  40  cc  of  ccxl  liver  cril 
a day  which  sujjjjlied  10  grams  w-3  polyunsatu- 
rated acid  to  eight  volunteers  for  25  days.  They 
concluded  that  the  volunteers  who  took  w-3  pcrlv- 
uirsaturatcd  fatty  acids  had  an  increased  bleed- 
ing time  and  deciea.sed  platelet  aggragation.  The\ 
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also  report  that  blood  ])ressiire  fell  and  ihe  re- 
sjjonse  to  certain  blood  pressure-raising-  cbemic  als 
teas  lilunted.  These  changes  reverted  to  normal 
tvithin  about  a month  after  the  cod  liver  oil  sup- 
jjlenientation  was  stopped.  They  summarized  this 
by  stating  they  did  not  know  the  exac  t mechanism 
of  these  changes  l)ut  did  ieel  that  there  were 
changes  in  tlie  platelet  memlnanes  which  made 
them  less  reactive  and  there  was  a blunted  circula- 
tor} response  to  certain  jjiessure  chemicals. 

beli/an  (from  the  Institute  of  Nutrition  of 
Central  America  and  Panama)  et  al,  have  pub- 
lished an  interesting  article  on  blood  pressure 
reduction  and  published  it  in  The  Journal  of  the 
American  Medical  Association  (Volume  249,  page 
1161,  .March  1,  19(S3)  entitled  “Reduction  of 
blood  Ihessure  ^\4th  Calcium  Siniplementation 
in  'S’oung  Adults.”  In  their  commentary  on  the 
study  of  57  subjects,  they  state  that  1 gram  of 
calcium  had  a significant  rednctican  of  blood 
pressure  in  both  young  men  and  young  women; 
there  was  a little  sex  clilference  in  the  blood  pres- 
sure reduction  — 5%  in  women  and  9%  in  men. 
The  cause  of  the  blood  pressure  clrojj  seems  un- 
known. They  specidate  that  it  might  have  to 
do  with  the  migration  of  calcium  in  and  out  of 
cells;  they  also  wonder  if  it  might  not  in  some 
c\ay  relate  to  parathyroid  hormone.  4 he  Cjuestion 
of  the  relationship  of  calcium  to  prostaglandins 
and  sodium  was  also  raised.  In  any  event,  calcium 
does  reportedly  significantly  Icawer  blood  pres- 
sure in  this  group  of  young  peojile  whose  .ages 
averaged  25.8  years  or  less. 

The  lelationship  of  dietary  fat  to  blood  pres- 
sure was  also  the  subject  of  an  article  jmblished 
in  The  Lancet  (\5jlume  I for  1983,  page  1,  ]anu- 
ary  1-8,  1983)  by  the  Department  of  Epidemiology 
of  the  National  Public  Health  Institute  of  Hel- 
sinki, Einland,  the  Human  Nutrition  Center  ol 
the  United  .States  Dejiariment  of  Agriculture, 
and  the  Department  of  Nutrition  of  the  ITniver- 
sii\  of  Helsinki.  The  article  was  entitled  “Con- 
trolled, Randomised  Erial  of  the  Effect  of  Die- 
tary Eat  on  blood  Pressure.”  The  authors  felt 
that  there  tvas  clelinitely  a relationship  between 
the  fat  composition  of  the  diet  and  blood  pres- 
sure. In  a jrrevious  study,  some  of  the  authors 
found  that  a marked  cholesterol -lowering  diet 
could  reduce  the  Idoocl  jiressure  in  normotensives. 
In  this  study,  they  not  alone  included  normo- 
tensives but  they  also  studied  to  determine 
whether  or  not  hypertensi\es  could  have  a low- 


ered blood  pressure  by  a low  cholesterol  diet  with 
a high  pohiinsatnrated  fat  to  unsaturated  fat 
ratio.  They  divided  their  subjects  into  three 
groups.  Ehe  first  was  low  in  total  fat  and  had  a 
high  polyunsaturated  fat  to  unsaturated  fat  ratio. 
In  Group  El  the  diet  was  low  in  salt.  In  Group 
HI  there  was  no  change  in  the  diet  — it  was  a 
control  groujr.  They  found  that  restriction  of 
dietary  salt  did  not  seemingly  h<ave  any  benefit 
as  measured  by  this  clinical  trial.  On  the  other 
hand,  a low  fat  diet  with  a high  polyunsaturated 
fat  to  saturated  fat  ratio  did  reduce  the  blood 
pressure  in  normal  patients  and  in  hypertensives. 
The  cause  of  this  is  not  known. 

In  an  accompanying  article  in  the  same  journal, 
Rouse,  Armstrong,  beilin,  and  Vandongen  {The 
Lancet,  Volume  I tor  1983,  page  5,  January  1-8, 
1983)  report  on  the  blood  jiressure  lowering  effect 
of  a vegetarian  diet.  They  studied  healthy  normo- 
tensive  indie  iduals.  They  switched  them  from  an 
omnieorons  diet  to  a vegetarian  diet  and  their 
blood  jnessure  fell  mildly.  This  was  apparently 
unrelated  to  changes  in  potassium  or  salt  intake. 

Alcohol  and  hypertension  has  been  the  subject 
of  numerous  studies.  A recent  editorial  in 
Archives  of  Ititernal  Medicine  (Volume  143,  page 
28,  January,  1983)  is  on  this  subject.  The  au- 
thors, Larbi,  Cooper,  and  Stamler,  state  that 
“there  seems  to  be  a causal  relationship  between 
alcohol  consumption  and  hyiiertension,  since 
cessation  of  alcohol  consumption  leads  to  a fall 
in  blood  pressure,  and  resumption  of  drinking 
gradually  leads  to  an  increase  in  blood  pre,ssure.” 
Ehe  authors  are  generally  referring  here  to  real 
heavy  drinkers,  tor  example  those  taking  five  or 
more  drinks  per  clay.  I he  exact  cause  of  the 
elevation  of  blood  pressure  from  the  use  of  alco- 
hol is  unknown.  There  may  be  some  underlying 
defec  t which  makes  alcoholic  subjec  ts  specifically 
susceptible  to  the  hypertensive  effects  of  alcohol. 

True  hypotension  is  often  a very  difficult  prob- 
lem to  treat.  Many  therapeutic  measures  have 
been  tried  as  a remedy  for  orthostatic  hypoten- 
sion. Ewc5  have  recently  been  reported.  First  of 
all,  Robertson,  Goldberg,  Hollister,  Wade,  and 
Robertson  have  reported  on  the  use  of  Clonicline 
as  a remedy  in  se\ere  orthostatic  hypotension 
(American  Joimtal  of  Medicine,  Volume  74,  p.age 
193,  February,  1983).  I hey  report  on  four  pa- 
tients who  seemed  to  have  true  idiopathic  ortho- 
static hypotension  which  they  felt  was  of  the 
peripheral  variety;  the  patients  did  not  have 
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cxti apyramidal  symptoms  or  ccrcbcilar  (lystimc- 
lion.  They  were  <>enerally  in  good  health.  Ehey 
also  had  a patient  with  harorecejitor  dyslunction 
ivpe  of  orthostatic  hypotension.  Robertson,  et  al, 
put  the.se  patients  on  Clonidine  and  loiind  that 
the  blood  pressure  in  two  patients  increasetl  aj)- 
proximately  40  mm  (systolic)  on  a dose  of  Cloni- 
dine 0.4  mg  twice  a day.  The  effect  lasted  several 
hours.  These  patients  were  continued  on  t).4  mg. 

I wo  other  patients  with  idiojiathic  orthostatic 
hy|)otension  also  had  an  increase  in  blood  pres- 
sure using  Cilonidine,  but  they  re(|uired  0.8  mg 
per  dose  in  order  to  get  a therapeutic  resjronse. 
7 he  size  of  the  dose  caused  so  many  side  eflec  ts 
the  medication  was  stopped  on  the  latter  two  pa- 
tients. Robertson,  et  al,  also  state  that  they  tried 
(ilonidine  on  the  patient  with  baroreceptor  dys- 
lunction and  it  was  ineffective.  The  authors 
postulate  that  the  patients  who  were  the  basis  of 
this  studv  had  no  functioning  sympathetic  nel- 
sons system  outflow  svhich  could  be  stojrped  by 
a hypotensive  drug  as  Clonidine:  they  further 
stated  that  Clonidine  has  a direct  pressor  effect 
on  .Vlpha  II  receptors  and  a very  mild  Alpha  I 
agonist.  One  of  the  interesting  commentaries 
made  by  these  investigators  was  that  Alpha  II 
receptors  may  be  largely  in  the  veins  — and  if 
the  Alpha  II  receptors  are  stimulated,  it  would 
decrease  the  size  of  the  veins  and  thus  increase 
venous  return  to  the  heart. 


Ergotamine  has  also  been  jnoposed  as  a means 
of  treating  chronic  orthostatic  hypotension.  1 he 
results  of  treatment  with  this  drug  are  reported 
by  Chobanian,  Eifft,  Faxon,  Creager,  and  Sacked 
(Circulation,  Wilume  (>7,  page  602,  March,  1983). 
7’he  authors  studied  lour  patients  who  had 
chronic  orthostatic  hypotension.  4 hey  were 
treaTed  with  oral  Ergotamine  Tartrate  in  doses 
of  2-6  mg  ])er  day.  Numerous  different  studies 
were  made  on  the  jiatients  but  the  thrust  of  the 
article  was  that  the  patients’  orthostatic  hypo- 
tension did  respond  to  Ergotamine.  Not  alone 
did  the  blood  pressure  go  up,  but  the  patients 
symptomatically  felt  better.  It  is  stated  that  the 
number  of  .syncopal  episodes  and  the  sense  of  im- 
pending .syncope  diminished.  Chobanian,  et  al, 
state  that  the  effects  of  Ergotamine  usually  last 
4-8  hours.  The  authors  stated  that  they  tried  to 
use  the  smallest  jxsssible  doses  of  Ergotamine  to 
avoid  the  side  effects  of  peripheral  vasoconstric- 
tion and  angina  pectoris.  7’he  studies  on  these 
patients  indicate  that  their  blood  pressure  went 
up  because  ol  increased  peripheral  resistance 
rather  than  an  increase  in  cardiac  output.  I he 
atithors  emphasize  the  fait  that  Ergotamine 
definitely  caused  veno  constriction.  Lastly,  they 
felt  that  Ergotamine  lartrate  was  safe  for  long- 
term usage  if  patients  were  monitored  and  if  the 
dosages  of  Ergotamine  lartrate  employed  were 
kept  low. 


' Othei'  Ifea/'j"* 


Journal  of  the  A rkansas  Medical  Society 
Vol.  3 No.  1 July,  1892  p.  42-43 

COUNTY  SOCIE  I lES 

(The  Scientific  Pioceediiigs  of  County  Societies  are 
requested  for  publication  in  this  Department.) 

THE  SOUTHWEST  ARKANbSAS 
.MEDICAL  ASSOCEVTION. 

I he  fifth  meeting  of  the  Southwest  Arkansas 
Medical  .Msociation  was  held  at  Hope,  Monday, 
July  4th.  I’he  attendance  was  larger  than  ever 
before,  several  counties  being  represented. 

The  following  physicians  were  present.  Dr.  E.  R. 
Armistead,  presiding:  'W.  E.  Arnold,  Prescott:  J. 
R.  Dale  and  E.  R.  Eleming,  ArkadeJphia:  T.  H. 
Baird,  'Washington:  J.  R.  Autrey,  Columbus:  T.  J. 


Draper,  Mineral  Springs:  11.  L.  B'Shers,  Fulton: 
T.  H.  ( been,  1 . McLaily,  1 1.  J.  E.  Garrett, 
I,.  J.  Gillespie,  I . J.  Garner,  4\’.  B.  Foster,  R.  P>. 
\’inson  and  R.  M.  Wilson,  Hope. 

Dr.  4V.  1'.  Rowland,  of  Arkadelphia,  was  voted 
on  and  received  to  mendiershi]). 

The  following  interesting  jja|rcrs  tvere  read 
and  elicited  animated  discussion: 

‘Afalarial  Haeniaturia,”  ^\^  M.  Moore,  Holly- 
wood: “Conjunctivitis,”  E.  R.  Fleming:  “Surgical 
and  Mechanical  .Vid  in  Joint  Troubles,”  J.  R. 
Dale:  “Report  of  a Case  of  Psoas  Abscess.”  W.  T. 
Rowland:  “A  Case  of  Retained  Placenta,”  4\2  B. 
Palmer.  Rock  Creek.  E.  R.  Armistead  made  a 
verbal  report  of  a case  of  double  ovariotomy,  with 
recovers . 
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On  ^<)te,  it  was  clecitietl  to  meet  (|uaiterly  in- 
stead ()1  semiainuial ly,  as  hcretoiore.  Hope  was 
selecteil  as  tlie  next  place  ol  meetiiifi;,  to  be  held 
October  lih. 

We  bare  thirty-six  members  and  hope  to  have 


a good  attendance  and  many  new  mendjers  at 
otir  next  meeting. 

R.  M.  Wit  .SON,  Secretary. 

Iiom  tlie  l'ni\eisitv  of  .\rkansas  for  .Medical  SticiKCs  Libian, 
Histor\  of  Medic  inc/ Arc  hives. 


MEDICINE  IN  THE  NEWS 


THE  MONTH  IN  WASHINGTON 

Congress  raced  through  legislation  this  month 
designed  to  rescue  the  nation’s  Social  .Security 
system  Irom  bankiuptcy  and  insure  its  sohency 
into  the  21st  Century,  d’he  bill  was  sent  to  Presi- 
dent Retigan  lor  his  signature  belore  the  Easter 
lecess. 

.Attached  to  the  Social  .Security  Act  ol  19HS  are 
measui  es  that  will  heavily  im|)ac  t on  the  nation’s 
health  t are  system,  d he  bill  conttiins  provisions 
to  hold  down  the  cost  of  Medicare  payments  to 
hospitals  through  a prospective  payment  plan 
based  on  diagnosis-related  gioups  (I)RCs).  Hos- 
pitals would  be  paitl  on  the  basis  of  lb?  DRCfs 
regardless  of  the  costs  actually  incurred  in  treat- 
ing patients. 

I’nder  the  bill  approved  by  Catngress: 

• DRC.  payments  would  be  phtised  in  over 
three  years,  beginning  with  the  hcjspital's  first 
cost  reporting  period  aftei  October  1,  1983.  In 
the  first  year,  2.')  jjercent  of  the  payment  would 
be  based  on  DRC  rates  and  75  percent  on  the 
hospital's  cost  base,  d'he  percentige  ol  the  pay- 
ment based  on  DRC.'s  would  gradually  increase 
until  it  reached  1(1(1  percent  in  the  fourth  year. 

• lit  the  lirst  year,  the  DRCi  portion  of  the  p;iy- 
ment  would  be  a regiontil  r;ite.  A rural  and  an 
urban  rate  would  be  calculated  for  each  of  nine 
regions.  In  the  second  and  third  years,  the  DRG 
])ortion  wcnilcl  be  a blend  of  national  and  re- 
gional rates  and  by  the  foitrth  year,  the  18  re- 
gional rates  would  give  way  to  two  national 
rates  — one  urban,  one  rural. 

• Rates  in  1984  and  1985  would  be  adjusted  by 
the  mat  ket-basket  index  of  hospital  costs  ]rlus  one 


percent  but  they  would  be  reduced  to  the  extent 
this  resulted  in  jtayments  exceeding  those  that 
would  ha\e  applied  under  the  Tax  Ecpiity  and 
Fiscal  Resjjonsibility  .Vet  targets. 

• Beginning  in  198(1,  the  increase  factor  would 
be  determined  by  the  Secrettiry  of  HH.S  and  re- 
viewed by  a 15-member  Commission  appointed 
by  the  Oflice  of  Technology  .Vssessment.  The 
Commission  is  to  include  representatives  of  a wide 
lange  of  groups,  including  new  technology  and 
treatments,  the  Commission  is  to  recommend 
changes  in  the  recalibration  of  the  DRC  classifi- 
cations. 

• Direct  medical  education  expenses  would 
continue  to  be  paid  on  a cost  basis  and  the  cur- 
rent .Section  223  adjitstment  for  itidirect  medical 
editcation  expenses  woitld  be  doubled  iu  the  DRC 
system. 

• Capital  costs  iticurred  before  the  system  takes 
effect  will  continue  to  be  reimbursed  on  a rea- 
scmable  cost  basis  until  October  1,  198(1.  New' 
capital  costs  may  or  may  not  be  paid  on  a rea- 
sotiable  cost  basis.  States  would  be  iet|itired  to 
h;ive  Section  1122  review  systems  and  Medicare 
reimbursement  tor  new  caj)ital  costs  would  be 
conditioned  on  1122  approval.  The  maximum 
threshold  the  state  may  use  for  recjuiritig  an  1122 
leview  is  increased  from  $10(1,000  to  $(100,000. 

• Return  on  eejuity  for  jnoprietary  hospitals 
woitld  be  reduced. 

• Certaiti  types  of  i nsti tit t ions  would  be  ex- 
empt from  the  DRC  system. 

• From  now'  itntil  October  1,  1983,  hcvspitals 
are  retjuired  to  contract  with  a PRO  to  monitor 
utili/ation  if  there  is  a PRO  in  the  aiea.  After 
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Ociobei  1,  the  lu)s|)it;il  is  rec|niic(l  to  conliaci 
with  ;i  PRO  atnl  (aiiiiot  he  jiaid  l)y  Medictirc  il 
a I’RO  l e^  icw  is  not  pci  loi  incd.  Inteniicdiai  ies 
will  be  allowed  to  |)ai  tic  ipate  in  the  PRO  pio- 
<>i'ani  by  Oclobei  1.  1!)81  at  the  latest. 

• St;ite  ])aMnent  systems  covering  all  payors 
would  be  enconraged  throngh  waiveis  il  the  state 
system  would  cost  Medicare  no  more  than  the 
tederal  l)R(i  system. 

• HHS  is  to  report  in  1985  on  the  “advisability 
and  feasibility"  of  applying  DRG’s  to  ])hysician 
charges  for  hospital  services  and  is  to  recommend 
legislation  to  apply  DRG’s  to  physicians. 

# # # * 

In  its  first  public  comments  on  the  Federal 
Frade  Commission  (FTC)  in  the  98th  Congress, 
the  American  Medical  .Association  urged  legisla- 
tion that  woidd  limit  the  .scope  of  the  agency’s 
authority. 

“"We  believe  Ciongress  should  limit  the  appli- 
cation of  the  F'FC  .Act  ...  in  such  a way  as  to 
prcjvide  adeejuate  saleguards  that  will  allow  con- 
tinuation of  beneticial  patient  advocacy  activi- 
ties,” .AM.A  Board  Cihairman  Joseph  F.  Boyle, 
M.l).,  told  Ciongre.ss. 

'Fhe  AAf.A  waged  a hard-fought  battle  against 
the  jurisdiction  of  the  F'FC  over  the  professions 
during  the  waning  hours  of  the  97th  Congress. 

Festifying  in  March  before  both  House  and 
■Senate  committees.  Dr.  Boyle  suggested  that  a 
“rule  of  reason  ” analysis  should  be  applied  when 
professional  regulatory  activities  are  before  the 
courts.  ( Fhe  rule  of  reason  is  used  to  distinguish 
unreasonable  restraints  from  those  that  promote 
the  public  interest.) 

In  his  pre|)ared  statement,  Dr.  Boyle  said 
“Congress  should  protect  traditional  state  regula- 
tory activities,  and  make  clear  that  responsible 
self-regulatory  activities  — such  as  accreditation 
of  educational  programs,  accreditation  of  health 
care  institutions,  certification  of  entry-level  com- 
petence of  members,  jjeer  review  activities  to  as- 
sure cjuality  services  and  reasonable  charges,  and 
regulation  of  unethical  conduct  — are  ajjpropriate 
roles  for  the  professions. 

Dr.  Bcjyle  said  that  prcilessional  associations 
currently  were  abandoning  many  activities  that 
benefit  the  public  because  the  associations  learecl 
they  woidd  become  involved  in  expensive  and 
time-consuming  litigation  with  the  FIG. 

“If  these  activities  are  halted,  the  real  loser  is 


the  consumer,  whom  such  aciiciiies  are  intended 
to  piotect,"  he  said. 

Dr.  Boyle  noted  that  last  year  the  FJ C had 
said  it  did  not  want  to  regulate  the  cjuality  or 
clinical  side  of  medical  jrractice,  nor  did  it  wish 
“to  interfere  with  |n'olessional  review  of  e.xorbi- 
tant  lees  or  with  resjjonsible  .sell-regidatory  ac- 
tivities against  unethical  juactices  and  uncjuali- 
lied  members  of  the  jtrofession.” 

\\’hile  the  F FCi  has  exjrressed  its  intention  to 
regnlate  only  the  business  and  commerc  ial  as|)ecTs 
of  medicine,  the  jiliysician  went  on,  “associations 
must  be  extremely  cautious  in  these  areas  be- 
cause of  the  risk  of  exj:)ensive  and  time-consum- 
ing administrative  action.” 

He  noted  that  the  AM.A  had  begun  a series  of 
discussions  with  the  F'FG  chairman  in  an  allemjjt 
to  resolve  these  issues. 

Dr.  Boyle  also  emjrhasi/ced  that  while  the  .AM.A 
was  seeking  to  limit  the  F'FCi’s  authority,  it  never 
had  condoned  \iolations  ol  the  antitrust  laws, 
such  as  unlawfid  boycotts  or  ja  ice-fixing. 

In  addition  to  sujrjcorting  the  aj)])lic  at  ion  of  the 
“rule  of  reason”  analysis.  Dr.  Boyle  also  backed 
other  modifications  in  the  Fd'G  .Ac  t,  including  a 
definition  ol  indair  acts  or  jrractices  to  reejuire 
substantial  consumer  injury  that  is  not  ont- 
weighecl  by  countervailing  benefits,  the  inclusion 
of  the  jjrevalence  recjuirement  for  rulemaking, 
rejreal  ol  the  intervenor  funding  jirogram,  and 
intorjjoration  ol  the  state  action  doctrine  into 
the  federal  law. 

Majoi  changes  in  the  FTCi’s  jurisdiction  were 
o|j|josecl  by  the  (ioalition  to  Save  the  Jurisdiction 
ol  the  F F(J  over  the  Fi ofessions,  which  said  that 
“sjjecial  interest  grouj)  exemjjtions  from  the  laws 
which  the  rest  ol  .American  business  must  lollow 
cannot  be  jjermitted.” 

'I  he  coalition’s  statement  was  signed  by  some 
30  organisations,  including  the  .American  Cihiro- 
jrractic  .Assn.,  National  .Assn,  of  Social  A\’oi  kers, 
.American  (iollege  of  Nui\se-Afidwi\es,  .American 
Dental  Hygenists  .Assn.,  American  Nurses  .Assn., 
A\’ashington  liusiness  Group  on  Health.  Ibiiled 
.Auto  W’orkers,  National  Gouncil  ol  .Senior  Giti- 
zens,  .American  .Assn,  of  Retired  Persons,  and  the 
.American  Public  Health  .Assn. 

* # * # 

President  Reagan  has  sent  his  “Health  Incen- 
tives Reform"  jxackage  to  Gongre.s.s,  wai  ning  that 
“because  of  the  coming  shortage  in  the  Medicare 
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Trust  Fund,  prompt  action  is  particular  im- 
portant.” 

The  package  of  five  bills  contained  a series  of 
recommendations  that  Administrative  officials 
have  been  discussing  in  public  for  several  months. 
An  outline  of  most  was  contained  in  the  fiscal 
1981  Imdget  submitted  to  Congress  in  January. 

The  President  said  his  health  care  proposals, 
including  a one-year  freeze  on  Medicare  payments 
to  physicians  and  a prospective  pa^onent  system 
lor  hospitals,  would  save  more  than  $4.2  billion 
in  the  next  fiscal  year.  He  said  $2.3  billion  would 
be  saved  from  a proposal  to  tax  employees  on 
health  insurance  premiums  jiaid  by  employers, 
$17  liillion  would  be  saved  by  trimming  Medicare 
benefits  and  Ity  increasing  the  amount  paid  by 
jxitients,  and  $250  million  would  be  saved  by  re- 
ducing the  anticipated  growth  of  Medicaid. 

“Health  care  costs  are  climbing  so  fast  they 
may  soon  threaten  die  cjuality  of  care  and  access 
to  care  which  Americans  enjoy,”  Reagan  said. 
He  commented  that  rising  health  care  costs  are 
a problem  that  affects  all  levels  of  society. 

Reagan  s message  to  Congress  contained  five 
specific  pieces  of  legislation. 

Following  are  brief  summaries: 

• ^^edicare  Catastrophic  Hospital  Ciosts  Pro- 
tection .\ct.  This  measure  is  designed  to  improve 
coverage  for  lengthy,  expensive  hospitalization 
and  to  introduce  a co-insurance  provision  for  the 
initial  days  of  hospitalization. 

Ibuler  terms  of  the  bill,  Afedicare  reimburse- 
ment would  be  available  for  unlimited  days  of 
bospitalization.  At  the  same  time,  however,  the 
bill  would  impose  co-insurance  for  a maximum 
of  60  days  a year  (8%  of  the  inpatient  hospital 
deductible  for  the  second  through  15th  day  of  an 
illness  and  5%  thereafter).  The  bill  also  limits 
to  two  the  number  of  inpatient  hospital  deduct- 
ibles that  could  be  imposed  annually  and  reduces 
the  skilled  nursing  facility  co-insuraiKe  rate  to 
5%  from  12.5%  of  the  inpatient  hosjntal  de- 
ductible. 

• Medicare  Prospective  Payment  Rates  Act. 
'Fhe  bill  would  establish  a system  of  prospectively 
determined  rates  specifically  related  to  the  pa- 
tient’s condition.  Rates  would  be  set  for  each  of 
467  diagnosis-relateti  groups.  Capital  expendi- 
tures and  medical  education  costs  would  be  ex- 
cluded at  first  from  the  calculation  of  basic  pay- 
ments and  reimbursed  separately.  Differences  in 
area  wage  rates  would  be  taken  into  account,  and 


additional  payments  would  be  made  for  unusual 
cases  involving  lengthy  hospital  stays. 

• Health  Cost  Containment  Tax  Act.  4 he  bill 
would  limit  tax-free  health  benefits  paid  by  an 
employer  to  $175  monthly  for  family  coverages 
and  $70  for  individual  coverages,  with  the 
amounts  indexed  in  relationship  to  the  consumer 
price  index.  Employer  contributions  aljove  those 
amounts  would  be  included  in  the  employee’s  in- 
come and  taxed  (income  and  Social  Security)  ac- 
cordingly. “Elaborate  health  benefits  funded 
with  tax-free,  employer-paid  contributions  are 
inflationary,”  the  President  said.  “They  insulate 
consumers,  providers,  and  insurers  from  the  cost 
consequences  of  health  care  decisions.” 

• Medicare  \Mucher  Act.  This  would  allow 
Metlicare  beneficiaries  to  use  their  Medicare  bene- 
fits to  enroll  in  a variety  of  private  health  plans. 
Medicare  woidd  contribute  an  amount  equal  to 
95%  of  what  it  would  have  cost  to  care  for  the 
beneficiary  if  he  or  she  had  chosen  traditional 
Medicare  coverage.  If  a beneficiary  .selects  a 
private  health  plan  with  a premium  lower  than 
Medicare’s  contribution,  the  beneficiary  would 
be  eligible  for  a cash  rebate  from  the  private  plan. 
If  the  private  coverage  costs  more  than  Medi- 
care’s contribution,  the  beneficiary  would  have 
to  pay  the  difference. 

• Health  Care  Financing  Amendments  of  1983. 
I his  bill  contains  a variety  of  provisions,  in- 
cluding the  controversial  one  to  freeze  Medicare 
customary  and  prevailing  charges  for  physician 
services  at  1983  levels. 

The  legislation  would  freeze  the  Part  B prem- 
ium at  the  current  level  of  $12.20  per  month  for 
the  remainder  of  1983,  foregoing  a previously  an- 
nounced increase  to  $13.50  in  July.  In  January 
of  1984,  the  Part  B premium  would  be  set  at  25% 
of  program  costs  for  aged  beneficiaries  for  that 
calendar  year. 

During  the  next  four  years,  the  premium  would 
be  increased  2.5  percentage  points  each  year, 
reaching  35%  of  the  program  costs  for  the  elderly 
in  January,  1988.  After  that  time,  the  premium 
for  each  calendar  year  would  be  set  at  35%  of 
progi'am  costs  for  the  elderly  for  that  year. 

The  President  noted  that  when  Aledicare  began, 
Congress  envisioned  that  the  elderly  woidd  bear 
50%  of  the  Part  B costs  and  the  law  initially  re- 
quired that  these  costs  be  financed  equally  by 
tax  revenues  and  Part  B beneficiaries. 

Reagan’s  proposal  also  calls  for  indexing  the 
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l’;iri  H clediulililc  in  [aiiuary  of  each  year,  based 
on  annual  ( hanges  in  the  Medic  are  ecouoinie 
index. 

.\notiier  jirovision  would  recjiiire  stales  to  im- 
pose nominal  co-])ayments  on  till  Medicaid  bene- 
ficiaries for  hospital,  physician,  clinic,  ;md  ont- 
jiatient  department  services. 

rite  President's  message  emphasi/cd  that  the 
legislative  package  “reflects  our  most  tiionghtful 
effort  to  address  and  reform  the  basic  eccmomic 
incentives  that  operate  in  the  health  care  sector. 

“Our  need  to  constrain  the  growth  of  our  na- 
tional spending  for  health  care  in  the  interest  of 
a healthy  and  stable  economy  is  urgent,”  he  said. 
“Regulatory  approaches  to  health  care  cost  con- 
tainment tried  previously  have  proven  ineffective 
and  sometimes  counterproductive  to  this  goal.” 

-O- 

The  Reagan  .Administration’s  proposal  to  freeze 
physician  reimbursement  levels  under  Medicare’s 
“reasonable  charge”  system  drew  sharp  criticism 
from  the  AM.\. 

“A  freeze  is  especially  unfair  in  light  of  con- 
tinued cost  increases  that  physicians  must  face  in 
their  practice,”  AMA  Executive  Vice  President 
James  H.  Sammons,  M.D.,  told  the  House  of  Rep- 
resentatives Task  Force  on  Entitlements. 

“Is  the  federal  government  now  going  to  pay 
1983  prices  to  all  sujtpliers  in  1984?”  he  asked. 
The  answer  is  obviously  no. 

“We  believe  that  it  is  unfair  to  freeze  the  costs 
of  one  sector  of  the  economy  while  not  asking  . . . 
other  professionals  to  accept  a freeze  and  while 
allowing  prices  paid  to  other  suppliers  to  rise,” 
he  continued. 

Dr.  Sammons  noted  that  the  number  of  patients 
without  health  insurance  coverage  is  increasing 
because  of  the  current  recession  and  emphasized, 
“Physicians  all  over  the  country  are  treating  these 
patients  free  or  for  greatly  reduced  fees.”  More 
than  10  medical  societies  have  organized  pro- 
grams to  assure  care  to  the  needy,  he  said. 

The  .AMA  official  also  pointed  out  tliat  while 
91%  of  all  physicians  acce])t  some  .Medicare 
claims  on  assignment,  just  over  half  of  all  Medi- 
care claims  at  e on  an  assigned  basis. 

“The  primary  reasons  why  .so  few  claims  are 
accepted  on  assignment  are  administrative  deter- 
rents, papenvork,  and  inadecpiate  reimbursement 
levels,”  he  said. 

“7  he  result  of  the  further  reductions  projxtsed 
by  freezing  any  reimbursement  increase  would 


be  a further  disincentive  to  ;icce[)lau(e  of  .Medi- 
care assignments.”  7 his,  he  said,  could  result  in 
increased  costs  to  lie  paid  by  patients. 

# # * # 

I'he  .American  Medical  Association  has  criti- 
cized the  proposed  minimum  conditions  that  hos- 
pitals must  meet  tea  jjarticipate  in  Medicare  and 
Medicaid  if  they  are  not  accredited  by  the  Joint 
Commission  on  tlie  .Accreditation  of  Hospitals 
(JCAH). 

“AVe  are  concerned  that  certain  elements  neces- 
sary to  assure  cjuality  have  been  overlooked  in 
revising  the  conditions,’’  .AM.A  Executive  Ahce 
President  James  H.  .Sammons,  M.l).,  said  in  a 
letter  to  Carolyne  K.  Davis,  PhD.,  administrator 
of  the  Health  Care  Financing  Administration 
(HCFA). 

7’he  proposal  fails  to  recognize  the  importance 
of  medical  supervision  and  direction  c:)f  patient 
care  in  acute  care  general  hospitals.  Dr.  Sammons 
said. 

The  use  of  the  term  “physician"  came  under 
closest  scrutiny.  7’he  ]n'oposetl  conditions  would 
use  the  term  to  include  dentists,  podiatrists,  op- 
tometrists, and  chiropractors  in  addition  to  doc- 
tors of  medicine  and  osteopathy. 

“ I he  AM.A  strongly  opposes  this  definition. 
Such  a broad  definition  would  drastically  lower 
the  cjuality  of  patient  care,”  according  to  the  .As- 
sociation’s comments  on  the  j)roj:)Osed  rule  that 
was  published  in  the  Federal  Register. 

7’he  provision  should  be  rewritten  to  indicate 
that  jjatients  may  be  admitted  only  by  a fully- 
licensed  jrhysician  and  must  be  under  the  super- 
vision of  an  MD  or  DO  in  accordance  with  med- 
ical staff  bylaws,  the  .AM.A  recommended. 

HCF.A  has  announced  that  the  revised  condi- 
tions wmuld  cover  only  1,,500  small  rural  hosjntals 
with  less  than  10%  of  the  nation’s  acute  care  beds. 

7'he  proposal  assumes  that  hosjritals  currently 
seeking  JCAH  accreditation  will  continue  to  seek 
and  receive  apjjroval  from  th;it  voluntary,  jji  ivate- 
sector  organization. 

7"he  jnojtosed  conditions  are  intended  to  estab- 
lish only  minimum  stanchirds  that  a hosjtital 
should  meet.  In  the  Assoc  itition’s  view,  those 
minimum  standards  are  too  minimal.  I hey  would 
fail  to  create  adequate  standaicls  for  a small  or 
rural  hosjiital  and  would  be  even  more  inadeejuate 
for  a modern  metrojKilitan  medical  center,  the 
AMA  said  in  its  comments. 

“Given  the  significant  adverse  imj^act  that  the 
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])i()|)osf(l  rule  (ouki  Iiave,  and  the  laet  that  tlicre 
is  no  nigeiuy  to  establish  new  eonditions,  it 
shoidd  lie  withdrawn,"  the  44-page  docinnetit 
said. 

1 he  proposal  would  elevate  current  "stand- 
ards” lor  surgical  care,  anesthesia  rehahilitatioti, 
respiratory  care,  and  inlection  control  to  the  level 
ol  “conditions"  ol  jiai  ticipation  in  Medicare  and 
Medic  aid. 

Ol  these  new  conditions,  all  but  inlection  con- 
trol wcndcl  be  categori/ed  as  ati  optional  hospital 
service.  Optional  services  would  also  include  nu- 
clear medicine  services,  outpatient  services,  and 
emergency  services. 

.All  hospitals  would  be  iet|uired  to  meet  the 
conditions  lor  certain  basic  lunctions  including 
cjuality  assurance,  medical  stall,  nursing  services, 
pharmaceutical  services,  radiologic  services,  labo- 
ratories, loocl  and  dietetic  services,  utilization  re- 
view, jihysical  ensironment,  and  inlection  contiol. 

The  ])roposecl  revision  adds  new  conditions  lor 
nuclear  medicine  and  c|uality  assurance,  while 
deleting  curretit  conditions  lor  medical  bbrarv 
services  and  social  work  services. 

I he  existing  conditions  ol  participation  have 
been  in  existence  since  I'.KKi.  One  ret|uirement 
in  the  current  conditions  not  carried  lorward  in 
the  proposal  states  that  the  medical  stall  is  to 
attemjit  to  secure  autopsies  "in  all  cases  ol  un- 
usnal  deaths,  and  ol  medical-legal  and  educa- 
tional interest."  4 he  c urrent  standard  goes  on 
to  recommend  that  a minimum  ol  20%  ol  all 
terminal  cases  be  autopsied. 

I he  .AM.\  recommended  incorporation  ol  the 
existing  autopsy  standard,  with  a change  to  indi- 
cate that  a physician  perioiining  an  autopsy  must 
be  a lully-licensed  Ml)  oi  1)0. 

* * # # 

In  mid-month  American  Medical  Association 
leaders  met  with  President  Reagan  to  discuss  the 
.\chninistration's  budget  jiroposals. 

A.M.V  President  \\4lliam  Y.  Rial,  ,M.l).,  Presi- 
dent-k-lect  trank  J,  Jirka,  |r.,  M.l).;  Chairman 
ol  the  Board  ol  Trustees  |osejth  F.  Boyle,  M.l).; 
\4ce  (Chairman  ol  the  Board  John  J.  Coury,  Jr., 
M.l).;  Executive  Vice  Piesiclent  James  FI.  Sam- 
mons, ,M.l).;  Deputy  Fxecutive  Vice  President 
AVhal  en  M.  Strohbar;  Vice  President  lor  Public 
.Mlairs  4Vayne  A\'.  Bradley;  and  Director  ol  the 
Dept,  ol  Federal  .Vllairs  Paul  R.  M.  Donelan 
visited  the  \\4iite  House  to  speak  with  President 
Reagan,  .Margaret  Heckler,  HHS  Secretary;  Craig 


Fuller,  Cabinet  Secretary;  John  Svahn,  HHS 
FTndcrsecretary;  Donald  Moran,  Executive  .As- 
sociate Director  ol  the  Ollicc  ol  Management  and 
Budget;  Robert  Carleson,  Executive  Secretary  ol 
the  Cabinet  Counc  il  on  Fluman  Resources;  Edwin 
Harper,  .Assistant  to  the  President  lor  Domestic 
Policy  Development,  and  Faith  \\4iittlesey.  As- 
sistant to  the  President  lor  Public  Liaison. 

In  addition  to  presenting  the  .Association’s 
positions  on  provisions  in  the  proposed  budget, 
the  .AM.A  ollicials  urged  the  President  to  upgrade 
the  position  ol  the  .Assistant  Secretary  lor  Health 
to  the  level  ol  an  FJnclersecretary  with  jurisdic- 
tion over  all  HHS  health  activities. 

# # # * 

Early  in  the  month  Margaret  Heckler  was  sworn 
in  as  Secretary  ol  the  Dejiartment  ol  Health  and 
Human  Services  lollowing  the  Senate’s  approval 
ol  her  nomination  by  a vote  ol  H4-to-3. 

* * * * 

I he  .AM.A  has  commended  and  lent  its  strong 
support  to  the  report  ol  the  Presidential  Com- 
mission on  Drutik  Driving,  calling  it  a signilicant 
contribution  in  a national  ellort  to  reduce  the 
lives  lost  and  the  injuries  sustained  in  accidents 
caused  by  drunk  drivers. 

In  a statement  to  John  .A.  A^olpe,  Cc)mmi.ssion 
chairman,  the  .Association  jroints  out  that  it  be- 
lieves that  increased  ellorts  at  reducing  the  car- 
nage on  our  highways  caused  by  drunk  driving 
are  long  overdue.  “Physiciatrs  who  must  treat  the 
victims  ol  such  accidents  are  fully  aware  of  the 
physical  anti  emotional  su liering  resulting  from 
automobile  accidents.” 

I he  18-page  statemetit  details  .Association  ac- 
tivities over  the  years  to  reduce  on  both  state  and 
national  lerels  the  ejtitlemic  jiroportions  of  acci- 
dents involving  drunk  drivers  that  kill  nearly 
2(i,0()()  .Americans  each  year. 

In  a point-by-]roint  discussion  of  the  many 
recommendations  of  the  Commission,  the  Associa- 
tion differs  at  times  with  details,  but  overwhelm- 
ingly commends  and  supports  the  broad  thrust 
of  the  report. 

# # # * 

4 he  .American  Medical  .Association  has  opjrosed 
Senate  Joint  Resolution  3 which  would  amend 
the  U.  S.  Constitution  to  allow  federal  and  state 
governments  to  place  restrictions  on  or  prohibit 
abortions.  Despite  AMA’s  opposition,  the  Senate 
Judiciary  Constitution  Subcommittee  approved 
the  amendment  which  would  reverse  the  Supreme 
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(loui  t ilc(  isioii  It'gali/iii”  aliorlion. 

In  an  early  iMardi  statenient  to  the  snix onnnit- 
tec  chaired  iiy  Senator  Orrin  llateli  (R-l’  I ),  the 
Association  |)ointecl  out  its  concern  with  such 
legislation  is  that  cvonien  conlcl  potentially  he 
"cleniecl  a necessary  medical  procedure.  Aliortlon 
is  a recognized  medical  procednre.  d he  medical 
indictitions  lor  abortions  are  nnmerons  inclnding 
ectopic  pregnancy,  incomplete  spontaneous  abor- 
tion (miscarriage),  malignant  embryo,  eardio- 
vasenlar  conditions  ol  the  mother,  and  the  use 
ol  prescription  clings  that  are  essential  to  the 
mother  that  may  have  .serious  adverse  ellects  on 
the  letns.  ddie  c()nsec|uences  of  not  hasing  an 
abortion  when  these  indications  are  present  can 
be  grace,  even  fatal." 

rhe  statement  conclnded: 

“If  .Senate  Joint  Resolution  3 is  adopted,  sve 
are  gravely  concerned  that  svomen  may  be  denied 
necessary  medical  care.  We  are  also  ccsncerned 
about  the  physical  and  mental  consecjnenc es  that 
may  Ire  sidtered  by  women  svho  resort  to  illegal 
abortions.  I he  precedent  for  and  the  possibility 
of  improper  governmental  interference  into  med- 
ical practice  by  singling  out  a medical  procedme 
tor  prohibition  or  restriction  is  inappropriate. 
I he  interlerence  in  the  relationship  between  a 
svoman  and  her  physician  that  may  result  Irom 
this  amendment  causes  ns  great  concern.” 

The  subcommittee  ruled  3-0  in  favor  of  the 
amendment  to  override  the  Supreme  Court.  Ihe 
amendment  laces  a tongh  fight  in  the  Senate  and 
the  House  this  year. 

* * * # 

Data  in  a recent  nationwide  public  opinion 
survey  conducted  person-to-jrerson  among  l,.a03 
voting-age  Americans  show  that  svhile  there  is 
considerable  sentiment  among  the  American  pub- 
lic for  change  in  the  nature  and  extent  ol  cam- 
jraign  financing,  opposition  remains  strong  to 
extending  public  financing  to  congressional 
campaigns. 

The  samjiling  was  conducted  by  Civic  Service, 
Inc.,  a St.  Louis  based  political  research  organiza- 
tion. I he  sampling  procedure  was  designed  by 
a number  of  nationally-known  political  scientists. 

The  survey  found  that  by  a margin  of  nearly 
two-to-one,  voting-age  Americans  oppose  the  use 
of  public  funds  lor  congressional  campaigns  — 
“and  that  this  opposition  has  remained  relatively 
constant"  since  the  first  benchmark  cjuestion 
seven  years  ago. 


While  jjoliticai  action  committees  do  not  re- 
ceive strong  ]niblic  endorsement  in  relation  lo 
other  social  action  groups,  according  to  the  sur- 
vey, a majority  of  .sentiment  in  the  coast-to-coast 
poll  indicated  that  I’ACs  “shoidcl  be  allowed  to 
contribute  financially  lo  leclertil  election  cam- 
paigns for  Congress  and  President—." 

riie  survey  — Attitudes  I'crward  Camjraign  Fi- 
nancing— had  the  sujrport  ol  the  .-\nierican  Med- 
ical Political  .Action  Committee. 

# * # * 

d'he  American  Academy  ol  Pediatrics’  (AAP) 
recjuest  for  a temportiry  restraining  order  of  regu- 
lations on  the  treatment  of  severely  handicajrped 
newborns  has  been  denied  by  the  federal  conn 
in  the  District  of  Columbia. 

d he  court  ruled  that  AAP  had  not  demon- 
strated that  irrevocable  harm  would  be  done  if 
the  rule  went  into  effect  in  late  March. 

However,  the  conn  has  scheduled  a hearing  on 
April  H to  hear  arguments  on  the  merits  ol  the 
rule. 

James  S.  .Strain.  M.D.,  AAP  President,  said  the 
rules  could  result  in  medically  wrong  bedside  de- 
cisions lor  handicapped  inlants.  Dr.  Strain  said 
federal  agencies  should  not  be  involved  in  such 
issues,  because  federal  officials  “are  not  ec|nippecl 
medically  or  in  any  other  way  to  really  deal  with 
the  decisions  of  life  or  death  matters  in  newborns." 

“W'e  feel  that  the  decisions  that  might  be  forced 
on  the  doctor  in  that  situation  might  very  well 
be  harmiul  rather  than  in  the  best  interest  of 
the  child,"  he  said. 

Commenting  on  the  rec|uirecl  notices  and  the 
HHS  hotline,  Dr.  Strain  said,  “that  is  not  an 
appro|jriaie  thing  to  have  in  an  intensive  care 
newborn  nursery  where  parents  are  under  a great 
deal  of  stress  anyway." 

"A  parent  of  another  child,  an  aide,  nurse, 
social  worker,  or  janitor  — anybody  who  in  his 
estimation  believes  that  the  child  is  not  getting 
appropriate  care  — can  report  that  to  the  hotline. 
Fhat  wotdd  set  a process  ol  investigation  in  mo- 
tion that  would  involve  non-medical  people  in 
those  decisions." 

Dr.  Strain  pointed  out  that  physicians  do  not 
want  to  be  in  the  jiosition  of  having  to  decide 
alone  how  to  deal  with  lile  threatening,  handi- 
capping conditions.  Most  hospitals  have  a review 
and  ethics  committee  for  this  pnrjiose. 

“The  decision-making  process  is  a slow,  delib- 
erate one  that  involves  a lot  of  people,  but  it 


Volume  80,  Number  1 — June,  1983 


25 


Medicine  in  the  News 


involves  people  that  are  knowledgeable  tibout 
that  jjarticiilar  situation  and  child.  You  can't 
set  down  guidelines  that  are  going  to  lit  every 
child  and  situation,”  Dr.  Strain  commented. 

”1  his  has  to  be  done  at  the  local  le\'cl  and 
can't  be  done  by  somcbotly  outside,  particularly, 
a person  that  doesn’t  have  training  and  back- 
ground in  the  care  ol  infants.” 

The  HHS  rule  teas  de^ eloped  after  the  death 
last  \ear  of  a six-day-old  boy  in  Bloomington. 
Inch,  known  only  as  ‘‘Infant  Doe.  " He  was  af- 
flicted with  Down's  syndrome  and  died  after  food 
and  medical  treatment  were  withheld  at  the  re- 
c[uest  ot  the  child's  jxirents,  supported  by  the 
family  physician  and  the  Indiana  Supreme  Court. 

JOINT  COMMISSION  ON  ACCREDITATION  OF 
HOSPITALS  (JCAH)  STANDARDS  UPDATE  FROM 
THE  AMERICAN  MEDICAL  ASSOCIATION 

^Vith  respect  to  the  standards  of  the  Joint  Com- 
mission on  Accreditation  ol  Hos]Mtals  (JC.\H),  it 
is  imperatice  to  emphasi/e  that  there  is  one  jtri- 
mary,  over-riding  pi  inciple  to  which  the  AM.\  is 
devoted. 

It  is  that  physicians,  individually  and  collective- 
ly, as  members  of  hosjjital  medical  staffs,  are  and 
should  be  responsible  for  staff  structure,  creden- 
tials, privileges,  cptality  assurance  and  due  jnocess. 

It  is  ecptally  important  to  recognize  that  total 
responsibility  for  the  cpiality  of  patient  care  does, 
and  must,  rest  where  it  has  always  been:  with  the 
individual  hospital  governing  board  and  its  medi- 
cal staff. 

It  is  in  keeping  with  that  unswerving  commit- 
ment that  the  AM.\  Board  of  Trustees  had  asked 
the  JCAH  to  incorporate  certain  provisions  into 
the  Medical  .Staff  chapter  of  its  1984  ‘‘Accredita- 
tion Manual  for  Hospital,”  which  was  expected 
to  be  published  in  .\ugitst,  1983. 

I he  AM.\’s  views  on  those  provisions  were  cir- 
culated to  members  in  February,  1983,  for  their 
review. 

Reaction  was  immediate  and  emotional,  .\s  a 
consequence,  on  April  8,  1983,  the  AMA  Board  of 
Trustees  confirmed  an  action  taken  in  March  bv 
the  AMA  Commissioners  to  the  JCAH. 

The  action  outlined  a set  of  principles  for 


inclusion  in  future  drafts  of  the  Medical  Staff 
chapter. 

The  pi  inciples  are: 

1.  Continue  the  use  of  the  term  ‘‘Medical  Staff” 
in  the  title  of  the  chapter  and  throitghout  the 
accreditation  manual. 

2.  Delete  references  to  dentists,  podiatrists,  oral 
surgeons  and  other  limited-licensed  practi- 
tioners in  the  Medical  Staff  chapter. 

3.  Ensure  access  for  limited-licensed  practi- 
tioners. 

1.  Recjuire  greater  than  a simple  majority  of 
fully  licensed  physicians  on  the  medical  staff 
executive  committee  in  acute-care  general 
hospitals. 

Provide  for  exceptions  to  item  4 in  other 
hospitals. 

ti.  Ensure  that  all  hosjjitalized  patients  receive 
the  same  standard  of  care  through  appropriate 
language  relating  to  admissions  and  the  re- 
sponsibility for  the  medical  care  of  patients. 

.\t  its  meeting  on  March  27.  the  JC.\H  .Stand- 
ards and  Survey  Procedures  Committee  instructed 
JC.\H  staff,  with  profe.ssional  assistance,  to  draft 
standards  language  for  principles  similar  to  those 
approved  by  the  AMA  Boaid  of  Trustees. 

The  AMA  Board  had  jireviously  requested  the 
JC.\H  Board  of  Commi.ssioners  to  defer  final 
action  on  any  revisions  in  the  Medical  Staff  chap- 
ter until  its  August  meeting,  to  allow  for  full 
consideration  of  the  issue  by  AM.\  members. 

The  JCAH  Standards  and  Survey  Procedures 
Camnnittee  has  instructed  its  subcommittee  on  the 
Medical  Staff  Standards  to  recommend  a new 
draft  of  the  Medical  Staff  chapter  to  the  full 
committee.  No  final  action  on  the  Medical  Staff 
standards  is  expected  before  the  August  meeting 
of  the  JCAH  Board  of  Commissioners,  with  pub- 
lication of  the  1984  ‘‘Accreditation  Manual  for 
Hospitals”  scheduled  for  October  1983. 

Throughout  the  remainder  of  the  standards 
revision  process,  the  AMA  will  continue  to  strive 
for  the  development  of  standards  that  provide  for 
cjuality  patient  care:  are  flexible:  meet  the  needs 
of  physicians  and  hospitals:  and  recognize  the 
legal  aspects  of  standard-setting  activities. 

Other  members  of  the  JCAH  are  the  .\merican 
College  of  Physicians:  American  College  of  Sur- 
geons: American  Dental  Association:  American 
Hospital  Association:  and  one  public  member. 
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Category  1 

Continuing  Medical  Education 
Programs  Available  in 
Arkansas 


NEW  HYPERTENSIVE  THERAPY 

Presented  by  Ron  Hughes,  M.l).,  7 :00  p.ni.,  July 
JS,  Pri  \;nc  Dining  Room,  Memorial  Hosj)ital, 

North  Little  Rock.  One  hour  Oaiegoi  y I credit. 

NEUROLOGICAL  EMERGENCIES 

Presented  hy  Michael  H.  Luzecky,  M.D.,  Cox 
Medical  Center,  .Springlield,  Missouri.  August  16, 

7:00  pun.,  Education  Building,  Baxter  General 
Hospital,  Mcmntain  Home.  Idvo  hours  Category 
1 credit.  No  registration  iee. 

REHABILITATION  OF  THE  PATIENT  WITH 
SYMPTOMATIC  CORONARY  DISEASE: 

AN  OVERVIEW 

Presented  Ijy  Nanette  K.  \Venger,  M.D.,  Profes- 

RECURRING  EDUCATION  PROGRAMS 

t iile.ss  otherwise  indicatecl,  proj^ranis  arc  for  one  to  uvo  hours  Categoiy  I Credit. 

EL  DORADO  — AHEC- SOUTH  ARKANSAS 

Surgical  Conference,  first,  second  and  third  Monday,  12:45  p.ni.  to  1:30  ]).in..  AHEC-Sonth  .Arkansas. 

Pathology  Confereiu  e,  second  I iiesday.  12:30  jr.in.  to  1:30  p.in.,  .\tlEC  - South  .Arkansas. 

Colposcojiy-Paj)  Smear  Clinic,  fourth  Ttiesday,  12:00  noon  to  1:00  p.ni.,  AHEC - South  .Arkansas. 

Internal  Medicine  Conference,  first,  second,  and  fourth  Wednesday,  12:45  p.ni.  to  1:30  ji.ni.,  .AHEC-Soiiih  .Arkansas. 

Chest  Conference,  third  Wednesday,  12:30  p.ni.  to  1:30  p.ni.,  5Varucr  llrtiwn  Hospital. 

Obstetrics-Cynecology  Conference,  second  and  fourth  I hursday.  12:45  p.ni.  to  1:30  p.ni.,  AHEC-.South  .Aikansas. 
liehax'ioral  Sciences  Conferences,  first  ami  fourlli  Friday.  12:45  p in.  to  1:30  p.ni.,  .AHEC -.South  .Arkansas. 

Pediatric  Conference,  second  and  third  Friday,  12:30  p.ni.  to  1:30  ]i.iii  , second  Fiidav,  5Varner  Ihown  Hospital,  third 
F'riday,  rnion  Medical  Center. 

FAYETTEVILLE  — AHEC- NW 

Medicine  Teaching  Conference,  each  Satttrday,  7:30  a. in.  to  8:30  a. in.,  Washinglon  Regional  Medical  Ceiilei. 

FAYETTEVILLE  — VA  MEDICAL  CENTER 

Pathology  Conference,  third  I hursday,  3:00  p.ni..  Conference  Room. 

Radiology  Conference,  first  and  third  Thursday,  1:00  p.ni..  Conference  Room, 

Mortality  Conference,  second  Thursday.  3:00  p.ni..  Conference  Room. 

Peer  Exchange,  fitly:  “Cardiology”,  John  Watson,  M.l).;  August:  “I’tilmonai  y”,  Roger  Roue,  Ml). 

FORT  SMITH  — AHEC 

Tumor  Conference,  each  Ttie.sday,  12:00  noon.  Sparks  Regional  Medical  f . enter.  Fourth  Hoot  Coiifereiice  Room. 

Xeurology  Conference,  s>ecotH\  Tuesday,  12:15  p.m.,  Sparks  Regional  Medical  Center  1 thiary. 

Phoracic  and  Cardiovascular  Conference,  third  Thursday,  12:  15  p.ni..  Sparks  Regional  Medical  Ceiiler. 

JONESBORO  — AHEC- NORTHEAST 

Interesting  Case  Conference,  .second  and  fourth  Etiesday,  12:00  noon,  St.  Heiiiarcrs  Dietary  Confeieme  Room. 

Methodist  Hospital  of  Jonesboro  CME  Staff  Conference,  second  Tuesday,  7:30  p.m.,  Methodist  Hospital  of  |oiiesljoro 
Cafeteria. 

Monthly  Medical  Lecture  Series,  third  Tuesday,  7:30  p.m.,  rotates  each  month  heliveen  AVahiiit  Ridge  and  Pocahontas. 

Oil  GYN j PEI)  Conference,  last  I itesday,  5:30  p.m.,  .St.  Beruard's  Dietarv  Conference  Room. 

Tumor  Conference,  fourth  Wednesday,  12:00  noon,  St.  Bernard  s Dietary  C oiifereiice  Room. 

As  organizations  accredited  for  continuing  medical  education  by  the  Accreditation  Council  for  Continuing  Medical  Education,  the  organizapons 
named  certify  that  these  continuing  medical  education  activities  meet  the  criteria  for  the  credit  hours  specified  in  Category  I of  the  Physician’s 
Recognition  Award  of  the  American  Medical  Association. 


sor  of  Medicine  (Cardiology),  Emory  Univeisity 
School  of  .Medicine,  Allanla.  July  19,  7:00  p.m., 
Education  Building,  Baxter  General  Hospital, 
Mountiiin  Home.  I’wo  hours  Giilegory  1 tredit. 

CHEMOTHERAPY  OPTIONS  IN  THE 
MANAGEMENT  OF  CANCER  OF  THE  LUNG 
AND  OF  THE  LARGE  BOWEL 

Ihescnted  hy  Erank  J.  Panettiere.  M.l)..  August 
16,  7:10  p.m.,  Bella  Vista  Gmmtry  Gluli,  Bella 
\h.sta.  .Sponsoretl  hy  .MTEG-NAV.  One  hour  Gate- 
gory  1 credit. 
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(:(j}ili iiuiiig  Medical  Ledure  Series,  each  Eiiday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room. 

C.liest  ('.oiifereiice,  tliird  Friday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room. 

LITTLE  ROCK — ARKANSAS  CHILDREN’S  HOSPITAL 

Pediuhic  Radiology j C-euelies  Conference,  eacli  Monday,  except  first  Monday  in  |idy,  12:00  noon.  Burn  Conference  Room. 
Pediatric  C.rand  Rounds,  ea<  h Tnesrlay.  8:00  a.m..  Physicians’  Conference  Room. 

Piiinarx  Care  Seminar,  each  ^Vednesday,  8:15  a.m.,  Physicians'  Conference  Room. 

Infections  Disease  Conference,  second  Wednesday.  12:00  noon.  Physicians'  Conference  Room. 

Prohleni  Case  Conference,  each  Thnrsdav.  12:00  noon.  Physicians'  Conference  Room. 

LITTLE  ROCK  — BAPTIST  MEDICAL  CENTER 

Pnlnionary  Conference,  each  I nesday,  12:00  noon  to  1:00  jr.m.,  Auditorium. 

Cardiopulmonary  Resuscitation  Course,  tlurcl  I nesday,  7:00  p.m.  to  1:00  a.m.,  Shnffield  .\nditorinm.  Six  hotirs  Category  I 
credit.  (Pre-registration  tvith  Department  of  Medical  Education  reepnred,  phone  227-2672.) 

P.mergeucy  Medicine  Conferent e,  first  W'edne,sday,  12:30  p.m.  to  1:30  p.m.,  C'.onference  Room  #1, 

Case  of  the  Month,  second  and  fourth  Wednesday,  12:00  noon  to  1:00  p.m..  Conference  Room  #1. 

(•oieral  Interna!  Medicine  Conference,  third  ^Vednesdav,  12:00  noon  to  1:00  p.m..  Conference  Room  #1. 

Renal  Conference,  fifth  or  last  \Vednesday  each  month.  12:00  noon  to  1:00  p.m.,  Conference  Room  #1.  (\Vhen  there  are 
four  W ednesdays  in  the  month,  conference  will  Ite  on  fourth  W’ednesday  and  there  trill  only  be  one  Case  of  the  Month 
Conference.) 

Morbidity  and  Mortality  Conference,  first  Thursday,  8:00  a.m.  to  9:00  a.m.,  Conference  Room  #1.  C.\NC.ELLED  FOR 
[TNE,  JCLV,  .MT.CST. 

Surgery  Conference,  second,  third,  fourth  and  fifth  Thursday,  8:00  a.m.  to  9:00  a.tn.,  Cotiference  Room  #1.  CANCELLED 
FOR  ILhNE.  JCLV,  .Xl'Gl'S  1 . 

Anesthesiology  Conference,  third  Thtirsday,  7:00  a.m.  to  8:00  a.m..  Conference  Room  #1. 

Cardiology  Conference,  fotirth  Thitrsclay,  7:00  a.m.  to  8:(K)  a.m.,  Cotiference  Room  #1. 

LITTLE  ROCK— ST.  VINCENT  INFIRMARY 

Pediatric  Conference,  first  1 tte.sday.  12:30  p.m.  to  1:30  p.m.,  Room  E159,  Echication  Witig. 

Inlerhospital  rrotogy  Cirand  Rounds,  first  I tie,sclay,  5:30  p.tn.  to  6:30  p.m..  Room  El 59,  Education  XX'itig, 

Peri jiheral  Past  ular  Disease  Conference,  third  d'uesday,  6:00  p.m.  to  7:00  p.m.,  Rootn  E-159,  Education  XVitig. 

Pulmonary  Conference,  first  and  third  Thttr.sday,  12:00  nooti  to  1:00  p.m.,  Room  E159,  Education  XVitig. 
Hematology-Oncology  Conference,  .second  1 hursday,  12:00  noon  to  1:00  ji.m..  Room  S-1169,  Laboratory. 


LITTLE  ROCK —UNIVERSITY  OF  ARKANSAS  FOR  MEDICAL  SCIENCES 


Psychiatry  C.rand  Rounds,  each  Motiday,  12:00  Noon  to  1:00  p.m.,  Child  Stitcly  Center  .Xtiditoritnn. 

Internal  Medicine  Crand  Rounds,  each  I hursday.  8:00  a.tn.  to  9:00  a.tn.,  .Auditorium.  Shorcy  Btiilcling,  I’.VMS. 
Surgery  Crand  Rounds,  each  Saturday,  9:00  a.m.  to  10:0t)  a.tn.,  Edticatioti  1 1 Building,  Room  (7I-I3I  .A&B. 
Medi(al  Sendee  Teaching  Conference , each  Monday,  3:30  p.m.  to  1:30  p.m.,  V.A  Btiilding  58,  Room  301. 

Menial  Plecdth  Sendees  Crand  Rounds,  Jttly  5,  10:00  a.m.,  .Arkansas  Department  of  Health. 

ISasic  Scioices  Conference,  each  Ttie.sday,  11:00  a.tn.  to  12:00  noon,  Editcation  II  Bitilditig,  Rootn  (.1-135. 
Orthopaedic  Crand  Rounds,  each  1 ttesday,  10:00  a.tn.  to  11:00  a.m..  Education  II  Builditig,  Room  (.1-135. 
Radiography  Conference,  each  l itesday.  8:00  a.m.  to  9:30  a.m..  Education  II  Btiilding,  Room  Gl-135. 

Fracture  Conference,  each  I iiesdav.  7:00  a.m.  to  8:00  a.m.,  Education  II  Building,  Room  (.1-135. 

TEXARKANA  — AHEC  SOUTHWEST 

IfIRC  Tumor  Conference,  first  W’ednesday,  7:00  a.m.,  St.  Michael  Hospital. 

AHEC  Chest  Conference,  third  XN’ednesday,  12:30  p.m.,  St.  Michael  Hospital. 

IHEC  Regional  Nephrology  Conference,  last  W'ednesday,  7:00  a.m.,  St.  Michael  Hospital. 
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DR.  ROBINSON  RETIRES 

After  t)2  \e;ns  of  acti\e  pratlite,  Dr.  (i.  .Mien 
Robinson  of  Hai  rison,  .Arkansas,  retired  March  I. 
1983.  fie  is  the  last  surviving  ineinher  of  the 
.Medical  Cilass  of  1919  at  \'anderbilt.  Dr.  Robin- 
son will  pnrsne  his  hobby  of  goll  and  continue  his 
interest  in  the  Robinson  .Metlical  Mnsenin  and 
fferitage  (ienter,  located  at  his  \balley  Springs 
farm,  three  miles  from  Harrison. 

DR.  WILSON  HONORED 

Dr.  Steve  AVilson  of  Fort  Smith  has  received  the 
“.Vrkansas  Small  business  Person  of  the  Year” 
award.  Secretary  of  State  Paid  Riviere  presented 
the  award  to  Dr.  Wilson  as  board  chairman  ot 
.Merry-Cio-Ronnd  Glass  Company.  Dr.  Wilson 
ivill  atteml  ceremonies  in  AVashington  commem- 
orating National  Small  business  Week. 

DR.  PAPPAS 

Dr.  |ames  ].  Pappas,  ot  Little  Rock,  was  elected 
to  active  mendaership  in  the  .American  Otological 
Society,  Inc.,  at  the  gronja's  recent  annual  meeting 
in  New  Orleans,  d'he  Society  was  fonndetl  in  1868 
and  is  the  oldest  society  of  otologists  workl-wide. 
I he  pnrjaose  of  the  Society  is  (a)  to  advance  and 
promote  medical  and  surgical  otology,  including 
tlie  rehabilitation  of  the  hearing  impaired;  (b)  to 
encourage  and  promote  research  in  otology  and 
related  disc  iplines:  (c)  to  conduct  an  annual  meet- 
ing ot  the  members  for  the  presentation  and  dis- 
cussion of  scientific  jiapers  and  the  transaction  ol 
hiisiness  aliairs  ol  the  Society:  (d)  to  jmblish  the 
papers  and  tliscnssions  presented  during  the  scien- 
tilic  program  and  the  proceetlings  of  the  business 
meeting.  Currently,  there  are  appioximateh  110 
active  members  and  10  senior  members  ol  the 
-American  Otological  Society. 

DRS.  PANETTIERE  AND  BLEDSOE 

Drs.  Frank  Panettiere  and  james  bledsoe  spoke 
on  canter  and  the  problems  ol  cancer  patients  at 
a health  lornm  sponsored  by  S.  Mary-Rogers  Me- 
morial Hospital  in  Rogers. 

DR.  SMITH  HONORED 

Dr.  John  McCollongh  Sndth  was  honored  <n  a 
dinner  at  .Asbury  Methodist  Church  tor  his  work 
as  physician  for  Little  Rock  Central  athletic 
teams. 

DOCTORS  PARTICIPATE 

Drs.  bill  Fraiunn,  David  barclay  and  Richanl 


babaian  participatetl  in  the  19th  .Annual  Cancer 
A\'orksho]j  lor  Nnises  heltl  in  Little  Rock  recenth. 

NEW  OFFICE 

Drs.  Robert  AL.  Lehmberg,  Robert  C.  A'ogel 
and  Raymond  AVentle  have  antionncetl  the  open- 
ing of  their  new  office  at  11213  Hermitage  Roatl 
for  Plastic  anti  Reconstructive  Surgery. 

DR.  YOUNG  SERVES 

Dr.  Michael  A'onng  of  Prescott  served  as  course 
directoi  ftn  an  .Advanced  Cardiac  Lite  Support 
Course  spotisoretl  by  the  Magtiolia  Hospital.  Di. 
Rodney  Criftin  of  Magnolia  also  participated  in 
the  program. 

DR.  DICKSON  SPEAKS 

Dr.  bud  Dickson  of  Little  Rock  spoke  to  the 
Ozark  Chapter  of  the  .American  .Association  of 
Retired  Persons  on  arthritis. 

SPORTS  MEDICINE  CLINIC 

Dr.  Douglas  Parker,  Jr.,  of  Fort  Smith  was  ])ro- 
gram  chairman  for  a sports  metlicine  clinic  spon- 
soretl  by  Sjjarks  Regional  Metlical  Center  anti 
FIolt-Krock  Clinic.  Cilinic  spetikers  included:  Dr. 
J.  Pat  Fvans  of  Dalhis,  Orthoptietlic  consultant 
lt)i  the  Dallas  Ctiwboys  anti  the  Mavericks;  Di . 
Robert  AAintlermeer  ol  Dallas,  tetim  Singeon  lot 
the  Sotitlieiii  Methotlist  University  Mnsttmgs; 
Larry  CTtirtlener,  Direttor  of  Rehabilittititm  lot 
1 he  1 extis  (ilinic  anti  a lormei  trainer  lot  the 
Diillas  Cowboys:  and  Fort  Smith  ))hvsit  i;ms  Dis. 
Cole  (.oothmtn,  Peter  Irwin,  James  Long,  Albeit 
MacDatle  tintl  Marvin  Mumme. 

DR.  BORNHOFEN  SPEAKS 

Dr.  John  bornhofen  of  I.ittle  Rtick  spoke  on 
"Seizures  tintl  I.tmg-'I  erm  Effects  of  Seizure  Metli- 
ctition"  at  ti  meeting  of  the  Cential  .Arktinstis 
Speeth  Pathology  Etlncation  tintl  Researth  Croup. 

DRS.  CLEMENS  AND  HALL  PARTICIPATE 

Dr.  Dtile  Clemens  of  Siloam  Springs  sjioke  on 
Pre\enti\e  Metlicine  in  areas  of  cancer,  toxic 
shtick  anil  herpes  ttnd  Dr.  Joe  b.  Hall  of  Ftiyette- 
ville  spoke  on  cartliti  stress  tit  a AVell-AX’omtm 
Semintir  sponsoretl  by  the  Silotnn  Springs  Me- 
morial Hospittd  .Auxiliary. 

DR.  SPRINGER  ELECTED 

Dr.  M.  R.  Springer,  Jr.,  of  Hot  Springs  has 
been  electetl  by  the  Ouachita  Memtirial  Hospital 
metlical  sttilf  as  representative  to  the  Regional 
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Medical  Advisory  Board  of  American  Medical 
International. 

DR.  MABRY  SPEAKS 

Dr.  Clharles  Mabry  of  Pine  Bluff  discussed  home 
safety  as  jxirt  of  a conrse  given  for  babysitters, 
d'he  course  was  sponsored  by  the  Jefferson  County 
IMedical  Sot  iety  Auxiliary. 

DR.  BUTLER 

Di.  llarrison  Butler  of  Fayetteville  pre- 
sented a program  on  management  of  heart  disease 
at  a community  health  education  program  held  at 
\Vashington  Regional  Medical  Center. 

DR.  MiLLER  SPEAKS  ON  AHEC 

Dr.  Donald  I..  Miller,  director  for  the  AIIEC  in 
Pine  Blulf,  discussed  the  AHEC  program  at  a 
meeting  of  the  West  Pine  Bluff  Rotary  Club. 

DR.  BERENSON  LOCATES 

Dr.  Ees  Berenson,  who  specializes  in  Internal 
Medicine  aiul  Eamily  Practice,  has  joined  Drs. 
Eom  Jelferson,  Christina  Jefferson  and  John 
■Smith  at  Ozark  Specialties  Clinic. 


DR.  SHRADER  RACES 

Dr.  Floyd  Shrader  of  "West  Memphis  partici- 
pated in  the  Pro-Rally  of  the  Mayfest  Sports  Car 
Club  of  America  held  recently  in  Crittenden 
County. 

DR.  BARNETT  SPEAKS 

Dr.  Michael  Barnett  of  lleber  Springs  spoke  to 
the  Cleburne  County  Chapter  of  the  American 
.\ssociation  of  Retired  Persons  on  the  dilemmas 
facing  older  patients  and  the  medical  profession. 

DR.  RUGGLES  APPOINTED 

Dr.  Dwayne  Ruggles  of  North  Little  Rock  has 
Ireen  appointed  to  the  Board  of  Trustees  of  the 
North  Little  Rock  Pension  and  Relief  Fund. 

STAFF  OFFICERS  ELECTED 

Dr.  A.  E.  Thorne  of  Camden  is  the  new  secre- 
tary of  the  medical  staff  at  Ouachita  County 
Hospital;  Dr.  R.  E.  Plant,  Camden,  is  parliamen- 
tai  ian  and  chief  of  Surgery;  Dr.  Cal  R.  Sanders 
of  Camden  is  chief  of  Obstetrics;  and  Dr.  L. 
Ozment,  Camden,  is  a staff  member  at  large. 


DR.  JOSEPH  W.  MIZELLE 

Dr.  Mizelle,  a native  of  Little  Rock,  is  a new 
member  of  the  Benton  County  Medical  Society. 

Dr.  Mizelle  was  graduated  from  Hendrix  Col- 
lege in  Conway  in  lOhl.  He  is  a 1974  graduate  of 
the  Ihiiversity  of  Arkansas  College  of  Medicine. 
His  residency  training  was  at  the  LIniversity.  In 
1977,  Di  . Mizelle  was  duel  Psychiatric  Resident. 

Dr.  Mizelle  practiced  in  Mena  and  Little  Rock 
prior  to  moving  to  Rogers. 

He  pi  attices  Psychiatry  at  1 106  \Vest  \Valnut  in 
Rogers. 


DR.  MARTHA  A.  FLOWERS 

Dr.  Elowers  has  joined  the  Jefferson  County 
Medic;d  Society.  She  was  born  in  Pine  Bluff. 

She  is  a 1968  graduate  of  Howard  Ihiiversity 
in  \\hishington,  1).  C.,  and  a 1971  graduate  of 
Meharry  Medical  College  in  Nashville.  Her  in- 
ternship was  with  M;utin  Luther  King  County 
Hospit;il  in  Los  Angeles. 

Dr.  Flowers  practiced  two  and  one-half  years  in 
Maiianna  and  has  been  in  Pine  Bluff  five  and 
one-half  years. 

Dr.  Flowers  practices  General  Medicine  at  119 
East  Ith  in  Pine  Bluff. 

DR.  ROBERT  S.  GASTON 

Dr.  Gaston,  another  new  member  of  Jefferson 
County,  was  born  in  Ihirrison. 

He  was  graduated  from  the  University  of  Ar- 
kansas at  Fayetteville  in  1975  and  from  the  St. 
Louis  Ihiiversity  School  of  Medicine  in  .Mi.ssouri 
in  1979.  His  internship  and  residency  were  with 
the  Ehiiversity  Hospital  in  Little  Rock.  Dr.  Gas- 
ton began  practicing  in  Pine  Bluff  in  1982.  He  is 
an  .\ssistant  Clinical  Professor  with  the  Area 
Health  Education  Center  in  Pine  Bluff. 
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Dr.  Ciastoii  is  a diploinate  of  tl\c  .\inciican 
Hoard  of  Iiitcinal  Mediciiu*.  lie  jMactices  In- 
lernal  Medicine  at  KSOl  \Vesi  10th,  Suite  Ki,  in 
Pine  Hlnff. 

DR.  GORDON  W.  McCRAW 

Dr.  .McCraw  was  bom  in  .Vbilene,  Texas.  He  is 
a new  ineinl)er  of  the  Seltastian  Ciounty  .Medical 
Society. 

Dr.  McCraw  is  a 107.')  <;r;idnate  of  Oklahoma 
State  University  ;ind  a 1070  }>raduate  of  the  Uni- 
\ersity  of  Oklahoma  College  of  Medicine.  He 
completed  a Family  Practice  Residency  with 
.\HEC  in  Fort  Smith. 

Dr.  McCraw  specializes  in  Family  Practice.  He 
has  joined  the  Hooneville  Medical  Clinic  at  114 
FV'est  4th. 

DR.  W.  R.  McKIEVER 

Dr.  McKiever,  a native  of  Monticello,  is  a new 
member  of  the  .Sevier  Conntv  Medical  .Society. 

He  was  graduated  from  the  University  of  Ar- 
kansas at  Monticello  in  107b  and  from  the  F'ni- 
\ersity  of  .Vrkansas  College  of  Medicine  in  1081. 
His  internship  and  training  in  Obstetrics  and 
CAnecologc  uere  with  the  Pensacola  Education 
Program  in  Florida. 

Dr.  McKiever  has  practiced  in  Monticello, 
Pensacola,  and  Ocean  Springs,  Mississippi. 

Dr.  McKiever  specializes  in  Emergency  Medi- 
cine and  is  associated  with  DeQneen  General 
Hospital. 

DR.  R.  DALE  CLEMENS 

Dr.  Clemens,  a new  member  of  the  4\hi.shington 
County  .Medical  Society,  was  born  in  Siloam 
Springs. 

He  is  a 1068  graduate  of  the  Oklahoma  State 
I’niversity.  From  1068  to  1071,  Dr.  Clemens 
served  as  a Naval  Flight  Officer.  In  1078,  Dr. 
Clemens  \vas  graduated  from  the  Fhiiversity  of 
.\rkansas  College  of  Medicine.  He  completed  a 
Famih  Piactice  Residency  at  the  Northwest 
AHEC  in  Fayetteville. 

Dr.  Clemens  is  a board  certified  Ftnnily  Phy- 
sician. He  practiced  for  a year  in  Siloam  Springs. 

Dr.  Clemens  practices  Family  Medicine  at  301 
South  Mtixtvell  in  Siloam  Springs. 

DR.  L.  H.  GARBUTT 

.\nother  new  member  of  the  4Va.shington  Coun- 
ty Medical  Society  is  Dr.  Garbutt.  He  is  a 1050 
graduate  of  the  Colegio  .\ntillano  in  Santa  Clara, 
Cuba.  In  1072  he  received  his  medical  degree 


lioin  the  Unisersidad  .\utonom;t  de  Gu;idelaj;u a, 
M exico.  .Alter  ;i  Ilexible  smgery  internship  with 
Shady  Side  Hospittil  in  Pittsburg,  Peimsylvatiia, 
Dr.  G;u  butt  receivetl  residency  training  in  Ortho- 
])aedics  in  Norfolk,  \4rginia,  and  the  Long  Island 
Jewish  Hospital  in  New  A’ork. 

Dr.  Garbutt  specializes  in  Orthopaedics.  His 
office  is  located  at  706  Quandt  .Avenue  in  S|)ring- 
dale. 

DR.  W.  M.  GIBBS,  III 

Dr.  Gibbs  is  a new  member  of  4\  bite  County 
Medical  Society.  Fie  was  born  in  Forrest  Citv. 

Dr.  Gibbs  is  a 1073  graduate  of  Hendrix  College 
in  Conway  and  a 1077  graduate  of  the  FTniversity 
of  .Arkansas  College  of  Medicine.  His  Cieneral 
Surgery  internship  and  residency  were  with  the 
University.  He  is  a member  of  the  candidate 
group  of  the  .American  College  of  Surgeons. 

Dr.  Gibbs  specializes  in  General  Surgery.  His 
office  is  at  2000  Hawk  ins  Drive  in  Searcv. 

DR.  SCOTT  I.  MORGAN 

Dr.  Morgan  is  a new  member  of  the  Pope 
County  Medical  Society.  He  was  born  in  Orleans 
Parish,  Louisiana. 

Dr.  Morgan  received  Bachelor  ol  Science  and 
Bachelor  of  .Arts  degrees  in  1072  from  'Fidane 
University  of  New  Orleans.  He  also  attended 
Northeast  Louisiana  Ibiivcrsity  of  Monroe.  He 
was  graduated  from  the  Louisiana  State  Ibiicer- 
sity  School  of  Medicine  in  New  Orleans  in  1070. 
Dr.  Morgan  served  his  internshi])  and  residence 
at  the  .Alton  Ochsner  Medical  Foundation  Hos- 
pital. He  held  a fellowship  in  Hematology  and 
Oncology  at  the  same  institution  from  Julv  1082 
to  January  1083. 

Dr.  Morgan  practices  Internal  Medicine  with 
the  Millard-I Icnry  Clinic  in  Danville.  His  mail- 
ing address  is  Post  Office  Box  447,  Danville. 

RESIDENT  MEMBERS 

The  Jefferson  County  Medical  Societv  has 
added  seven  resident  membcis  to  its  roster. 

DR.  H.  M.  ATTWOOD 

Dr.  .Attwood,  a native  of  Rison,  attended  Hen- 
derson State  Ibiivcisity  in  .Ai kadelphia.  He  re- 
ceived a Bachelor  of  Science  degree  in  Pharmacy 
from  the  Unicersity  of  .Arkansas  College  of  Phar- 
macy in  1075.  He  is  a 1081  graduate  of  the 
University  of  .Arkansas  College  of  Afeclicine. 

Dr.  .Attwood  is  a second-year  Family  Practice 
resident  with  .AHEC  in  Pine  Bluff. 
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DR.  PAUL  DAVIS 

Dr.  Davis  was  born  in  Malvern.  He  is  a 197b 
grailnate  ot  Ouachita  Baptist  University  and  a 
1982  graduate  of  the  llniversity  of  Arkansas  Col- 
lege of  Medicine.  Dr.  Davis  is  a first-year  Family 
Piactice  resident  at  .\HEC  in  Pine  Bltiff. 

DR.  MARK  A.  FLOYD 

Dr.  Floyd,  a native  of  Nashville,  is  a 1976  grad- 
uate of  Henderson  State  University  in  Arkadel- 
phia.  He  was  graduated  from  the  Llniversity  of 
.Arkansas  College  of  Afedicine  in  1982.  He  is  a 
Family  Practice  Resident  at  AHEC  in  Pine  Bluff. 

DR.  WILLIAM  H.  FREEMAN 

Dr.  Freeman  was  born  in  Jonesboro.  He  is  a 
1975  graduate  of  Hendrix  College  in  Conway  and 
a 1981  graduate  of  the  Llniversity  of  Arkansas 
College  of  Medicine. 

Dr.  Freeman  is  a second-year  Family  Practice 
1 esident  at  the  Pine  Bluff  AHEC. 


DR.  RICHARD  L.  TAYLOR 

Dr.  d’aylor,  a native  of  Clarksville,  is  a 1977 
graduate  of  Arkansas  Tech  Llniversity  in  Russell- 
ville and  a 1982  graduate  of  the  Llniversity  of 
.Arkansas  College  of  Medicine.  He  is  a first-year 
Eamily  Practice  resident  with  .AHEC  in  Pine 
Bluff. 

DR.  SIMMIE  ARMSTRONG,  JR. 

Dr.  .Armstrong,  a second-year  Eamily  Practice 
resident  at  .AHEC  in  Pine  Bluff,  was  born  in  Park- 
dale.  He  was  gradtiated  from  the  Llniversity  of 
.Arkansas  at  Monticello  in  1977  and  from  the 
Llniversity  of  .Arkansas  College  of  Medicine  in 
1981. 

DR.  PHILLIP  H.  BELL,  II 

Dr.  Bell,  a native  of  Houston,  Texas,  was  grad- 
uated from  the  University  of  Houston  in  1978.  He 
was  graduated  from  the  University  of  Texas  Med- 
ical .School  at  Houston  in  1982.  He  is  a Eamily 
Practice  resident  with  .AHEC  in  Pine  Bluff. 


DR.  VIDA  H.  GORDON 

W' HE  REAS,  Dr.  A/ida  H.  Gordon  has  had  a 
ilistinguished  career  as  a pediatrician,  allergist, 
teacher,  and  re,searcher  in  the  field  ot  allergy  and 
immunology  and 

WHERE.AS,  Dr.  Gordon  has  distinguislied  her- 
sell  by  becoming  nationally  recognized  in  the  field 
of  allergy  and  immunology  and 

AVHERE.AS,  Dr.  Ciordon  was  the  first  allergist 
in  .Arkansas  to  achieve  boaid  certification  and 

WHERE.AS,  Dr.  Gordon  establi.shed  and  di- 
rected the  first  approved  training  program  for 
allergy  and  immunology  in  Arkansas  and 

WHERE.AS,  Dr.  Gordon  initiatetl  the  organi- 


zation of  the  statewide  allergy  society.  The  Alan 
Cazort  .Allergy  Society  of  .Arkansas,  and  served  as 
its  lirst  president, 

BE  IT  THEREFORE  RESOLVED,  that  the 
program  of  the  annual  meeting  of  The  Alan 
Cazort  .Allergy  Society  of  .Arkansas  continue  to  be 
presented  by  a distinguished  person  in  the  field 
of  allergy  and  immunology  and  that  this  program 
continue  to  be  a cooperative  effort  with  a presen- 
tation to  the  stall,  house  staff,  and  students  of  the 
Dejjartment  of  Pediatrics  at  the  Llniversity  of  Ar- 
kansas for  Medical  Sciences/.Arkansas  Children’s 
Hospital  aiul  that  these  presentations  together  be 
designated:  THE  VIDA  H.  GORDON  LEC- 
TURES IN  ALLERGA^  .AND  IMMUNOLOGY. 

Respectfidly  submitted, 

Kelsy  J.  Caplinger,  M.D. 

Eor  all  members  of 

The  .Alan  Cazort  .Allergy  Society  of  .Arkansas 
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riie  Southern  Medical  Assoeiatiou  has  an- 
nounced the  tollowing  scliedulc  loi  continuing 
education  progratns: 

Medical  Malpraeliee  Seuiiuar.  August  2(i-2S, 
riie  Hotnestead,  Hot  Spi  ings,  \'itgitiia.  October 
13-14,  The  Hyatt  Regeticy,  (aystal  Ciity,  Arling- 
ton, Virginia.  Registratioti  lee  §220  lor  SMA 
tnemhers;  S27.5  lor  nontneinhei  s. 


77lh  Annual  S(ienlifi(  Assembly.  Novetidter 
()-0.  Hyatt  Regency,  Rahiinore,  Mai\latul.  \o 
lee  lor  i egistrat iott;  Postgraduate  courses  Sla  lot 
SM  A inetnheis;  .§22.50  lor  notnneinhei  s. 

hot  lui  thei  inloi  inatioti  ;ihout  atiy  ol  these 
]jrogiams.  cotitact  jeanette  Stone,  Southern  Medi- 
cal .-\ssociatioti.  Post  OH  ice  Rox  241(),  Bii  inittg- 
hain,  .Mabatna  35201:  ])hone  20.5-323-1100. 

April  12-15,  1984 

Arkansas  Medical  Society  JOStli  Annual  Session. 
Excelsior  Hotel  and  Statehouse  Cotivention 
Oetiter,  Little  Rock. 


ANSWER  — Electrocardiogram  of  the  Month 

DISCUSSION:  This  is  a difficult  electrocardiogram.  It 
shows  a rapid,  Irregular  arrhythmia,  which  at  times  ex- 
ceeds 300/minute  in  ventricular  rate.  The  QRS  duration 
in  the  most  rapid  segments  of  the  strip  is  0.12  seconds. 
P'Waves  are  difficult  to  identify  with  any  degree  of  cer- 
titude, but  the  best  candidates  for  P-waves  are  seen  m 
two  beats  only  In  AVF.  One  notes  some  wide  QRS  beats 
which  may  well  be  of  ventricular  origin,  and  other  broad 
beats,  which  may  be  aberrantly  conducted  supraventricular 
beats.  This  rate  would  be  uncommonly  seen  with  ven- 
tricular tachycardia.  The  AV  node  is  generally  not  able 
to  conduct  this  ropidly,  so  one  must  consider  the  possibility 
of  an  accessory  tract.  In  essence  then,  this  trace  shows, 
for  the  most  part,  atrial  fibrillation  with  a very  rapid 
ventricular  response.  If  one  assumes  the  presence  of  an 
accessory  tract,  digoxin  may,  in  theory,  speed  conduction, 
potentially  making  matters  worse.  Drugs,  such  as  pro- 
cainamide, may,  on  the  other  hand,  slow  conduction  in 
accessory  pathways.  The  feature  editor  wishes  to  acknowl- 
edge the  assistance  of  Dr.  Leon  Roby  Blue  of  Searcy, 
Arkansas,  in  the  preparation  of  this  month's  ECG. 
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ARKANSAS  MEDICAL  SOCIETY 

Fayetteville 
May  5-8,  1983 


First  Session 
HOUSE  OF  DELEGATES 

1 he  first  meeting  ol  the  House  of  Delegates 
of  the  Arkansas  Medical  Society  chiring  the  1983 
conventicjii  was  ctillecl  to  order  at  1:30  p.in.  by 
Speaker  Amail  Ciluidy.  Iinocation  w;is  by  Frank 
Morgan  of  North  Little  Rock. 

•Members  of  the  House  |)resent  lor  the  first 
meeting  were:  .\RK.-\XSAS.  (k  L.  (fiiyer:  IfAX- 
I KR,  John  F.  Cliienlhner;  RFiXd ON,  Michael  R. 
Platt  and  G.  Ihuce  Walclon;  HOONF',  jean 
C. hidden;  BRADLFiY,  AV.  C.  Whaley;  CHICO  F; 
Danny  1.  Berry;  CLARK,  X.  R.  Ritter;  CLFi- 
BURNL,  ^^ax  Baldridge;  CRAKMTEAD-POIX- 
SFiFT,  Don  Vollman,  Robert  Lawrence  and 
James  Robinette;  CR.AWFORD,  Henry  X. 
Fclwards;  CRl  F TEXDEX,  C.  Herbert  Eaylor; 
ERAXKLIX,  David  L.  Gibbons;  (.ARLAXD, 
James  L.  Gardner  and  William  R.  Mtishlnirn; 
GREEXE-CLAV,  J.  Darrell  Bonner;  HEMP- 
STEAD, Jim  .\[cKen/ie;  HO'l  SPRING,  X.  B. 
Kersh;  J.\CKSOX,  Ramon  E.  Lope/;  JEEEER- 
SOX,  John  Crenshaw;  JOHNSON,  Boyce  AV. 
West;  LAWRENCE,  Ralph  E.  Joseph;  LEE, 
Dwight  W.  Gray;  LOG.\X,  AV.  R.  Daniel;  ,AHS- 
SISSIPPI,  Sybil  R.  Hart;  MONROE,  X.  C.  David, 
Jr.;  XEAhADA,  Michael  C.  A'oiing;  OIT.AGFII  F.\, 
J.  R.  Kendall;  PHILLIPS,  Robert  Miller;  POLK, 
David  1).  Fried;  POPFi,  James  G,  Burgess  and 
Frank  M.  Lawrence;  PllL.ASKI,  James  Coineti, 
Robert  F.  Shannon,  Gordon  P.  Oates,  Wtirren  M. 
Douglas,  AVilliam  J.  Morton,  AVarren  C.  Boop, 
Ciharles  H.  Rodgers,  J,  Mayne  Parker,  Gregory 
.\.  Dwyer,  Douglas  F'.  A'oiing,  "I  homas  ,\.  Bruce, 
C.eoige  K.  Mitchell,  Paul  J.  Cornell  and  Orval  E. 
Riggs;  SALINE,  Frank  Fhibanlt;  SEB.ASTI.AX, 


Carl  L.  W’illiams,  Moiton  C.  AX'ilson.  McDonald 
Poe,  Ji.,  .A.  C.  Bradlord,  A.  Samuel  Koenig, 
and  David  Busliy;  1 RI-COUXIA',  Miclniel  X. 
Moody;  F^XIOX,  W’illis  M.  Stevens  and  Robert 

R.  Sykes;  V,AX  BHREX,  John  A.  Hall;  AV.ASH- 
IXCkFOX,  AVacle  \V.  Burnside,  Lee  B.  Parkei,  Ji., 
F.  E.  McEvoy  and  J.  E.  McDomdd;  AVHFI  E,  S. 
Clark  Einchei;  A'EI.L,  James  L.  .Alaupin;  COCX- 
CILORS,  Merrill  J.  Osborne,  J.  L;u  ry  Ltiwson, 
Jim  Fh  Lytle,  John  E.  Bell,  John  Hestir,  L.  J.  P;it 
Bell,  Lloyd  G.  Ltmgston,  John  P.  Burge,  George 
AVarren,  Cal  R.  Stmders,  F.  E.  Joyce,  James  1). 
.Armstrong,  Fh  K.  Cilardy,  Ronald  J.  Bracken,  AV. 
Ray  Jouett,  F'rtmk  li.  Morgan,  Charles  F'.  AAhIkins 
and  Ken  Lilly;  PRF'SIDEXT,  Mori  iss  M.  Henry; 
PRESIDEXI-ELECF,  Asa  A.  Crow;  EIRSE 
VICE  PRESIDEX'I  , Paul  A.  AAhdlick;  SPEAKER 
OF  1 HE  HOUSE,  Amail  Chndy;  VICE  SPEAK- 
ER OF  FHE  HOUSE,  AV.  P.  Phillips;  SECRE- 
F.ARA'.  Elvin  Shiil field;  1 RE.ASURER,  James 

AI.  Kolb,  Jr.;  P.AS  F PRESlDEX'l  S,  Joe  ATiser, 
C.  R.  F’llis,  Ross  Fowler,  Stanley  A|)|)leg;ne,  Ben 
X.  Salt/man,  "F.  Fh  "FownsencI,  ;A.  S.  Koenig,  Ji., 

• A.  E.  .Andrews,  Kemal  Kutait,  and  Purcell  Smitli, 

]r- 

Ahce  Speaker  \V.  P.  Phillips  introduced  Mrs. 
C.  Herbert  Taylor  of  AAA'st  Mem|)his,  piesidenl 
of  the  .Arkansas  Medical  Society  ,Auxili;uy.  Mrs. 
F;nlor  addressed  the  House  as  follows: 

“/  /n  /ng  you  gicci iugs  fyoiii  yoiiv  Auxiliary  ami 
an  iiwilalion  1<>  conic  by  our  hosjiilalily  room  to 
see  our  (lisl>lays  and  xn'sif  with  us  for  a while.  I 
want  to  express  my  thanks  to  you  — this  is  the  last 
time  I will  face  you  as  the  president  of  the  Arkan- 
sas  Medical  Society  Auxiliary.  The  Society  and 
staff  Inn’c  been  t/ci'v  supportive  and  helpful  this 
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year.  Dr.  Henry  has  helped  ereate  better  coni- 
niunications  between  the  Society  and  the  Auxili- 
ary. He  and  Mr.  I.aMastns  came  to  our  Auxiliary 
Board  meeting  to  give  us  an  update  o7i  legisIatio)i. 
The  Auxilians  have  been  x>ery  enthusiastic  about 
receiving  the  Society’s  legislative  alert  newsletters. 
I know  that  ice  wrote  letters  and  made  telephone 
calls.  Some  Auxilians  visited  the  Legislature.  Dr. 
Lawson  and  Dr.  Crow  also  brought  us  greetings 
and  information  regarding  Ark-PAC.  I was  just 
a little  surprised  how  few  Auxilians  are  familiar 
with  the  PAC  activities. 

“This  year  the  Council  endorsed  Auxiliary  par- 
ticipation on  Society  committees.  From  now  on, 
we  u’ill  have  an  ex-officio  member  on  the  Legisla- 
tion, Convention , and  Public  Relations  Commit- 
tees. Attending  the  Public  Relations  Committee 
meeting  -with  Dr.  Milton  Deneke  fiom  my  home 
town  was  one  of  the  highlights  of  my  year.  The 
creative  ideas  expressed  by  the  committee  mem- 
bers will  surely  counteract  the  negative  image  of 
the  physician  and  his  family  created  by  the  press. 
Many  thanks  to  those  of  you  who  sat  with  me  at 
Council  meetings  and  made  me  feel  a part  of  the 
Session. 


James  S.  Todd  of  New  Jersev.  represenlinp 
\ssociation,  a<ldresses  the  House. 


the  American  Medical 


“Also,  my  appreciation  is  expressed  to  the  coun- 
ty societies  who  let  me  insit  with  them  as  I visited 
the  Auxiliary.  Special  thanks  to  those  of  you  who 
hosted  me  as  I traveled  the  State.  I know  that  a 
strange  overnight  guest  is  not  always  the  best  zeay 
to  end  a hard  day  at  the  office,  but  you  were 
always  gracious  and  fun  to  be  with. 

“You  should  be  proud  of  your  Auxiliary.  With 
enthusiasm,  we  are  working  with  the  University 
of  Central  Arkansas,  the  Health  Department  and 
Blue  Cross-Blue  Shield  to  encourage  health  edu- 
cation, using  the  Berkeley  plan,  in  all  schools 
across  the  State.  We  work  hard  for  child  safety 
restraints  and  tougher  drunk  driving  laws.  This 
ii’ill  be  a National  Auxiliary  focus  this  year,  along 
u'ith  child  abuse  prevention.  Two  new  auxiliaries 
formed  this  year— Randolph  and  Baxter  Counties. 
But,  zee  lost  txeo  udien  no  dues  zvere  paid  hi  Ar- 
kansas and  Boone  counties.  I urge  you  to  support 
your  spouses  in  your  Auxiliary  effort.  T'For/^^77g■ 
together,  zee  can  make  Arkansas  a healthier  place 
to  Iwc  and  an  enjoyable  place  to  practice  medi- 
cine. I have  enjoyed  being  with  you  this  year  and 
zi’ill  continue  to  zuork  in  your  behalf.” 

Vice  Speaker  Philli|)s  then  introduced  Mrs. 
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Vice  Speaker  \V.  P.  Phillips  of  Fort  Smith  at  one  of  his  last  sessions  as  one  of  the  presiding  officers  of  the  House.  Dr.  Phillips  was  elected 
to  the  position  of  councilor  during  the  meeting. 


Paul  Cornell  ol  Little  Rock,  the  president-elect 
of  the  Arkansas  Medical  Society  Auxiliary.  Mrs. 
Cornell  addressed  the  House  as  follows: 

“Mr.  Speaker,  Members  of  the  Haase  of  Dele- 
gates, and  Guests.  Thank  yoxt  for  the  warm  wel- 
come. / intend  to  break  tradition  and  hurry  over 
a report  of  my  year  of  learning  and  travel  as 
president-elect  and  membership  chairnian.  I xeill 
tell  you,  though,  that  I have  traveled  a lot,  I 
learned  a lot,  I made  new  friends  and  we  did 
increase  our  membership  by  over  eight  percent. 
We  do  have  two  new  organized  counties— Baxter 
and  Randolph. 

“lam  anxious  to  share  with  you  my  enthusiasm 
for  the  coming  year.  There  is  an  Arkansas  Medi- 
cal Society  Auxiliary  because  of  you,  the  Arkansas 
Medical  Society.  The  Auxiliary  is  made  up  of 
physicia)is’  spouses  xeho  care  about  you  and  your 
profession.  Although  we  spouses  know  you  best 
as  bed  partners  and  friends,  and  only  sometimes 
as  physicians,  ive  do  know  the  long  hours  you  ptit 
in  caring  for  the  health  of  the  people  of  Arkansas. 
In  our  close  contact  with  you,  your  caring  rubs 
off  on  tis.  We  do  care  about  the  health  of  the 
people  of  Arkansas.  The  Auxiliary  theme  for  the 
coming  year  is  ‘Let’s  Get  Organized,’  and  I think 


ice  are  off  to  a good  start.  We  have  a fantastic 
Board  full  of  truly  capable  and  enthusiastic 
spouses  from  all  over  the  State.  / might  add  that 
ice  icill  have  our  first  male  spouse  Board  member. 
He  icill  be  encouraging  male  spouses  to  partici- 
pate in  the  Auxiliary  all  over  the  State.  I think  it 
will  be  a great  year,  full  of  new  goals  to  accom- 
plish. Xext  year  our  health  projects  chairman 
will  continue  to  furnish  the  counties  with  infor- 
mation and  materials  concerning  general  health 
projects.  The  push  from  the  .4MA  Auxiliary  will 
be  ‘The  Health  of  our  Youth.’  In  viexc  of  that, 
and  our  own  State  needs,  I have  appointed  three 
additional  chairmen  under  health  projects.  These 
chairmen  will  be  specialists  in  their  particular 
projects— they  icill  have  package  programs  avail- 
able and  will  travel  to  and  conduct  workshops  in 
any  county  desiring  to  initiate  any  or  all  of  these 
projects,  namely  Scoliosis  screening,  Beltman  (our 
car  safely  seat  restraint  program)  and  last,  but  not 
least,  teenage  pregancy  and  venereal  disease.  I 
think  that  you  will  agree  all  of  these  neic  projects 
are  worthy  and  are  needed  by  our  State.  We 
spouses  in  the  Auxiliary  hope  that  you  will  be  as 
proud  of  us  as  we  are  of  you  in  the  Society  and 
together  we  can  show  the  people  of  Arkansas  that 
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jyliysicians  (iiid  their  janiilii’s  ((ire  ahotil  and  leorl; 
for  their  good  health.” 

Speaker  (^liiicly  iiUKKiiiced  l)i.  [aines  S.  l oclcl 
()l  Ridgewood.  New  )eisey,  a inenibei  ol  die  Boaid 
ol  t rustees  ol  llie  Anierican  Medical  Association. 
Dr.  Todd  addressed  the  House  as  lollows: 

ADDRESS  BY  DR.  TODD 

I hank  you.  .Mr.  S|ieaker.  It  is  a real  pleasure 
loi  me  to  be  able  to  be  here  and  represeul  the 
.\iuericau  Medical  .\ssociatiou  at  your  lueetiug. 
It  is  also  a |rarticiilar  |jleasure.  hac  iug  been  boru 
.md  brouglit  tij)  ou  Cittpe  (iod  where  I w:is  told  :is 
;i  kid  Arkansas  would  never  amotiiU  to  anything 
because  it  w;is  too  lar  away.  But  I am  here  and 
it  is  a pleasure  to  be  here. 

I was  reading  yoiti  bidletiu  as  1 was  comitig  in 
and  it  tells  me  that  .\rkausas  and  its  doctors  are 
in  good  hands.  Its  leadershi])  is  stpierb  and  1 am 
impressed  by  com  acticities  dealing  with  the 
l egtdatorc  ageticies  and  the  State  (lovci  iimeut. 
'I'ou  know,  there  is  an  old  (ihiuese  ctir.se  tliat  says 
"may  you  lice  in  interesting  times."  W'e  sure  do. 
W'e  live  iti  times  where  scientists  stticly  less  what 
otn  origins  :ne  and  more  what  our  linish  is  going 
to  be.  W’e  lice  in  times  cvhen  the  childhood  begins 


with  conngsters  asking  where  they  tame  Irom  and 
ending  tip  reliising  to  tell  anyone  where  tliey  are 
going.  In  limes  cvhen  Ciovernment  intervention 
makes  it  |io.ssible  lor  ns  to  have  diseases  that  we 
touldn't  othercvise  tillorcl.  1 guess  il  humor  is  a 
measure  ol  how  a gronj)  is  doing,  the  medical 
prolession  is  probably  in  trcndile.  Henny  Young- 
man  talks  about  the  Iriencllc  old  surgeon  who 
cvotild  touch  up  the  x-rays  lor  you  il  you  couldn't 
allorcl  the  surgery.  Nocv  Rodger  Dangerfield 
complains  tlitit  when  he  told  his  psychiatrist  he 
cvas  suicidal,  the  only  thing  that  happened  cvas 
he  had  to  pay  in  aclvtnice.  ^’ou  certainly  knocv  the 
old  story  ;ibont  seccmd  o|)inions,  which  are  ol  the 
vogue  today.  I, icicle  cvas  having  tremble  with 
her  lilestyle  and  event  to  her  jrsychiatrist  for  an 
ecalnation.  The  |)sychiatrist  finished  and  said. 
“Madam.  1 don't  cvctncler  yon  have  trotdtles  in  life; 
you  have,  evithont  a doubt,  the  evorst  personality 
I have  ever  seen."  .She  cvas  taken  a little  bit  aback 
by  this  ;md  said.  “Doctor,  1 tliink  I'd  like  a second 
opinion.  " He  said.  “Good,  you  are  ugly,  too.” 

Probably  the  oidy  thing  with  cvhitii  eve  can  all 
tigree  in  this  room  this  afternoon  is  tliat  we  do, 
indeed,  live  in  a time  erf  ever-increasing  change. 


38 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


PrOCI  1 DINGS 


I he  flouse  of  Delegates  in  session  on  Snndav,  Nfav  8.  198‘^ 


i (Certainly,  this  is  true  scientitically:  perhaps  more 
I so  than  in  other  areas.  Anti  now  it  becomes  in- 
creasingly necessary  that  we  tleal  with  the  conse- 
i t]uences  ol  that  cliange— iirolessionally,  socially, 
j and  economically.  11  there  is  any  tragedy  in  our 
I health  care  system,  it  may  well  be  that  perhajis  we 
i have  been  too  successlul  too  last.  Lite  ex]iectancy 
I has  increased  by  ten  |X?rcent  over  the  past  lilteen 

I vears.  Death  from  heart  disease  has  declined  by 

one-third.  .Some  in  lections  diseases  have  been 

1 

I totally  eliminated.  In  a report,  it  was  staled  that 
I there  ha\e  lieen  no  rejwrted  cases  ol  measles  in 
j the  State  ol  .\rkansas  lor  the  year  1982— a real 
accomplishment.  Seventy-eight  percent  ol  our 
i citizens  see  a jthysician  at  least  once  every  year. 

: Technology  exjjloding  beyond  belief  allowing  us 

i to  do  things  that  we  never  heartl  ol  when  we  were 
in  medical  school  anti  residency.  The  bottom  line 
i of  all  of  this  has  been  the  production  ol  a health 
care  system  that  is  without  jx;er  in  the  worlil.  It 
is  a record  ol  whith  we  may  be  justly  proud  but 
it  is  also  a record  that  is  jiroducing  problems  lor 
society.  Health  care  can  expand  inlinitely:  it  can 
absorb  every  dollar  that  society  is  willing  to  make 
available  to  it.  .\nd  yet  it  is  (|uite  clear  that  our 


resourtes  are  becoming  increasingly  limited.  So- 
ciety is  (|uestioning  how  nuu  h ol  the  resouKes 
will  be  desoted  to  medicine,  how  much  to  welfare, 
and  how  much  to  education.  Increasingly  we,  as 
a prolession.  must  address  that  issue,  along  with 
societs.  Because  society  will  not  stand  still  lor  us. 
ncjr  will  it  allow  any  segment  ol  that  ,societ\  to 
stand  still  either.  It  becomes  a harsh  realiis  that 
we  cannot,  as  a piolession,  an\  longei  lunction 
inde])endently  ol  society.  We  have  to  be  aware  ol 
what  is  going  on.  \\'e  must  participate  in  societx  s 
acti\it\  and  assiue  omselves  a continning  salua- 
ble  lole  as  we  try  to  |)ic)tett  the  societs  and  the 
patients  we  serve,  but  at  the  same  time  be  sine 
that  we  ate  acting  in  the  jtublic  interest,  l o me 
it's  hell  lieing  in  a service  piolession  because  our 
wot  k is  commissioned  by  others.  We  don't  sell  a 
product;  we  sell  a sets  ice.  lot  that  set  site  to  be 
accejnable,  it  must  be  honest,  it  must  be  relevant 
and  it  must  be  ol  high  cjualiiy.  But  all  at  the  same 
time,  it  must  be  tem|)eied  b\  realits  that  with 
increasingly  scarce  resources  we  cannot  do  every- 
thing scientifically  possible  lot  everybody,  every- 
where, all  the  time.  We  must  decide,  or  somebody 
must  decide,  what  we  are  going  to  do,  lor  whmn. 
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nnd  where,  and  when  and  be'’in  to  develoj)  the 
priorities  and  rationally  allocate  onr  decreasing 
resources.  It's  happening.  Massachusetts  General 
Hospital  not  too  long  ago  made  a very  conscious 
decision  not  to  ctnbark  upon  tratisplatitatiotis  of 
hearts  because  it  was  tiot  in  their  view  cost  effec- 
tive or  itr  the  best  interest  ol  the  society  in  their 
area  tvhen  there  were  so  many  other  probletns  to 
be  met.  All  of  these  cotisiclerations  become  a tre- 
mendous burden  for  the  itulividual  practitiotier. 
No  longer  is  it  satisfactory  to  just  do  a good  job 
in  practicing  medicine.  Collectively,  tvc  as  a pro- 
fession have  a responsibility  to  society.  "With  all 
of  these  pressures  upon  us  we  need  some  vehicle 
by  which  to  make  it  all  work  and,  of  course.  I'm 
speaking  of  organized  medicine.  I'm  proud  to 
represent  the  American  Medical  .\ssociation:  an 
organization  whose  sole  purpose  is  to  educate, 
help  and  protect  \ou  and  the  people  you  serve. 

I'm  here  to  tell  you  the  AMA  is  alive  and  well 
and  growing  with  membership  levels  in  all  cate- 
gories. We've  gone  from,  in  197.5,  borrowing  a 
million  dollars  a month  just  to  meet  the  payroll 
to,  currently,  assets  of  eighty-nine  million  dollars. 
Fifty-two  percent  of  our  income  comes  from  non- 
dues  related  activities,  which  means  we  are  look- 
ing at  what  the  cost  of  organized  medicine  means 
to  you.  The  .\M.\  sponsors  ambitious  programs 
all  the  way  from  education  to  policy  development. 
It  is  the  largest  publisher  of  medical  infoiination 
in  the  world.  Thirty-five  million  pieces  of  in- 
formation come  out  of  the  American  Medical 
,\ssociation  every  year.  JAM.\  is  now'  in  several 
foreign  countries  all  over  the  world,  including  the 
Republic  of  China.  Begitming  next  month,  it  will 
be  published  in  Italian  as  well.  We  have  devel- 
oped an  increasingly  potent  voice  in  Washington 
and  Arkansas  has  helped  us  to  develop  that  by 
sending  representatives  to  Washington,  to  speak 
trith  your  representatives,  to  meet  with  our  lob- 
bsists  and  tell  us  what  is  going  on.  Indeed, 
increasingly  when  the  Government  wants  .Socio- 
Economic  information  on  what  is  happening  in 
the  health-care  field,  they  are  coming  to  the 
.\merican  Medical  .\ssociation.  .So  like  it  or  not, 
everything  you  do  in  your  professional  life  is  in- 
fluenced by  the  American  Medical  .\ssociation. 

I'd  like  to  briefly  touch  on  about  four  areas  of 
concern  that  we  have  and  to  tell  yon  tvhat  or- 
ganized medicine  is  doing  to  you  and  what  organ- 
ized medicine  is  doing  for  you.  I say  “to  vou" 
because  tve  hope  it  is  challenging  you  to  lead  and 


guide  your  profession  during  these  difficult  times. 
And  I say  “for  you’’  because  the  AMA  speaks  for 
you  and  professionalism  in  the  broadest  sense. 

The  first  that  I’d  like  to  talk  about  is  man- 
potver.  Everywhere  I go,  I hear  concern  about 
the  number  of  physicians  that  we  are  producing 
in  this  country.  'Wdiat  are  we  going  to  do  with 
sixteen  thousand  new  physicians  coming  out  of 
our  medical  schools  every  year?  How  do  we 
handle  the  inevitable  conflict  between  physicians 
and  other  physicians  in  over-crowded  areas,  be- 
tween physicians  and  hospital  staffs,  between 
idtysicians  and  limited-licensed  practitioners.  It 
is  a difficult  j^roblem  because  in  a democracy  we 
do  not  have  the  right  to  establish  quotas  or  to 
limit  the  ability  of  those  licensed  by  society  to 
earn  a living  or  to  provide  their  service.  I think 
we  all  believe  in  the  free  market  place  system  and 
that  given  time,  the  market  place  will  compensate. 
I hat  doesn't  mean  that  we  should  stand  idly  by, 
waiting  for  some  day  when  things  straighten  out. 

We  have  developed  programs  to  help  physicians 
find  areas  in  this  country  where  they  can  practice 
their  profession  and  be  needed.  You  in  Arkansas 
are  to  be  complimented  on  your  program  of  at- 
tracting new  physicians  and  retaining  them  here 
in  under-served  areas. 

\Ve  have  developed  a new  medical  staff  section 
within  the  House  of  Delegates  of  the  .\MA  that 
will  allow  physicians  to  come  together  and  discuss 
the  problems  of  relationships  between  hospitals 
and  satellite  clinics  in  relationship  between  them- 
selves on  the  medical  staff. 

We  continue  to  seek  a restraint  on  the  excesses 
of  the  Eederal  Trade  Commission  as  it  tries  to 
prevent  us  from  maintaining  what  we  believe  to 
be  important  standards.  As  a con.sequence  of  the 
legislative  battle  w'hich  didn’t  come  out  exactly 
to  our  liking,  we  have  now  had  negotiations 
with  the  Federal  Trade  Commission  and  the  Jus- 
tice Department.  We  now  believe  that  we  have 
worked  out  an  agreement  wherelty  the  profession 
will  indeed  be  able  to  maintain  its  standards  and 
to  continue  the  fee  reviews  and  other  peer  review 
activities  which  we  feel  are  so  important. 

As  corollary  of  manpower,  I need  to  speak  to 
you  about  the  Joint  Commission  on  Accreditation 
of  Hospitals.  .\s  you  know,  the  standards  for 
accrediting  hospitals  are  being  rewritten.  This 
tvas  at  the  response  and  request  of  the  1980  House 
of  Delegates  of  the  American  Medical  Association 
tv'here  they  felt  that  the  standards  should  be  re- 
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(')iic  of  tlie  Ra/oiback  fans  at  tlic  Hogwild  Party.  Amail  Chiidy’s 
7 -shirt  reads  "And  on  the  eiglith  day  God  created  Razorbacks.” 


Dr.  and  Mrs.  (ioidon  Oates  arc  big  Ra/oihack  fans;  she  is  a former 
UnivcrsilN  of  Arkansas  ciiccrleader. 
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written  :mcl  become  less  prescriptive,  more  imi- 
lorm  in  tlie  ability  to  siircey,  recognize  the  reality 
tinit  limited  licenseil  practitioners  do  indeed  have 
ilie  right  to  ])ractice  in  hospitals  and  most  im- 
poi  tiintly  to  ])ro\  ide  more  loctil  autonomy  so  the 
individntd  Iiospital  c;m  decide  lor  itsell  what 
|)rivileges  it  needs  to  give  those  prtictitioners 
on  its  stall.  “We're  coming  down  to  the  linal 
language  note  tlnit  we  believe  tvill  recognize 
what  h;is  happened  in  onr  society  ;md  om  hetdth- 
c:ne  held  but  at  the  same  time  will  presei \'e  the 
(pitility  ol  care  th;it  is  gicen  in  the  hospitals  by 
allotving  indiciilnal  hos|htals  to  do  their  own 
credent ialling.  It  is  not  an  easy  ttisk  to  rewrite 
these  standaicls.  .\s  I'm  sme  some  ol  yon  are 
aw;ne,  there  has  been  great  nnliappiness  with  tlie 
hmgnage.  But  it  is  a very  necessary  task  and  one 
retpdring  ns  to  recognize  that  we  ;ne  not  alone  in 
the  heahh-ctire  Held  and  we  must  allow  those  that 
society  h;is  chosen  to  license  to  practice  tdong  witli 
ns. 

Certainly,  we  need  to  talk  aljont  the  limmcing 
ol  Iiealth  care.  1 think  it  has  been  linally  con- 
cluded that  this  country  ctmnot  allord  Xatiomd 
Health  Insurance.  Indeed,  it  is  just  the  reverse. 
Kveryone  now  seems  to  be  trsing  to  find  a way 
to  do  more  than  less.  President  Reagan  is  no  ex- 
ception in  this  and  in  this  area,  don’t  consider 
President  Reagan  as  being  much  better  than  Mr. 
Carter  and  I doidit  that  Mr.  Reagan’s  successor 
will  be  any  better  th;m  he  is.  The  Administration, 
the  Federal  Government,  absolutely  has  to  cut 
costs  if  they  are  to  continue  to  support  the  ])ro- 
grams  in  the  public  sector  having  to  do  with 
health.  .Mi.  Reagan  is  dedicated  to  this,  he  is 
committed  to  it,  and  he  has  told  us  he  will  do  it 
however  it  has  to  be  done.  He  would  prefer  to  do 
it  tit  the  jJi'ivate  sector  but,  make  no  mist.ake 
tibout,  if  it  doesn't  h;ipjx.-n,  it  will  be  done  by 
regulation. 

Of  course,  the  new  buzz  rsord  is  “pro-competi- 
tion”, or  what  we  think  ti  better  term  would 
be  “consumer  choice.”  The  idea  is  to  moderate 
health  care  demand  by  increasing  the  fimmcial 
involvement  by  consumers  by  increasing  the  num- 
ber of  options  available  in  terms  of  types  of  care 
into  increased  competition  among  forms  of  tle- 
livery;  that  is,  HMO's,  PPO's,  lP.\'s  whatever. 
But  in  its  most  naked  form,  this  whole  jno- 
competition  bit  is  a manipulation  cjf  tax  incen- 
tives and  reimbursement  procedures  primarily  to 
reduce  costs.  AVe  have  to  be  on  constant  guard 
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against  the  perversions  of  this  regulation  solely  to 
foster  competition  and  not  lose  sight  of  our  ulti- 
mate goals  and  that  is  to  maintain  the  quality  and 
accessibility  of  care  that  we  need  to  provide. 

We  talked  about  financing  of  health  care;  1 
also  neetl  to  talk  about  jnospective  reimburse- 
ment, DKG's,  call  it  what  you  want.  We  have 
lived  in  New  Jersey  under  DRG's  for  the  last 
three  years  and  f ilon’t  have  a bottom  line  to  tell 
you  whether  it  has  been  cost  elfective,  whether  it 
has  had  any  effect  on  (|uality  or  not.  But  1 can 
tell  you  this,  the  Federal  government  is  imple- 
menting DRG's  and  prosj^ective  reimbursement 
on  a national  level  without  even  knowing  what 
the  resnlts  are  going  to  be.  Indeed,  the  bill  has 
mandated  that  by  1985,  the  Congress  must  decide 
whether  or  not  it  will  pay  ]:)hysicians  on  a pro.s- 
pective  reimbursement.  AVhat  prospective  reim- 
bursement means  is  that  Avhen  a patient  goes  into 
the  hosjhtal,  that  patient  will  be  paid  by  diag- 
nosis, not  by  length  of  stay  and  not  by  per  diem. 
.\ntl  I submit  to  you  that  prospectise  reimburse- 
ment in  whatever  form  has  grave  potentials  for 
the  cpiality  of  care  and  will  neetl  to  be  watched 
very  closely.  Bear  in  mind  that  financial  incen- 
tives are  really  benign  in  application  or  effect. 
The  |)rofession  needs  to  tleal  with  our  cost  pro- 
gram internally  as  much  as  we  do  externally. 
There  is  fat  in  the  system;  there  are  excesses  on 
the  ])art  of  the  hospitals  and  physicians  and  we 
need  to  recognize  this  and  we  neetl  to  deal  with 
it  and  have  our  owm  house  in  order  wdien  we  begin 
to  complain  about  the  regulations.  The  AMA  has 
embarketl  on  an  extensive  program  to  develop 
cost  effective  care— notice  I said  not  “cost  contain- 
ment” but  “cost  effective  care”— so  that  the  patient 
who  needs  care  will  not  be  denied  it  but  will  get 
no  more,  no  less  than  needed. 

Finally,  we  need  to  talk  a little  l)it  about  the 
economy  in  general  because  it  certainly  has  a 
great  influence  on  what  we  do  both  in  our  per- 
sonal and  professional  lives.  It  doesn’t  take  much 
of  an  expert  to  know  that  the  Reagan  Administra- 
tion in  Washington  w'ants  to  do  some  fearful  and 
w’onderful  things.  It  is  going  to  cause  trouble  for 
all  segments  of  our  .society.  Particularly,  wdien  he 
only  has  about  one-third  of  the  Federal  budget 
to  play  around  with.  Entitlement  programs  are 
sacred,  defense  is  jiretty  sacred  and  that  represents 
twm-thirds  of  the  budget.  We  fall  in  the  other 
third  of  the  budget  and  you  know'  where  we’re 
going  to  have  trouble.  This  is  going  to  require 
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a great  deal  ol  increaseil  activity  on  the  part  of  all 
physicians,  particularly  at  the  state  level  because 
tliat  is  where  the  Feds  want  to  send  the  action 
back.  You  have  to  be  disturbed  when  you  pick  up 
ihe  Arkansas  (wazctte  and  see  a headline  that  reads, 
“Hospital  Costs  Increase  15%  ol  the  Medicaid 
Program.”  1 tlon't  believe  that  is  true.  1 think 
there’s  some  liguring  that  needs  to  he  done  but 
we  also  have  a lot  ol  work  to  make  sure  that  that 
isn’t  true.  Or  il  it  is  true,  that  it  is  legitimate. 
We  are  going  to  have  to  become  tar  more  active 
in  our  states  than  we  have  ever  been  before.  You 
are  certainly  lot  t unate  here  in  the  State  ol  Arkan- 
sas to  have  the  jjiesident  ol  your  Society  sit  in  the 
State  Senate.  Every  medical  society  in  this  country 
ought  to  have  jjhysicians  in  their  State  Legisla- 
tures. So  far,  all  ol  the  responses  to  the  pioblems 
of  financing  our  health  care  programs  has  been 
jsiecemeal  tinkei  ing  with  the  system— rob  Peter  to 
pay  Paul,  cut  a little  there,  add  a little  there— and 
none  of  this  activity  has  really  solved  any  jtrob- 
lems.  Remember,  the  government  doesn’t  solve 
problems,  it  only  subsidizes  them.  What  it  can't 
subsidize  enough,  it  will  strangle  by  regulation. 


I he  residt  is  heightened  tensions  forcing  mote 
purely  political  decisions,  leally  not  benefiting 
anyone  in  the  long  run.  It  seems  to  me,  and  it 
seems  to  our  organization,  what  is  needetl  is  a 
clearly  enunciated  health  care  policy  u])on  which 
to  base  decisions  by  w'hich  to  estal)lish  piiorities. 
■Surely  this  is  an  ambitious  project  but  one  that 
the  has  accepted.  The  .\merican  .Medical 

.Association  has  brought  together  representatives 
from  health,  business,  industries,  labor,  education, 
the  gcnernment  and  the  public.  .Ml  sitting  down 
together  to  address  the  issues  ol  the  advancement 
of  medical  science,  education,  health  manpower, 
delivery  mechanism,  the  evaluation  and  contiol 
or  cjuality  and  the  pasinent  mechanism.  .Ml  ol 
these  are  heing  studied  in  the  hope  of  developing 
principles  Irom  which  future  decisions  may  be 
mote  rationally  chartered;  an  exciting  |)roject  and 
certainly  one  long  ovei  clue.  Hut  what  does  all  this 
mean  to  you,  the  practicing  |)h)sicians  ol  ,\ikan- 
sas?  1 hink  about  it.  How  many  of  you,  the  ac- 
knowledged leaders  of  youi  juofession  here,  ate 
really  up  to  speed  on  all  ol  these  issues?  What  is 
it  worth  to  you  to  have  an  organization  that  is  out 
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Medical  Family  Photos 
from  the  Convention 


Dr.  and  Mrs.  Moiriss  Henry  and  son  Mark. 


Dr.  and  Mrs.  Asa  Crow,  daughter  Susan  and  son  Greg. 


Dr.  and  Mrs.  Charles  Wilkins. 


Dr.  and  Mrs.  Crow. 
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Past  Presidents  in  attendance  at  luiuheon  in  their  honor  uero  Ross  lowler,  PaMon  Kolh.  1.  !• . lounsend.  Kenial  Kulait.  Stanlex  \|)pl<-»ate, 
A.  S.  Koenig.  Joe  Veisei,  Pmecll  Smith.  FI.  W.  I homas  and  C..  R.  \ ]\is. 


in  iront  on  tlicsc  issues,  that  is  out  in  iiont  repre- 
senting yon,  tliat  is  out  in  front  to  a stieiuilit 
evaluation  and  education.  Very  simply.  It  is 
worth  yonr  livelihood;  it  is  worth  yonr  protession; 
it  is  worth  yonr  ethics.  Yon  and  yonr  paiietits  are 
the  immediate  purpose  of  everything  that  is  on 
the  agenda  of  the  .\merican  Medical  Association. 
1 he  .‘\.\[.\  ought  to  he  fairly  high  on  yonr  agenda 
as  well.  1 believe  in  American  medicine  but  I 
don’t  think  we  have  all  the  answers  by  onrselves. 
I believe  in  organi/ed  medicine,  Imt  I’m  not  con- 
\inced  that  otn  fcdl  jrotential  has  been  reached. 
But  most  stiongly  of  all,  I believe  that  each  one 
ol  ns  has  a clear  responsil)ility  to  partieijrate  to 
the  fidlest  in  otn  prolession,  in  onr  comimmity— 
they  are  one  and  the  same. 

Spring  is  a wonderful  time  ol  the  yeai  and  it  is 
a beautilul  day  out  there  today.  Spring  is  the 
time  of  the  year  to  plant  the  dreams  of  the  winter. 
\\’hat  we  do  now  is  going  to  determine  what  the 
harvest  of  the  lall  will  be.  We  can  choose  good 
seed  or  we  can  choose  bad  seed  f)ut  one  thing  is 
certain— as  we  sow,  so  shall  eve  reap. 

I appietiate  (he  opportunity  to  be  with  you. 
J hank  eon. 


SjicMker  (duidy  exptessed  appreciation  to  l)i. 
l odd  lot  coming  to  Arkansas  and  bringing  infor- 
mation on  the  .\merican  .Medical  .\ssocial ion. 

Sjjcaker  (ihucly  introduced  Picsident  .Morriss 
lleniy  and  asked  the  House  to  ai^plaud  the  man 
echo  headed  the  .Medical  Society  dining  the  past 
sear  and  did  such  an  excellent  job.  1 he  House 
ies])ouded  with  a standing  oeatiou.  Dr.  Heme 
addressed  the  House  ol  Delegates  as  lollows; 

PRESIDENT'S  ADDRESS 
MORRISS  M.  HENRY 

First,  I want  to  join  other  local  physicians  to 
welcome  you  to  Fayetteville.  We  realize  ii  is  a 
long  way  for  you  to  come,  and  ho|)e  you  will  find 
your  visit  very  pleasant  and  return  again  sooti. 
Fnjoy  oui  new  downtown  and  walk  around  a bit, 
and  go  see  the  piogress  we  have  made  on  the  Ihii- 
\ersity  campus  if  you  can,  especially  if  you  went 
to  sc hool  there. 

1 evant  to  thank  ilie  Aikansas  .Meclic.d  Societs 
lor  the  ojiportunity  to  serve  for  a number  ol  sears 
as  (aniucilor,  and  for  the  opportunity  of  .seis  ing 
this  year  as  President. 

.\s  President,  I had  the  help  and  sup|)oit  ol  the 
excellent  stall,  headed  by  Dr.  (dilf  I.ong,  and 
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Stanl<\  Applc'Siilc  mei\ts  plaque  Iroin  the  State  Medical  Hoard  in  appreciation  tor  his  years  of  service. 


iiuliuling  the  extieiiiely  (a|xil)le  and  ex]jerieiued 
Leah  Riclimoiul  and  K.en  LaMastus,  and  tlieii 
oHiee  staff. 

.\tiy  Medical  Society  Presitleni  can  expect  to 
have  a very  active  year,  lint  this  one  has  tinneil 
out  to  be  especially  busy  for  me. 

My  parents,  who  practiced  ophthalmology  in 
Fort  Smith  lor  yeais,  retired  to  Fayetteville  and 
helped  me  with  my  practice  until  lecent  retire- 
ment. But  without  them  this  year.  1 have  had  to 
depend  on  the  help  ol  a wonderful  group  ol  local 
colleagues  to  take  my  patients  in  times  ol  emer- 
gency and  to  cover  emergency  room  call  when  I 
have  been  gone.  I conkl  not  have  sei  s ed  as  Presi- 
dent aiul  rnn  a Senate  election  campaign— my 
lirst  in  ten  years— and  served  during  the  legisla- 
tive session  svithout  their  steady  and  competent 
snpjiort. 

1 attended  the  ,\M.\  (Convention  in  (Chicago. 
The  last  time  1 went  to  an  .\M,\  CConsention,  Dr. 
|im  Kolb,  Sr.,  showed  me  around.  At  that  time, 
the  scientific  and  business  sessions  svere  held 
together.  Now  there's  tocj  much  ol  both  kinds  ol 
activity  for  them  to  be  tcjgether,  and  the  meeting 
is  all  business. 

I went  with  our  stall  to  \ isit  the  Arkansas  (Con- 


gressional delegation  in  Whishington,  where  we 
were  very  well  received  by  our  Senators  and  Con- 
gressmen. In  Washington  we  heard  that  this  is 
the  ^'ear  of  the  Hospital,  and  next  year  will  be 
the  ^■ear  of  the  Medical  Profession.  What  that 
means  is:  efforts  to  control  the  cost  of  health  care 
are  going  to  lead  to  big  changes  in  the  delivery  of 
health  care,  and  they  will  aflect  your  practice.  I, 
therelore,  urge  all  of  yon  to  become  and  stay 
irarticidarly  active  during  this  time,  and  to  let 
yonr  \ iews  be  known.  We  all  need  to  stay  in- 
lormed  about  State  and  National  government 
right  now,  and  to  keep  in  contact  with  tho.se  who 
represent  us  there. 

I have  also  met  this  year  with  as  many  county 
medical  societies  as  I could  fit  into  my  schedule, 
and  was  accompanied  by  Ken  LaMastus  to  the 
meetings. 

I want  to  thank  Mrs.  Raincma  d aylor  and  the 
.\nxiliary.  They  have  been  very  helpful  to  the 
.Medical  Society  in  many  different  w'ays.  Many 
of  the  things  which  they  do  are  jjerhaps  not 
known,  but  their  support  has  been  a great  deal  of 
help  to  us.  I encourage  the  .Auxiliary  to  continue 
with  their  efforts. 

I was  glad  to  have  the  active  participation  of 
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John  McCoIlongh  Smith  ^ tews  otie  of  the  matte  exliihits  on  (li'tplay  dttritig  the  ttieeting. 


Dr.  Purcell  .Smith,  immediate  past  piesideiii  ol  die 
.Mediciil  Society,  who  had  become  concerned  dur- 
ing  his  tenure  about  tlie  costs  to  industry  lor 
health  care  in  Arkansas.  Dr.  Smith  developed 
and  held  meetings  around  the  State  ol  .\rk;msas 
for  representatives  of  business  and  industry  and 
medicine.  Becatise  I had  heard  already  from  a 
Fayettesille  business  leader  that  health  care  tv;rs 
costing  area  industry  a great  amount  ol  money,  I 
was  glad  that  Purcell  was  willing  to  ptit  his  energy 
into  the  task  of  getting  practitioners  ;nul  industry 
])ersons  together  to  iron  out  the  problems,  or  to 
start  to  try  to,  anyway. 

Dr.  James  I'odd,  a member  ol  the  lioard  of 
I rusteesof  the  .\merican  Medical  .\ssociation  and 
our  distinguished  guest,  told  me  last  night  that 
7h%  of  hospital  costs  are  the  residt  ol  medical 
decisions  by  jrhysicians— decisions,  lor  example,  to 
have  certain  tests  made.  We  all  need  to  give 
thought  to  this  mattei  of  costs  to  our  patients, 
and  to  those  who  jiay  their  ever-rising  insurance 
]nemiums: 

— Do  you  order  lab  tests  looking  under  every 
stone  for  every  conceivable  disease  or  health 
problem? 


— Do  u)u  know  what  those  tests  cost? 

— flow  lar  do  we  go  with  medical  care  loi 
chronic  diseases,  like  renal  dialysis?  These 
take  a substantial  |)oriion  ol  a\ailable  Medi- 
c.ne  hinds. 

— How  long  do  we  continue  to  use  a lile-su|)port 
system???  Has  your  hos[)ital  set  up  a ccammit- 
tee  to  address  issues  like  Baby  Doe??? 

(fuestions  like  these  are  lacing  all  ol  us  and 
the  paying  public.  Some  form  ol  action  u'ill  be 
taken,  either  by  government,  by  insuiance  c()m|j;i- 
nies,  Ol  by  industries  which  undei  write  the  health 
insurtmee  ol  their  em|doyees.  We  can  wot  k with 
them  ;md  hel|j  solve  these  |)ioblems,  or  we  c;iu 
just  sttiy  busy  practicing  medicine  and  ignoie 
them  and  let  the  others  try  to  solve  them.  We  owe 
our  ptitients  a concein  beyond  theii  immediate 
health  comphiints.  ^Ve  need  to  be  conscious  of 
costs,  and  to  try  to  elimimtte  excessice  medical 
costs  through  out  individual  work  and  through 
out  St;ite  tincl  Ntitional  medical  tissue  iations.  We 
must  give  attention  to  them,  now. 

riiat  leads  tne  cpiite  readily  to  the  |rolitical  side 
of  my  work  this  year.  Since  I have  been  closeh 
iinohed  in  State  government  for  some  cears,  I 
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want  to  make  a lew  comments  about  the  recent 
legislative  session.  You’ve  heard  some  ol  them 
before,  hut  they  are  important  enough  to  repeat. 

I am  very  proud,  for  one  thing,  ol  our  .Medical 
Society  staff  and  the  work  they  have  done  this 
year: 

—Mike  .Mitchell,  who  serves  as  oui  attorney, 
ke])t  busy  ilay  ami  night  tending  the  medical 
issues  tliat  came  up.  We  sometimes  stayed  on  the 
phone  late  on  Saturday  and  Sunday  nights  check- 
ing on  the  hills  and  coordinating  our  work. 

—Ken  LaMastus,  our  .Yssistant  Executive  Vhce 
I’resident,  was  there  at  the  session  night  and  day 
with  Mike.  .Vs  the  issues  developed,  one  would 
he  discussed  in  one  committee  meeting  while 
another  was  being  heard  in  another  committee  at 
the  same  time.  We  would  meet  early  in  the  morn- 
ing at  the  Capit(jl  ami  divide  up  the  committee 
work,  with  someone  often  running  hack  and  forth 
between  rooms  to  stay  on  top  of  all  the  issues.  It 
was  hectic,  to  say  the  least. 

—Dr.  Jatnes  Weber,  who  chaired  our  Society 
Legislative  Committee,  found  out  how  fast  he  had 
to  react  and  get  over  to  the  Capitol  in  a crisis. 


.\nd  he  was  there.  He  also  found  out  how  hard 
legislative  activity  can  he  on  a doctor’s  practice, 
lor  his  many  efforts  to  testify  at  committees  often 
made  him  juggle  his  patient  schedule.  He  also 
learned  that  the  w'ork  is  suited  for  a person  who 
has  a strong  constitution,  and  is  not  overly  upset 
by  confrontation,  argument,  and  defeat. 

— .\t  times  Dr.  Elvin  Shuffield  sat  in  on  our 
jjlanning  sessions  and  lent  his  considerable  ex- 
pertise: 

— .\nd  hacking  us  up  in  the  office  were  Dr.  Cliff 
Long  and  l.eah  Richmond,  who  gave  us  excellent 
support. 

.\lso  during  the  legislative  session,  w’e  helped 
our  relations  w'ith  State  Government  by  providing 
a pliysician  each  day  to  serve  as  Doctor  of  the  Day. 
This  is  a very  good  practice  which  I think  ought 
to  lie  continued.  It  gives  physicians  from  around 
the  State  a day’s  experience  at  the  legislative  ses- 
sion, and  makes  legislators  aware  of  the  medical 
peojile  all  over  .\rkansas.  That  is  one  part  of  a 
public  relations  effort  that  the  .Arkansas  Medical 
Society  has  started,  and  that  we  ynxist  continue. 

Business  people  give  political  support  to  elected 
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Officers  of  the  Arkansas  Medical  Society  for  1983-1984 


Seated,  left  to  right,  Treasurer  James  Nf.  Kolb,  Jr..  Secretary  Elvin  Shuffieki.  President-elect  Charles  Wilkins.  Jr.,  President  Asa  Crow.  Imme- 
diate Past  President  Morriss  Henrv.  Chairman  of  the  Council  John  P.  Purge,  and  Speaker  .Amail  Chudy.  Standing,  left  to  right,  councilors 
George  Warren,  Harold  Purdv.  F.  E.  jovee,  Lariv  Lawson.  Rhys  Williams,  Fir-nt  Vice  President  Warren  Douglas.  Councilors  M.  J.  Osborne, 
Jim  Lvtle.  Frank  Morgan.  Pat  Phillips,  Past  President  A.  E.  Andrews,  Councilor  Ken  Lilly,  Second  Vice  President  Charles  Rodgers,  Coun- 
cilors Ray  Jouetl,  John  Bell.  James  Armstrong.  Charles  Logan,  Cal  Sanders.  Ronald  Bracken,  and  E.  K.  C. lardy. 


officials  in  their  campaigns;  lawyers  certainly  give 
support  to  candidates  for  judge;  do  yon  support 
political  candidates???  We  need  good  men  and 
women  in  public  office.  Take  time  to  help  them 
get  elected.  If  you  can,  seek  office  yourself,  or 
support  your  spouse.  If  you  or  your  sjX)use  decides 
to  run,  talk  with  me  about  strategies. 

We  need  to  w'ork  individually  and  as  a .Society 
for  good  government  at  every  level.  .\nd  we  need 
to  continue  the  work  of  Dr.  Milton  Deneke’s 
committee  for  good  public  relations.  1 his  should 
be  your  constant  concern  as  a practitioner  as  well 
as  the  concern  of  your  .Society,  for  public  relations 
affect  all  fields. 

Do  not  think  for  a minute  that  your  public 
image  will  fail  to  count  for  good  or  bad  it  you 
should  ever  be  in  a malpractice  situation.  If  you 
and  your  office  staff  show  a constant  concern  for 
your  patients,  they  w’ill  remember.  If  you  do  not, 
they  will  remember.  We  need  more  than  just  well 
patients;  we  need  jratients  who  know  that  we  care 
about  their  whole  lives  and  welfare. 

And  speaking  of  your  staff,  as  competition 
becomes  a real  concern  for  yon— and  it  is  sure  to, 
if  it  hasn't  already— the  way  your  office  is  run  from 


day  to  day  will  determine  whether  you  succeed  or 
fail. 

The  Arkansas  Medical  .Society  has  offered  se\- 
eral  seminars  for  office  staff  members.  Turnover 
in  medical  office  staff  is  a constant  problem,  am/ 
we  catinot  coiulntt  our  jMactices  while  providing 
our  own  training  in  every  asjject  of  running  a 
inetlical  office.  I hope  the  .Society  will  continue 
to  provide  us  the  valuable  service  of  office  staff 
basic  training. 

One  ejuestion  that  we  should  consider  as  a So- 
ciety is  whether  we  should  hire  a pultlic  relations 
firm  or  employee  who  understands  what  the 
Society  needs  in  public  recognition  around  the 
State,  and  what  doctors  need  as  snpijort  from  the 
Society,  and  can  pitt  togetlier  a program  to  IHt  the 
public  know  what  is  going  on  to  help  tliem  in 
.\i  kansas  medicine.  Many  of  our  valuable  servic  es 
receive  little  publicity. 

Do  you  know,  for  example,  that  the  Auxiliary 
has  Iteen  acMve  in  the  fight  against  drunk  driving 
in  Arkatisas?  [udy  McDonald  has  spearheaded  a 
campaigti  of  the  Auxiliary  in  Northwest  Arkansas 
to  make  people  aware  of  the  destruction  of  lives 
by  drunk  drivers. 
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Fifty  Year  Club  of  the  Arkansas  Medical  Society 


McitiIkts  of  ffic  l ifts  \f.ii  ( Itif)  j)U‘sciii  for  the  liiiuhcon  nu'cting  on  Friday  'ncliidcd  jolinnic  Porter  l*rj(i'.  folin  McClollough  Smifti.  Charles 
R.  Hems,  Ruth  I csh.  Xiiuciit  lesh,  (..  Allen  Rol)inson.  \Iillojt  (\  |(din.  jr..  I’hs  pukson,  Ross  Masnard.  fitii  M(ken/ic.  Wallace  Dickin- 
'OM.  and  W Oodhi  idge  \Ioii  is. 


|ol>n  M(C:olloiigh  Smith  of  I ittic  Rock  was  president  of  the 
I ifts  \ eai  ( lub  foi  lh.S2-.s:P 


Milton  C.  John,  Jr.,  of  Stuttgart  is  president  of  the  Fifty  Year  Club  for 
10S!>-S4  and  Joliinde  Porter  Price  of  Monticc-llo  is  .secretan. 
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Past  President  C.  R.  Ellis  at  the  Hogwild  Party  on  Friday  evening. 


Do  you  know  that  Dr.  W'iltjur  Lawson  and 
others  have  quietly  been  working  to  organise  a 
program  to  monitor  birth  defects  and  their  causes 
in  Northwest  Arkansas?  And  that  a similar  pro- 
gram is  being  developed  at  the  Afedical  .School  in 
Little  Rock?  Over  two  years  ago,  the  Arkansas 
Afedical  Society  Council  wetit  on  record  support- 
ing such  a program.  I guided  a necessarv  bill 
through  the  Legislature,  but  it  was  then  vetoed  bv 
Governor  Frank  White,  d'his  year  I introduced 
and  passed  a similar  bill,  which  will  become  law 
in  July. 

I mention  these  issues  to  point  out  that  many 
of  you  are  doing  things  that  contribute  to  the 
public  good,  but  few  people  in  the  State  ever 
know  about  them.  If  they  knew,  I think  they 
would  have  more  positive  attitudes  about  us  as  a 
profession. 

I feel  that  support  of  a public  relations  effort 
overseen  by  the  Society  would  be  money  well 


spent,  il  the  woik  is  done  projx.nly  and  profes- 
sionally. liecause  otir  staff  is  .so  competent  and  so 
aware  of  our  jirolessional  responsibilities  as  physi- 
cians, I believe  they  coidcl  oversee  public  relatiotis 
activity  that  we  could  be  proud  of,  and  that  would 
let  the  public  know  what  Arkansas  doctors  are 
doing  in  the  public  interest.  There’s  a lot  to  re- 
port. Let’s  get  the  word  out. 

In  closing,  I hope  you  have  a good  and  reward- 
ing visit  to  Fayetteville  and  Northwest  .\rkansas 
and  return  again  soon. 

.\gain  thank  you  for  allowing  me  to  serve  you 
as  President  this  year.  It  has  been  a pleasure. 

1 hank  you. 

# * # # 

\hce  .Speaker  Phillips  reported  that  eighty-one 
delegates  had  registered  for  the  first  meeting  of 
the  House  and  that  a quorum  was  present. 

Vice  Speaker  Phillips  recognized  President 
Henry  for  a [Jiesentation.  Dr.  Henry  presented  a 
SLS,119  check  from  the  American  Medical  .Vsso- 
cialion  Education  and  Reseaich  Foundation  to 
Dean  Thomas  Bruce  of  the  T-hiiversity  of  Arkansas 
College  of  Medicine.  Dean  Bruce  expressed  ap- 
preciation to  the  Society  and  to  the  Aitxiliary  for 
the  Auxilians’  work  on  behalf  of  AM.\-ERF. 

Joe  \’er.ser,  secretary  of  the  .Arkansas  State 
Medical  Board,  was  recognized  by  \h’ce  Speaker 
Phillips.  Dr.  Verser  presented  a platpie  of  ajr- 
preciation  to  Stanley  .Applegate  of  Springdale  for 
his  sixteen  years  of  service  on  the  Medical  Board. 
Dr.  .\pj)legate  expressed  his  appreciation  for  the 
privilege  of  working  on  the  Board. 

V’ice  Speaker  Phillips  called  for  additions  or 
corrections  to  the  minutes  of  the  lObth  meeting  of 
the  .Arkansas  Medical  Society  held  in  1982.  Upon 
motion  of  Ken  Lilly,  the  minutes  were  approved 
as  published  in  the  June  1982  issue  of  the  Journal. 

Ahce  Speaker  Phllli])s  asked  for  additions  or 
corrections  to  the  minutes  of  the  November  14, 
1982,  meeting  of  the  House  of  Delegates.  ITpon 
motion  of  James  .Maupin,  the  minutes  were  ap- 
proved as  published  in  the  January  1983  issue  of 
the  Journal. 

Dr.  Phillii)s  then  recognized  Council  Chaimian 
John  P.  Burge  for  a supplemental  report  of  the 
Council.  Dr.  Burge  reported  on  meetings  of  the 
Council  held  after  publication  of  the  Report  of 
the  Council  in  the  March  Journal.  (Report  fol- 
lows minutes.)  Speaker  Chudy  referred  the  sup- 
plemental report  to  Reference  Committee  Num- 
ber One. 
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Speaker  Aniail  Cliudv  presides  as  House  of  Delegates  votes  on  report  of  Nominating  Committee  as  presented  bv  Frank  Morgan. 


By  inoiion  oi  Sluifiiekl,  the  House  siispeiuled 
(he  rules  in  order  to  receive  a report  of  the  Com- 
mittee on  Medical  Legislation  by  Chairman  [ames 
Weber.  (Report  follows  minutes.)  .Speaker  (ihudy 
expressed  ap]>reciation  to  Dr.  Weber  anti  Dr. 
Shutfield  tor  their  tledicatetl  work  tluring  the  ]>ast 
legislative  session.  The  House  recognized  the 
society  lobbyists  lor  their  efforts.  The  re|X)rt  of 
the  Committee  on  Medical  Legislation  was  re- 
I erred  to  Relerence  Committee  Number  Three. 

Speaker  Chudy  recognizetl  A.  S.  Koenig,  chair- 
man of  the  Cionstitutional  Revisions  Committee. 
Dr.  Koenig  atlvised  the  House  that  he  would 
jnesent  for  setond  reading  proposed  amendments 
to  the  Cionstitution  and  Bylaws  of  the  Arkansas 
.Medical  Society.  The  proposed  changes  were 
approved  on  lirst  reading  at  the  11)82  meeting  and 
were  published  twice  in  the  Journal  of  the  Society 
since  the  1982  meeting. 

FINAL  CONSIDERATION  OF 
PROPOSED  AMENDMENTS 

.\R'l  ICLE  fV.  Constitution. 

Section  3.  Delegates 

Delegates  shall  be  those  members  who  are 
elected  or  sealed  in  accordance  with  the  Constitu- 


tion and  Bylaws  to  represent  their  respective 
component  societies  in  the  House  of  Delegates  of 
this  Societv. 

z 

,\R1  ICLL  V.  Constitution.  House  ol  Delegates. 

I'he  House  of  Delegates  shall  be  the  legislative 
body  of  the  Society,  and  shall  consist  of  (I)  dele- 
gates elected  by  the  component  societies  or  seated 
by  the  House  of  Delegates  to  represent  component 
societies  as  provided  in  these  bylaws;  (2)  the  coun- 
cilors, and  (3)  ex-officio,  the  presitlent,  first  vice 
president,  president-elect,  speaker,  vice  speaker, 
secretary,  treasurer,  and  past  presidents  of  the 
•Society,  jnovided,  however,  that  the  ex-officio 
members  shall  have  the  power  of  voting  on  all 
subjects  except  the  election  of  officers. 

BYLAWS.  CHAPTER  1.  Membership 
(.\)  Actise  Membership 

The  active  membership  of  this  Society  shall  be 
comprised  of  all  the  active  members  of  its  com- 
ponent societies.  Only  such  person  is  eligible  for 
active  membership  in  a component  society  as 
possesses  the  degree  Doctor  of  Medicine  or  Doctor 
of  Osteopathy  and  holds  an  unrestricted  license  to 
jnactice  medicine  and  surgery  issued  by  the 
(delete:  Board  of  Afedical  Examiners  which  con- 
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President  Asa  Crow  and  President-elect  Charles  P.  Wilkins.  Jr. 


sists  ot  members  recommentletl  by  tliis  Society) 
Arkansas  State  Medical  Hoard.  1 he  eligil)ility 
rec|uirements  set  forth  in  the  preceding  sentences 
are  not  to  apply,  however,  (tlelete:  to  members  in 
good  standing  in  any  component  .society  at  the 
time  of  the  adoption  of  this  section,  .\doptetl. 
House  of  Delegates,  1%1  Annual  Session,  nor)  to 
the  members  of  tlie  specialty  chartered  “Student 
and  Intern  and  Resident  Societies.” 

Note:  Words  italicized  are  additions. 

Dr.  Koenig  moved  adojrtion  of  the  amendments 
to  the  Constitution  and  Bylaws.  I'here  was  a 
separate  vote  on  each  proposed  change.  All  pro- 
posed changes  were  unanimously  adopted. 

Speaker  Chtidy  then  recognized  Dr.  Koenig  for 
presentation  of  proposed  amentlments  for  first 
reading  to  the  Hrni.se  of  Delegates. 

AMENDMENTS  PRESENTED  FOR 
FIRST  READING 

Delete  CH.\PrER  V,  Section  3,  of  the  Bylaws, 
which  read: 

,\ny  person  known  to  have  .solicited  votes  lot 
or  sought  any  office  within  the  gift  of  this  Society 
shall  be  ineligible  lor  any  office  for  two  years. 


(>H.\P  PER  V,  Section  T,  now  reads: 

No  member  shall  Ire  eligible  to  an\  ollice  of 
tliis  Society  who  is  not  in  attendance  at  the  meet- 
ing at  which  the  election  is  lield. 

.\dd  to  that  section: 

Exceirtions  may  be  marie  liy  the  House  ol  Dele- 
gates il  the  nominee  is  unable  to  be  present 
because  of  circumstances  beyond  his  control. 

(Subse(|uent  set  t ions  of  Chapter  \'  would  be 
renumbered.) 

Dr.  Koenig  arhised  the  House  tlril  there  was 
also  a sup|jlemental  report  ol  tlie  Constitutional 
Revisions  (Committee.  In  accordance  witli  recom- 
mendations in  the  report  of  the  Long  Range 
Planning  Committee  and  action  ol  the  Council  of 
the  Society,  th?  Committee  recommended  the  lol- 
lowing  jiioposed  change  in  the  Bylaws. 

NEW  PROPOSAL  ON  AMENDMENT 
PROVIDING  REDUCED  DUES 

Cdiapter  I,  Section  3.  .\dd  paragra|)h  (r). 

New  .Active  members  of  the  Society  entering 
practice  in  .Aikansas  shall  be  exempt  Irom  rlues 
from  the  date  of  entry  into  prar  tice  until  the  next 
regular  dues  period.  The  follotr  ing  year,  the  dues 
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V 

1 

President  Asa  Crow  addresses  House  of  Delegates  on  Sunday,  May  8,  urging  members  to  make  contributions  to  the  AMS-State  Legislative  Fund. 


assessment  shall  be  at  one-hall  the  total  amount. 
Thereafter,  full  dues  are  payable. 

The  proposals  presented  for  first  reading  were 
referred  to  Reference  Committee  Number  Two. 

Speaker  Chudy  then  introduced  a resolution 
from  the  Pulaski  County  Medical  Society  for  con- 
sideration of  the  House. 

PULASKI  COUNTY  RESOLUTION  ON 
AUXILIARY  PUBLIC  SERVICE  PROJECTS 

WHEREAS,  the  Arkansas  Medical  Society  has 
been  impressed  with  the  resnlts  of  the  public 
service  programs  currently  being  conducted  by 
the  Auxiliary  throughout  the  State;  namely  the 
scoliosis  screening  program;  the  teenage  pregnan- 
cy and  venereal  disease  education  program;  and 
the  child  automobile  restraint  program  (Belt 
Man);  and 

"W^HEREAS,  the  Auxiliary  intends  to  continue 
these  important  public  service  programs  in  the 
future;  and 

WHEREAS,  the  Arkansas  Medical  Society 
hopes  to  encourage  these  highly  successful  health- 
related  services, 

BE  IT  THEREFORE  RESOLVED,  that  the 
Arkansas  Medical  Society  offers  congratulations 


to  the  Auxiliary  for  the  tireless  efforts  of  its  mem- 
bers in  the  conduct  of  these  activities;  and 

THAT,  the  Auxiliary  be  advised  of  the  ap- 
proval by  the  Arkansas  Medical  Society  for  con- 
tinuing its  efforts  in  the  conduct  of  these  programs 
on  a Statewide  basis. 

The  resolution  was  referred  to  Reference  Com- 
mittee Number  Two. 

Members  of  the  House  held  district  meetings 
on  the  floor  to  select  members  of  the  1983-84 
Nominating  Committee.  Elected  to  represent 
their  districts  on  the  committee  were: 

1.  Sybil  Hart,  Blytheville 

2.  Ramon  Lopez,  Newport 

3.  John  Hestir,  DeWitt 

4.  Dan  Berry,  Lake  Village 

5.  George  Warren,  Smackover 

6.  A.  E.  Andrews,  Texarkana 

7.  William  R.  Mashburn,  Hot  Springs 

8.  Paul  Cornell,  Little  Rock 

9.  Wade  Burnside,  Fayetteville 

10.  W.  P.  Phillips,  Fort  Smith 

Speaker  Chudy  announced  that  members  of  the 
Third  and  Sixth  Congressional  Districts  would 
meet  immediately  following  recess  of  the  House 
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Charles  F.  Wilkins,  Jr.,  addresses  House  after  being  chosen  for  the  position  of  president-elect  of  the  .Arkansas  Medical  Societv. 


to  select  nominations  for  positions  on  the  .State 
Medical  Board  and  the  State  Board  of  Health. 

House  members  were  reminded  that  Reference 
Committee  meetings  would  be  held  immetliately 
following  the  House  and  urged  all  members  to 
attend. 

1 he  House  of  Delegates  was  declared  in  recess 
at  2:20  P.M.  until  10:00  A.M.  on  Sunday,  May  8. 

REPORTS 

SUPPLEMENTAL  REPORT  OF  THE  COUNCIL 
John  P.  Burge,  Chairman 

The  Council  met  on  Sunday,  March  13,  1983, 
in  the  Camelot  Inn  in  Little  Rock  and  conducted 
business  as  follows: 

1.  Heard  a report  from  President  Morriss  1 lenry 
on  the  reception  co-hosted  by  the  Society. 
The  Council  directed  that  letters  of  apprecia- 
tion be  forwarded  to  Dr.  and  Mrs.  Ellery  (fay 
and  Mrs.  Louis  Hundley  for  their  assistance 
with  the  reception.  Dr.  Henry  also  reported 
on  several  legislative  issues  under  considera- 
tion by  the  State  Legislature. 

2.  Councilor  Lloyd  Langston  reported  on  the 
1983  Leadership  Confei'ence  of  the  American 


^^edical  Association  which  he  attended  as  one 
of  the  Society’s  rejfiesentatives. 

3.  Lhe  Council  heartl  a discussion  by  Mr.  Bob 
Shoptaw  of  .Arkansas  Blue  Cross-Blue  Shield 
of  features  of  three  alternate  delivery  and 
linancing  systems  for  health  care  (Preferred 
Provider  Organizations,  Individual  Practice 
-Associations,  and  Healtli  Maintenance  Or- 
ganizations). 

1.  The  Council  approAed  actions  of  the  Execu- 
tive Committee  in  a meeting  held  fanuary  27, 
1983. 

.7.  Dr.  Long  discussed  a re(]uest  that  a para- 
medical group  be  allotved  to  have  a hospitali- 
ty booth  at  the  1983  ctmvention  ol  the  Society 
and  the  Executive  Committee  recommenda- 
tion against  approval.  The  Cotimil  voted  to 
support  the  Executive  Committee  recommen- 
dation. I’he  Council  further  voted  to  recpiest 
that  the  Society's  I.egislative  Committee  meet 
Avith  representatives  of  the  paramedical  group 
concerned  to  discuss  mutual  interests. 

b.  The  Council  voted  to  direct  the  executive 
vice  president  to  Avrite  the  LegislatiA'e  Coun- 
cil recjuesting  that  the  Society  be  informed  of 
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PRINCIPAL  OFFICERS  OF  THE  ARKANSAS  MEDICAL  SOCIETY  FOR  1983-84 


First  \’kp  Fu'skIciu  Warriii  Douglas,  I reasurcr  lames  M.  Kolh.  |r..  Sedctarv  F.hin  vShiiffiekl.  I’resident-elcc t Charles  F.  Wilkins,  Ji..  Pres- 
Asa  ( rou  . Immedi.iU-  Past  I'rcsit’cnt  Morriss  Hihin.  ( haiiman  of  the  ('omuil  John  P.  Burge,  and  Second  \’ice  President  Charles  Rodgers. 


heal  iiigs  or  tli>,c  ussions  pertaining  to  licensing 
ol  x-ray  technicians  between  now-  and  the 
next  session  ol  the  Legislature. 

7.  Lhc  (lonncil  directed  that  physicians  ap- 
pointed to  the  Medical  Services  Review 
(ionnnittee  whose  intent  was  not  to  attend 
all  meetings  ol  the  (Committee  be  replaced  by 
other  representatives  ol  the  specialtv  in- 
volved. I'he  (ommittee  member  is  to  be 
selected  Irom  nominations  .submitted  by  the 
specialty  group. 

S.  The  (ionncil  voted  to  distrihnte  to  the  em- 
ployees the  amounts  cretlited  to  them  on  the 
Society  hooks  toward  the  delincd  contribu- 
tion plan,  pins  interest,  lor  the  period  Irom 
October  19S()  through  December  19S1  be- 
cause the  new  plan  was  not  in  ellect  at  that 
time  and  the  binds  are  not  eligible  tor  the 
defined  contribtition  plan  approved  in  1982. 

9.  'Lhe  Oonncil  voted  to  pay  the  balance  on  the 
word  processing  ccpiipment. 

19.  The  Ootincil  voted  to  endorse  the  statement 
ol  the  Board  ol  Regents  of  the  .American 
(College  of  Snrgeons  dated  Febrtiary  b,  1983, 


regarding  Proposed  Revisions  in  the  Medical 
Stall  Standards  ol  the  Joint  Oommi.ssion  on 
Accreditation  of  Hospitals.  .A  resolution  in 
stipjatrt  ol  that  position  is  to  be  presented  to 
the  House  ol  Delegates  of  the  Society  in  May 
and,  if  apjnoved,  to  the  .American  Medical 
.Association  in  June. 

JCAH  MEDICAL  STAFF  STANDARDS 

W^HERK.AS,  the  voluntary  accreditation  ol  ho.s- 
pitals  has  contribtited  to  the  finest  quality  of 
medical  care  for  all  hospitalized  patients,  and 

\\’HERRAS,  the  Board  of  Commissioners  of  the 
joint  Commission  on  Accreditation  of  Hospitals 
has  tentatively  approved  proposed  revisions  in  the 
.Accreditation  .Mantial  for  Hospitals,  which  wotdd 
rejtlace  the  term  ‘‘medical  staff"  with  the  term 
‘‘organized  staff,"  and 

WHERE.AS,  the  revisions  would  allow  the  indi- 
vidtial  hospital  the  option  of  determining  stand- 
ards for  admission  of  patients,  and  responsibility 
lor  patient  care  in  hospitals  w'onld  not  necessarily 
rest  with  ftdiy  licensed  physicians  functioning  as 
a qualified  medical  staff,  and 
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W’UKRKAS,  tlie  pioposccl  revisions  (oulcl  have 
a proionnd  detrimental  effect  on  the  (piality  ol 
medical  and  surgical  care  in  the  hospitals  of  this 
country, 

NOW’.  THERKFORE,  BE  IT  RESOIA’El), 
that  the  Arkansas  Medical  Society  express  its 
opposition  to  this  pioposed  revision  in  the  yCAH 
Accreditation  Manual,  and 

BE  II  Fl'RITIER  RESOLVED  that  the 
American  Medical  Association  he  urged  to  oppose 
the  jjroposed  revision  in  the  accreditation  manual 
and  to  instruct  the  A,MA  Commissioners  on  the 
JCAH  to  work  for  rejection  of  the  proposed 
revision. 

11.  d’he  cliairman  of  the  Legislative  Ciotnmittee, 
Dr.  Weber,  hiought  the  Council  up  to  date 
on  medical  issues  before  the  curretit  session 
of  the  Getieral  .\ssemblv. 

I he  Executive  Comtnittee  then  wetit  itito  Ex- 
ecutive Session  atid  the  followitig  actions  Aveie 
recorded  by  Secretary  Shnf field: 

1.  The  Council  approved  a motion  tliat  the  So- 
ciety give  Miss  Richmond  S500  ])er  montli  to 
begin  at  retirement  after  35  years  ol  seivice 
or  longer  atid  contintte  the  payments  iititil  she 
reaches  65  or  her  death,  at  which  time  the 
payments  would  cease  to  be  distribitted.  1 lie 
principles  set  out  iti  .Vttachment  #11  of  5rr. 
Mitchell’s  report  on  the  terminatioti  of  the 
defined  benefit  jilati  will  continue  in  effect, 
deleting  the  formula  concerning  the  monetary 
agreement. 

2.  The  Council  approved  a motion  that  Mr. 
Mitchell  be  anthori/ed  to  determine  tlie 
amount  of  money  necessary  to  be  .set  aside  to 
earn  interest  in  sufficient  amount  to  take  care 
of  this  obligation,  if  accepted. 

REPORT  OF  COMMITTEE  ON  LEGISLATION 
James  R.  Weber,  Chairman 

I am  jileased  to  Ining  to  you  the  report  on 
Medical  Legislation. 

We  would  like  to  recognize  and  thank  those  of 
yon  who  served  as  Physicians  of  the  Day  and  to 
those  ol  yon  who  contacted  your  legislator  ]ier- 
taining  to  the  various  bills.  The  members  of  the 
Legislature  not  only  seem  to  appreciate  the  medi- 
cal services  made  available  but  seemed  to  be 
pleased  to  see  the  doctors  from  home  there  and  to 
introduce  them  to  the  House  and  Senate. 

We  want  to  give  our  heartfelt  thanks  to  E'rit/ie 
Means,  RN,  who  was  there  to  run  the  dispensary 


President-elect  Charles  !■.  Wilkins,  Jr..  Russellville. 


every  clay  of  the  session.  Her  concern  and  care  tor 
the  Legislators  and  their  lamilies  deserve  special 
recognition. 

I am  proud  to  report  that  yon  were  served  well 
by  vour  fulltime  staff  at  the  Legislature.  1 lie 
tremendous  energy  and  integrity  ol  Attorney  .Mike 
.Mitchell  and  ken  LaMastns  have  earned  them 
tlie  credibility  and  respect  to  get  the  job  done. 

The  visits  and  support  Irom  the  medical  wives 
were  mnch  apprecitited  during  this  past  session. 

W'e  especially  want  to  say  thank  yon  to  Dr. 
Elvin  .Shuffield,  Dr.  Payton  Roll),  and  Dr.  Ben 
.S;dt/man  lor  the  tremendons  amount  ol  time  the\ 
each  devoted  to  this  Legislatice  session. 

Eo  Dr.  Long,  Leah  Richmond  and  all  the  .So- 
ciety staff,  all  the  hard  work  and  support  given 
every  day  was  much  appreciated. 

1 would  like  to  emphasize  to  yon  that  there  has 
been  a significant  shift  in  jiolitical  action  from 
the  National  scene  to  the  State  Legislatures 
thionghont  the  Nation  in  regard  to  matters  jier- 
taining  to  health  care  and  medical  practice. 

No  one  would  deny  that  in  the  recent  legislative 
session  there  was  a blitz  on  lot  utility  reform.  Ehe 
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heatllines  ol  every  newspaper  in  the  State  made 
that  an  obvious  latt.  Nonetheless,  there  was  only 
about  a tlozen  bills  directed  at  utilities.  I here 
were  over  sixty  bills  that  aflec  ted  medical  jutictice 
and  health  care  in  a imijor  way.  Medicine  was 
caught  in  a blizzard.  Keeping  up  with  all  those 
bills  and  working  to  have  major  impact  on  their 
outcome  provided  tjuite  a challenge  to  out  Clapitol 
team  this  session.  Our  Society  president.  Senator 
.\Iorriss  Henry,  deserves  special  recognition  for 
the  yeoman's  job  he  did  lor  us  during  this  most 
difficult  se,ssion. 

The  newsletter  reviews  most  of  the  majoi  bills 
and  their  outcome  for  you. 

1 would  like  to  relate  to  yon  a few  basic  observti- 
tions  from  our  experience  in  this  legislative  ses- 
sion and  propo,se  to  yon  a plan  for  the  Arkansas 
Medical  Society  to  strengthen  political  activities 
in  the  State  Legislature. 

d’he  medical  profession  has  a lot  to  offer  to  the 
legislative  process.  The  input  from  physicians  is 
not  only  desired  by  members  of  the  Legislature 
but  also  duly  .sought.  Wc  have  the  responsibility 
to  be  available  to  give  accurate  information  and 
help  pass  good  legislation. 


To  be  most  effective  in  our  legislative  efforts 
we  must  strive  harder  to  stand  united  and  not 
become  fr;igmented  on  the  major  legislative  issues 
confronting  medicine.  If  our  adversaries  are  able 
to  get  just  one  ])hysician  on  their  side,  they  gain 
a lot  of  steam. 

An  intense  pidslic  relations  effort  by  physicians 
dovetails  with  a sound  political  action  program 
and  both  seem  necessary  for  idtimate  succe.ss. 

The  following  is  a program  proposed  to 
strengthen  our  political  actions  at  the  State  level: 

1.  State  Legislator  Contacts.  There  should  be  at 
least  one  physician  contact  for  each  State 
Legislator.  The  contact  should  be  a physician 
who  has  a close  acquaintance  with  the  Legisla- 
tor, to  assist  in  his  election  by  raising  campaign 
contributions  for  primary,  runoff  and  general 
elections,  giving  him  dinners  or  coffees  or 
whatever  is  appropriate  to  assist  him  in  his 
election.  Finally,  during  the  Legislative  Ses- 
sion, this  contact  would  be  asked  to  assist  us  in 
lobbying  efforts  with  respect  to  that  Legisla- 
tor’s vote  on  issues  which  affect  medicine. 

2.  State  Legislative  Committee  Campaign  Fund. 
A fund  must  be  accumidated  for  campaign 
contributions  to  be  used  exclusively  for  State 
Legislators  and  State  Constitutional  officers. 
The  campaign  contributions  will  be  deter- 
mined by  the  Arkansas  Medical  Society  State 
Legislative  Representatives. 

3.  Arkansas  Medical  Society  Legislative  Recep- 
tion. During  each  regular  session,  the  Arkan- 
sas Medical  Society  should  sponsor  a reception 
for  the  Arkansas  General  Assembly  to  be  at- 
tended by  members  of  the  Council,  officers  of 
the  Medical  Society,  State  legislator  contacts 
and  special  guests. 

4.  Physician  Legislators  in  the  Arkansas  General 
Assembly.  We  must  have  physicians  as  mem- 
bers of  the  Senate  and  House.  We  must  make 
a concerted  effort  to  seek  out  physicians  who 
are  willing  to  run  lor  these  positions  and  pro- 
vide maximum  physician  siqrport  for  their 
election. 

REPORT  OF  THE  SUB-COMMIHEE  ON 

STATE  HEALTH  AND  MEDICAL  RESOURCES 
FOR  CIVIL  DEFENSE 
Thomas  L.  Eans,  Chairman 

Minimal  action  has  been  taken  by  this  commit- 
tee. Several  members  have  been  contacted  by 
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phone  lor  tlisdission  ol  ihe  potential  anil  purpose 
of  this  committee.  It  has  not  been  very  active  in 
recent  years.  The  consensus  ot  opinion  seems  to 
he  that  there  is  an  unfilled  need  in  the  area  of 
civil  iletense,  hut  the  problem  is  of  such  a magni- 
tude that  it  seems  to  be  beyond  our  scope  to  solve 
the  problem.  Communication  has  been  made  to 
the  State  Health  Department  to  the  Office  of 
Pimergency  Services  to  try  to  determine  what  roles 
the  Medical  Society  could  play  in  assisting  tliem 
in  times  of  man-made  or  natural  disasters.  It  has 
been  determined  that  there  is  a State  Emergency 
Responsibility  Plan  but,  unfortunately,  this  com- 
mittee has  been  unable  to  obtain  a copy  of  this 
document  from  the  State  Health  Department. 

It  is  felt  that  ci\il  defense,  as  pertains  to  this 
committee's  title,  does  imply  environmental,  nat- 
ural, and  man-made  disasters,  and  it  would  be 
desirable  lor  the  physicians  of  this  State  to  par- 
ticipate in  whatever  manner  they  are  needed  for 
the  resolution  of  the  illnesses  that  may  result  from 
these  disasters.  It  is  felt  that  further  communica- 
tion needs  to  be  established  between  the  Health 
Department  and  the  Medical  Society  and  possibly 
other  groups  regarding  any  unfilled  needs. 

It  is  our  understanding  that  in  any  massive  dis- 


aster, the  Health  Department  provides  triage  at 
the  scene  until  a physician  arrives  there,  but 
apparently  there  is  no  plan  to  ask  for  the  physi- 
cian. Perhaps  each  county  health  officer  or  some 
appropriate  physician  could  be  designated  as  the 
])erson  responsible  for  providing  this  assistance 
when  contact  is  made  by  the  Health  Department 
team. 

The  most  unfilled  need,  we  all  agree,  is  that  of 
jjroviding  health  care  in  the  event  of  a nuclear 
war.  This  problem,  of  course,  is  monumental  and 
there  is  a trend  across  the  country  to  believe  that 
it  will  be  an  impossible  situation:  that  is,  they 
relate  this  to  the  philosophy  of  “unwinable  war.” 
Although  the  entire  committee  has  not  met  and 
discussed  this,  as  the  chairman  I propose  that  this 
is  a false  concept  and  that  the  physicians  of  this 
■State,  as  w’ell  as  of  all  states,  can  and  shoidd  be 
ready  and  willing  to  provide  medical  assistance 
to  the  best  of  their  ability  in  the  event  of  a nuclear 
war  and,  furthermore,  that  there  should  be  a State 
disaster  plan  to  assist  them  in  doing  this.  Of 
course,  no  one  believes  that  this  will  be  simple, 
but  that  does  not  mean  that  it  is  impossible. 

Further  communications  in  these  areas  will  be 
pursued  this  year  by  this  committee. 


FINAL  SESSION 

HOUSE  OF  DELEGATES 


MAY  8,  1983 

Speaker  Chudy  called  the  House  to  order  at 
10:00  a.m.  on  Sunday,  May  Hth,  1983.  Invocation 
was  by  Vice  Speaker  Phillips. 

.Members  of  the  House  registered  for  the  final 
meetitig  were:  .\RK.\NSAS,  G.  L.  Guyer;  BAX- 
TER, John  F.  Guenthner;  BENTON,  Michael  R. 
Platt,  E.  Bruce  Waldou:  BOONE,  Jean  Gladden; 
CHICOT,  Danny  T.  Berry;  CLARK,  N.  R.  Rit- 
ter; CRAICHIEAD-POINSETT,  Don  Vollman; 
CRLETENDEN,  C.  Herbert  Taylor,  Jr.;  FAULK- 
NER, Robert  B.  Benafield;  GARLAND,  James  L, 
Gardner  and  William  R.  .Mashburn;  GREENE- 
CLAY,  Richard  O.  Martin;  HEMPSTEAD,  Jim 
McKenzie;  JEFFERSON,  R.  Teryl  Brooks,  Jr.; 
L.WVRENCE,  Ralph  F.  Jose])h;  LEE,  Dwight'w. 
Gray;  LOG.\N,  \V.  R.  Daniel:  MISSFSSIPIT,  Joel 


P.  Cook;  MONROE,  N.  C.  David,  Jr.;  NTA'ADA, 
Michael  C.  Young;  OU.\CHITA,  J.  R.  Kendall; 
PHILLIPS,  Robert  Miller;  PEJLASKI,  James 
Cornett,  Raymond  Biondo,  Gordon  P.  Oates, 
Warren  M.  Douglas,  Carlos  Araoz,  Wdlliam  J. 
Morton,  Charles  FI.  Rodgers,  Gregory  .\.  Dwver, 
Douglas  E.  ^'oung,  d'homas  A.  Bruce,  (ieorge  K. 
Mitchell,  Paul  J.  Cornell,  Orval  E.  Riggs;  SEBAS- 
'LI.\N,  Carl  L.  Williams,  Morton  C.  Whlson,  C. 
Bradford,  .A.  Samuel  Koenig,  J.  David  Busby; 
UNION,  Willis  M.  Stevens:  W.VSHINC;  ION, 
Earl  B.  Riddick,  Jr.,  Lee  B.  Parker,  Jr.,  F.  E.  Mc- 
Evoy,  J.  E.  McDonald;  YELL,  James  L.  Maupin. 
COUNCILORS:  Merrill  J.  Osborne,  J.  Lany 
Lawson,  Jim  Ic.  Lytle,  John  E.  Bell,  John  Hestir, 
John  P.  Burge,  George  \\’arren.  Cal  R.  Sandeis. 
F.  E,  Joyce,  |ames  D.  .Viinstrong,  E.  K.  Clardy, 
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lanifs  M.  Rolf).  |r.,  escorts  Clbailes  !■ . Wilkins.  Jr.,  to  pcKliuin  after 
lie  was  named  president-elect  ot  the  Societv. 


Ronald  |.  P>iack.en,  W.  Ray  Jouetl.  Frank  E.  Mor- 
gan, Harold  1).  Pnrdy,  (diaries  W.  Logan,  Richard 
\.  Pearson,  Rhys  A.  Williams,  Charles  F.  Wilkins, 
Ken  Lilly.  PRESIDENT,  Asa  A.  Crow;  EIRST 
\ ICE  PRESIDEN'F,  Paid  A.  Wallick;  SPEAKER 
OE  I HE  HOUSE,  Amail  Chudy;  VICE  SPEAK- 
ER OF  1 HE  HOUSE,  W.  P.  Phillips:  SECRE- 
1 ARY,  Elvin  Shnilield;  EREASURER,  James 
M.  Kolb,  |r.  PAST  PRESI DEN  I'S:  Morriss  M. 
Henry,  Purcell  Smith,  Jr.,  .\.  E.  Antlrews,  W. 
Payton  Kolb,  1'.  E.  Fownsend,  Ross  Eowler  and 
C.  R.  Ellis. 

Vice  Speaker  Philli|js  announced  tlnit  there 
were  79  delegates  registered  and  that  a ipiorum 
was  present. 

Sjieaker  (duidy  recognized  Nominating  Com- 
mittee Chairman  Erank  Morgan  lor  the  report 
ol  the  Nominating  Committee.  Dr.  Morgan  re- 
jjoi  ted  that  nominations  tor  presitlent-elect  were: 
Charles  E.  Wilkins,  Jr.,  Russellville 
.\.  E.  .Andrews,  Eexarkana 

Speaker  Chudy  asked  for  further  nominations 
from  the  lloor.  Dr.  .-Vndrews  was  recognized  by 
Speaker  Chudy.  Dr.  .Andrews  withdrew  his  name 
from  the  slate  ami  movetl  that  Dr.  "Wilkins  be 


elected  as  presitlent-elect  by  acclamation.  The 
House  so  voted.  Dr.  Wilkins  was  escorted  to  the 
potlium  by  James  Maupin  and  James  Kolb.  Dr. 
Whlkins  thanked  the  members  for  the  honor.  Dr. 
Wilkins  stated  that  because  ot  the  duties  which 
have  been  placed  on  the  immediate  past  president, 
the  job  becomes  more  or  less  a three  year  one  and 
he  pledged  to  do  all  he  could  over  the  next  three 
years  to  promote  the  cjuality  of  medicine  in 
.Arkansas. 

1 he  following  officers  were  elected  unanimous- 
ly by  the  House  of  Delegates: 

F'irst  \'ice  President:  Mhnren  Douglas, 

I.ittle  Rock 

■Second  Vice  President:  (diaries  H.  Rodgers, 
Little  Rock 

Third  Vhee  Presitlent:  Jtimes  E.  Gardner, 

Hot  Springs 

Secretary:  Elvin  Shuffield.  I.ittle  Rock 
Treasurer:  James  M.  Kolb,  Jr.,  Russellville 
Speaker,  House  of  Delegates:  .Amail  Chudy, 
North  I.ittle  Rock 
\hce  Speaker,  House  of  Delegates; 

Paul  A.  Wallick.  Monticello 
Lot  Councilors: 

District  1:  .M.  J.  Osborne,  Osceola 
District  2:  Jim  Lytle,  Batesville 
District  3:  John  Hestir,  DeWitt 
District  1:  Lloyd  Langston,  Pine  Bluff 
District  5:  (ieorge  Warren,  Smackover 
District  6:  E.  E.  Joyce,  Texarkana 
District  7;  E.  K.  Clardy,  Hot  Springs 
District  8:  W.  Ray  Jouett,  Little  Rock; 

Charles  W.  Logan,  Little  Rock 
District  9:  Richard  Pearson,  Rogers 
District  10:  W.  P.  Phillips,  F'ort  Smith 
d'he  House  unanimously  elected  the  following 
to  represent  the  Society  in  the  House  of  Delegates 
of  the  .American  Medical  .Association: 

F'or  Delegate,  term  January  1984  to  December 
1985:  T.  E.  'Eownsend,  Pine  Bluff 
For  .Alternate  Delegate,  term  January  1981  to 
December  1985:  W.  Payton  Kolb,  Little  Rock 
For  Delegate,  term  January  1983  to  December 
1984  (new  position):  .A.  E.  .Andrews,  Tex- 
arkana 

F'or  .Alternate,  term  January  1983  to  December 
1984  (new  position):  George  Warren,  Smack- 
over 

For  .Alternate,  term  January  1983  to  December 
1984  (vacancy):  Richard  Pearson,  Rogers 
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LIpon  reconiiueiulation  ol  tlie  Noniiiiatiii” 
(a)niniiitee,  the  House  approved  the  following 
nominations  for  tiie  member-at-large  ])osition  on 
the  Arkansas  State  Board  of  Health,  term  l)egin- 
ning  |anuary  1,  1981: 

Robert  Miller.  Helena 
AVarren  Hoop,  Little  Rock 
Dwight  Chav,  Marianna 

Speaker  Cduidy  thanked  the  Xominating  Com- 
mittee lor  its  Avork  dm  ing  the  last  two  years  nnder 
the  new  system  for  nominating  officers  and  the 
House  gave  the  committee  an  ovation. 

Speaker  Chndy  recognized  Purcell  Smith  of 
Pidaski  County  for  a cjiiesticzn  c^f  [xasonal  pri\  i- 
lege.  Dr.  Smith  commented  that,  as  one  of  the 
vonnger  members  of  the  Scrciety,  he  had  never 
attended  a convention  of  the  Society  in  a location 
other  than  Little  Rock  err  Hot  Sjrrings.  He  stated 
that  he  had  heaitl  nothing  but  favoraltle  com- 
ments regarding  the  Annual  Se.ssion  in  Layette- 
\ ille.  He  expressed  the  desire  to  personally  thank 
the  staff,  the  .Vnnnal  Session  Committee,  the 
physicians  of  ^Vashington  County,  and  the  Aux- 
iliary in  W'ashington  Comity  for  their  line  effcjrts 
in  making  this  meeting  a success.  .Also  as  a (|nes- 
tion  of  privilege,  he  moved  that  the  Arkansas 
Afedical  Society  formally  express  its  appreciat 'on 
to  the  staff  of  the  Hilton  Hotel  and  the  Con- 
tinuing Education  Center  for  their  outstanding 
efforts  in  making  the  meeting  such  a ]deasant 
experience.  By  standing  ovation,  the  House  verted 
approval. 

Speaker  Chudy  recognized  Paul  Wallick,  chair- 
man of  Reference  Committee  Number  One,  for 
the  report  of  his  committee. 

REPORT  OF  REFERENCE  COMMITTEE 
NUMBER  ONE 
Paul  Wallick,  Chairman 

Mr.  Speaker  and  members  of  the  House  of  Dele- 
gates: 'Sour  reference  committee  gave  careful 
consideration  to  the  items  referred  to  it  and  makes 
the  following  report. 

1.  Mr.  .Speaker,  your  Reference  Coaunitlee  rec- 
ommends that  the  following  reports  be  re- 
ceived for  the  informatiori  of  the  House  of 
Delegates: 

.\nnual  .Session  Committee 
Repm  t of  Councilors  for  the  Fifth  District 
Report  of  the  Executive  Vice  President 
Report  of  the  .Arkansas  Department  of  Health 


Asa  A.  Crow  receives  gavel,  svmbol  of  office  of  president  of  the 
.Socict^.  from  Morriss  M,  Henrv. 


2.  Mr.  Speaker,  your  Reference  Committee  rec- 
oin molds  adoption  of  the  report  of  the  Ihidgel 
Committee  as  published. 

S.  Report  ol  the  Council 

d he  jniblished  report  ol  the  Council  and  sup- 
plemental report  of  the  Council  tvith  the  JC.AH 
Resolution  were  discussed  and  the  Committee 
recommends  adoption  as  written.  Dr.  fames 
I odd,  member  of  the  Board  ol  trustees  of  the 
,A.M,A,  attended  the  reference  committee  meeting 
and  reported  that  there  will  be  a change  in  the 
wording  of  the  proposed  revision  of  the  jC.AH 
Medical  Stall  standards  which  will  be  [presented 
to  state  .societies  at  a later  date.  Lite  members  ol 
the  committee  recommentl  that  the  resolution  be 
submittetl  to  the  .AM.A. 

I he  position  papers  were  accepted  as  part  of 
the  report  of  the  Council  as  tvritten. 

Mr.  Speaker,  this  concludes  out  rejtort  and  I 
move  adoption  of  the  entire  report  ol  this  reler- 
ence  committee  by  the  House  ol  Delegates. 

Lhe  House  atlopted  the  Report  of  Reference 
Committee  Ntnnber  One  as  presented. 

Dr.  Whillick  thanketl  the  members  who  served 
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Nlorrisf?  M.  Hcnn.'  receives  plaque  of  appreciation  for  his  senice  as 
president  of  Uie  Society. 


with  iiini  on  the  committee  — Ciordon  P.  Oates, 
Ronald  Bracken,  Charles  F.  Wilkins,  and  Mae 
Xettleship. 

Speaker  Chndy  recognized  A.  Samuel  Koenig, 
chairman  of  Reference  (Committee  Xnmiter  Ttvo, 
fear  the  report  of  his  committee. 

REPORT  OF  REFERENCE  COMMITTEE 
NUMBER  TWO 
A.  Samuel  Koenig,  Chairman 

Mr.  Speaker  aiul  members  of  the  House  of  Dele- 
gates: Your  relerence  committee  gave  carefid  con- 
sideration to  the  items  referred  to  it  and  makes 
the  following  report. 

1.  Report  of  the  Committee  on  Hospitals 

1 here  was  some  discussion  of  the  fact  that  this 
committee  had  not  met  in  the  past  year  and  that 
there  hatl  been  no  specific  charge  to  the  commit- 
tee. It  was  the  feeling  of  those  present  at  the 
Reference  Committee  meeting,  and  also  the  Ref- 
erence Committee  members,  that  the  potential 
impact  of  prospective  reimbursement  (DRG) 
mechanisms  to  be  imjalemented  on  hospitals  this 
year  have  significant  potential  influence  on  hos- 
pital operations  and  relationships  between  physi- 


cians and  hospital  administration.  The  commit- 
tee feels  that  these  potential  influences  should  be 
studied  and  evaluated  in  depth  and  that  the 
results  of  these  studies  should  be  disseminated  to 
the  membership  of  the  .Vrkansas  Medical  Society. 
Your  committee  therefore  recommends  that  the 
officers  and  Council  of  the  Society  charge  the 
Committee  on  Hospitals  to  gather  available  infor- 
mation on  jtrospective  reimbursement,  to  evaluate 
and  assess  the  potential  impact  and  ramifications 
of  these  regulations,  to  suggest  potential  avenues 
of  action,  and  to  disseminate  the  findings  of  these 
studies  to  the  membership. 

Mr.  Speaker,  your  Reference  Committee  rec- 
ommends acceptance  of  the  Report  of  the  Com- 
mittee on  Hospitals  for  the  informatio77  of  the 
House  of  Delegates. 

2.  Report  and  Supplementary  Report  of  the 
Constittitional  Revisions  Committee 

The  committee  reviewed  the  Report  of  the 
Constitutional  Revisions  Committee  along  with 
the  Supplemental  Report  pertaining  to  revisions 
of  Chapter  I,  Section  3,  Paragraph  C of  the  Bylaws. 
It  is  the  understanding  of  the  Committee  from 
discussion  presented  that  the  addition  of  Para- 
graph C would  exempt  all  new  active  members 
of  the  Society,  both  new  graduates  and  older 
physicians  establishing  new  practices  in  Arkansas, 
from  dues  as  outlined  in  the  proposed  bylaws 
change.  The  committee  finds  this  to  be  an  ex- 
cellent method  for  encouraging  new  memberships 
in  a manner  that  is  easy  to  administer.  The  com- 
mittee also  feels  that  component  societies  should 
consider  a similar  modification  to  their  dues 
obligations. 

Mr.  Speaker,  your  Reference  Committee  rec- 
ommends adoption  of  the  Report  and  Supple- 
mental Report  of  the  Constitutional  Revisions 
Coynmittee. 

3.  Reports  of  the  Professional  Relations  Com- 
mittees of  the  First  and  Tenth  Councilor 
Districts 

Your  reference  committee  received  the  reports 
of  these  two  councilor  districts  as  informational 
items  and  there  was  no  discussion  on  them. 

Mr.  Speaker,  your  Reference  Committee  rec- 
ommends acceptance  of  the  reports  of  the  above 
committees  as  written. 

4.  Report  of  the  .Medical  Education  Foundation 
for  Arkansas 

Your  reference  committee  is  pleased  to  take 
note  of,  and  woidd  like  to  commend.  Dr.  Robert 
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Watson  for  his  many  years  of  service  and  visionary 
Icadershi})  as  president  of  the  Medical  Education 
Foundation  for  Arkansas.  ITnder  his  guidance 
and  care,  the  resources  for  meaningful  contribu- 
tions to  medical  education  in  ,\rkansas  have  been 
established.  The  Historical  Room  of  the  Arkansas 
^fedical  School  Library  has  been  named  in  his 
honor.  The  committee  members— along  wiili  T 
am  sure,  all  members  of  the  Arkansas  Medical 
Society— rvish  him  God’s  grace  and  care. 

Mr.  Speaker,  your  Reference  Committee  rec- 
ommends acceptance  of  this  report  as  luritten. 

.').  Arkansas  Medical  Society  Political  Action 
Committee 

The  committee  received  a discussion  from  PAG 
Chairman  Larry  Lawson  of  the  future  plans  of 
the  Political  .\ction  Committee.  Difficulties  in 
recruiting  memlrers  -were  discussed.  The  commit- 
tee members  feel  that  in  this  time  of  extensive 
encroachment  of  Federal  and  State  governments 
into  health  care  delivery,  broad  membership  in 
PAG  is  highly  desirable.  Tlie  committee  encour- 
ages the  development  of  nerv,  creative,  and  inno- 
vative methods  to  promote  membership  in  PAG. 

Mr.  Speaker,  your  Reference  Committee  rec- 
ommends acceptance  of  this  report  as  written. 

6.  Sub-Committee  on  State  Health  and  Medical 
Resources  for  Civil  Defense 

The  committee  noted  that  there  has  been  an 
increased  amount  of  transfer  of  toxic  substances 
and  waste  materials  within  the  State  of  Arkansas 
with  the  consequent  increased  risk  of  spillage  and 
local  emergencies  therefrom.  Therefore,  the  com- 
mittee would  like  to  recommend  that  the  Sub- 
Committee  on  State  Health  and  Medical  Re- 
sources pursue  avenues  of  cooperation  between 
the  Society  and  local  medical  emergency  pre- 
paredness committees  with  the  State  emergency 
disaster  plans  administered  by  the  Department  of 
Health. 

Secondly,  we  would  like  to  recommend  that  the 
committee  pursue  avenues  of  approach  to  incor- 
porate the  concepts  of  emergency  and  disaster 
planning  into  the  medical  education  curriculum 
in  conjunction  with  the  University  of  Arkansas 
College  of  Medicine. 

Mr.  Speaker,  your  Reference  Committee  rec- 
ommends acceptance  of  the  Report  of  the  Sub- 
Committee  on  State  Health  and  Medical  Re- 
sources for  Civil  Defense  as  written. 


Asa  A.  Crow  makes  his  inaugural  address. 


7.  Pulaski  County  Resolution 

I'lie  committee  recognizes  and  concurs  that  the 
(juality  ol  the  efforts  of  the  Medical  Society  Aux- 
iliary in  their  educational  piograms  .should  be 
commentled. 

Mr.  Speaker,  your  Reference  Committee  rec- 
ommends a “do  pass’’  of  the  Pulaski  County 
Resolution . 

Mr.  Speaker,  I mose  adoption  of  the  entire 
report  of  this  reference  committee. 

The  Hou.se  so  voted. 

IVfr.  Speaker,  this  concludes  the  report  of  your 
Reference  Committee  Number  Two.  f wish  to 
thank  those  that  a|tpeared  before  this  reference 
committee  and  my  fellow  members  of  the  commit- 
tee, George  Warren,  John  Crenshaw,  William 
Morton,  and  James  Robinette.  We  apjjieciate  the 
opportunity  to  meet  and  discuss  committee  mat- 
ters witli  our  Medical  Student  Observer,  Kris 
Shewmake.  Lastly,  I would  like  to  thank  those 
members  of  the  Aikansas  Afedical  Society  staff 
who  assisted  in  the  prejaaration  of  this  report. 

Speaker  Chudy  called  on  Gerald  Guyer  for  the 
report  of  Reference  Committee  Number  Three. 
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Regina  Hopper,  Miss  Northwest  Arkansas,  enteitained  as  pait  of  the 
inaugural  program  on  Saiurdav  e\ening. 


REPORT  OF  REFERENCE  COMMITTEE 
NUMBER  THREE 
Gerald  Guyer,  Chairman 

Mr.  Speaker  and  members  of  tlie  House  ot 
Delegates:  \'our  relerente  committee  gave  careful 
(onsideration  to  the  items  referred  to  it  and  makes 
tlie  following  report. 

1.  Report  on  Cancer  (Control 

2.  Report  of  Professional  Relations  (Committee 
for  .Ninth  Councilor  District 

3.  Report  of  Delegate  to 

Mr.  Speaker,  your  Reference  Conuniltee  rec- 
ommends that  these  reports  be  received  for  the 
information  of  the  House  of  Delegates. 

-4.  Report  of  Sub-Committee  on  Liaison  evith 
\'ocational  Rehabilitation 

The  committee  recei\'ed  the  report  as  informa- 
tion and  recommends  that  the  V'ocational  Reha- 
bilitation Service  prepare  and  disseminate  to 
.\rkansas  jihysicians  an  outline  of  available  serv- 
ices and  a list  ol  rehabilitation  counselors. 

Mr.  Speaker,  your  Reference  Committee  rec- 
ommends the  Report  of  the  Sub-Conunittee  on 
Liaison  with  Locational  Rehabilitation  be  re- 


ceiiud  for  the  information  of  the  House  of 
Delegates. 

5.  Report  of  Councilors  lor  tlie  Eighth  District 
riie  report  from  the  Eighth  District  was  re- 
ceived as  written.  I’he  committee  recommends 
that  the  Society  write  a letter  of  ajipreciation  to 
the  Arkansas  Supreme  Court's  committee  on  pro- 
fessional conduct  thanking  them  for  their  prompt 
action  in  protesting  television  ads  bv  a local 
attorney. 

Mr.  Speaker,  your  Reference  Committee  rec- 
ommends that  the  report  of  Councilors  for  the 
Eighth  District  be  received  for  the  information  of 
the  House  of  Delegates. 

(').  Report  of  .Arkansas  State  .Medical  Board 

The  committee  reviewed  the  report  of  the  State 
.Medical  Board.  \ supplemental  report  was  sub- 
mitted by  Dr.  Joe  Verser,  Secretary  of  the  State 
•Medical  Board,  stating  the  Board  plans  to  become 
involved  in  investigation  of  unreasonably  high 
professional  fees. 

Mr.  Speaker,  your  Reference  Committee  rec- 
ommends the  report  of  the  Arkansas  State  Medical 
Board  be  received  for  the  i)}for7nation  of  the 
House  of  Delegates. 

7.  Report  of  Legislative  Committee,  Arkansas 
Medical  .Society 

The  committee  discussed  the  report  of  the  Leg- 
islative Committee.  A supplemental  report  was 
submitted  by  Dr.  Elvin  Shuffield,  Secretarv  of  the 
•Arkansas  Aledical  Society,  regarding  funding  for 
the  Legislative  Committee.  The  reference  com- 
mittee was  impre.s,sed  by  the  urgency  of  the  need 
for  financial  assistance  for  the  Legislative  Com- 
mittee in  regard  to  the  supjjort  of  candidates 
.seeking  election  to  .State  government. 

Mr.  Speaker,  your  Reference  Committee  rec- 
ommends that  the  report  of  the  Legislative  Com- 
mittee be  adopted  as  written. 

The  committee  recommends  that  this  proposal 
lie  referred  to  the  Council  of  the  .Society  for 
implementation. 

Mr.  Speaker,  I move  adoption  of  the  entire 
report  of  this  Reference  Committee.  The  House 
adopted  the  report  as  presented  by  Dr.  Guyer. 

Afr.  Speaker,  this  concludes  the  report  of  your 
Reference  Committee  Number  Three.  1 wish  to 
thank  those  who  appeared  before  this  reference 
committee,  my  fellow  members  of  the  committee— 
Ray  Jouett,  Carl  'Williams,  Charles  Rodgers,  A.  E. 
Andrews,  and  the  medical  student  observer  Her- 


64 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


PrOCKI' DINGS 


Mr.  Harvey  Jones  of  Springdale  received  the  Society’s  first  “Special  Layman  Award  ”. 


shel  Garner— and  those  members  of  the  staff  wlio 
assisted  us. 

Speaker  Chndy  letognized  President  (irow.  l)r. 
Crow  expressed  appreciation  on  belialf  of  the 
Legislative  Committee  and  his  personal  apprecia- 
tion to  the  members  of  the  House  for  adopting 
the  proposals  put  forth  by  the  Committee  on 
Medical  Legislation.  He  felt  it  rejjresented  fore- 
sight and  concern  of  the  House  altont  the  en- 
croachment of  tlie  Federal  and  State  government 
on  the  practice  of  medicine.  He  expressed  the 
hope  this  system  will  allow  collection  ol  monies 
to  support  our  political  candidates  in  the  Stale. 
He  pointed  out  that  this  is  completely  .separate 
from  ARK-PAC.  ,\RK-PAC  will  continue  to 
function.  As  a matter  of  fact,  the  Auxiliary  has 
been  asked  to  take  over  the  duties  and  the  func- 
tion of  collecting  tlie  dues  and  getting  new  mem- 
bers into  ARK-P.\C^,  in  attempting  to  establish  a 
system  that  will  be  permanent  and  consistent. 
With  the  new  program  being  implemented,  the 
goal  will  be  to  collect  a minimum  of  SI 00  from  a 
minimum  of  500  jx'ople.  Checks  shoidd  be  made 
payable  to  AVfS  State  Legi.slative  Fund.  Future 
donations  should  be  sent  to  Ken  LaMastus  at  the 


Arkansas  .Medical  Society  head<]uarters  office  in 
Fort  Smith. 

Sjx,‘aker  Cihudy  stood  tf)  a point  of  personal 
privilege.  He  expressed  appreciation  to  Pat  Phil- 
lips tor  his  outstanding  work  and  assistance  with 
the  House  of  Delegates  duriug  his  tenure  as  vice- 
speaker.  Dr.  Phillips  res]K)nded,  expressing  ap- 
preciation for  having  served  as  vice  speaker.  He 
commented  tliat  the  meeting  coming  to  an  end 
was  the  most  Itland,  pleasant,  wonderlul  meeting 
of  the  Society  that  he  liad  ever  attended.  He 
commented  that  he  was  reminded  of  a conversa- 
tion with  Iiis  father,  who  said  to  him,  "Son,  don't 
ever  forget— dogs  fight,  men  ai  bitrate.” 

Speaker  Chudy  called  on  the  chairman  of  tlie 
(x)uncil,  |ohn  Burge,  for  a report  on  actions  of 
the  Council  during  the  annual  meeting. 

REPORT  OF  THE  COUNCIL 
John  P.  Burge,  Chairman 

1 he  Cioimcil  met  on  Fhursday,  May  5,  1!)83. 
and  transacted  business  as  lollows: 

1.  .\jiprovcd  a recpiest  from  the  Insurance  Com- 
mittee tor  accejrtance  of  a new  disability  iJolicx 
for  the  .Medical  Society  group  plan. 
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2.  Approved  actions  of  the  Executive  Committee 
on  April  6,  1983. 

3.  Received  a report  from  Dr.  John  Bell,  chair- 
man of  the  Long  Range  Planning  Committee, 
and: 

(1)  Endorsed  jjroposal  for  full-time  staffing 
for  public  relations  with  the  stipulation 
that  details  for  implementation  be  pre- 
sented to  the  Executive  Committee  within 
45  days  and  distributed  to  the  Council  for 
consideration  at  its  next  meeting. 

(2)  Recommended  that  proposed  amend- 
ments to  the  Bylaws  be  presented  for  first 
reading  at  this  annual  convention  to  pro- 
vide initial  waiver  of  dues  and  reduction 
of  dues  the  next  year  for  new  members  of 
the  Society. 

(3)  Recommended  that  a letter  from  the  So- 
ciety be  forwarded  to  each  individual  ac- 
cepted for  the  University  of  Arkansas 
College  of  Medicine  and  to  each  graduate 
of  the  College  of  Medicine. 

(4)  Recommended  implementation  of  a gen- 
eral education  program  on  methods  of 
cost  containment,  established  the  Society’s 
Medicine-Business  Liaison  Committee  as 
a permanent,  on-going  project  of  the 
Society;  created  an  Advisory  Committee 
Avithin  the  Society  to  act  as  liaison  to  any 
group  such  as  insurance  companies  and 
to  help  educate  tlie  Society  on  what  is 
developing  in  cost  containment. 

(5)  Recommended  a feasibility  study  by  an 
independent  firm  to  determine  Avhether 
the  Society  should  (a)  own  or  lease  its 
office  space,  (b)  build  or  purchase  with 
cost  offset  by  leasing  of  some  space,  and 
(c)  remain  in  Eort  Smith  or  relocate  to 
some  central  Arkansas  location;  the  Ex- 
ecutive Vice  President  is  to  report  back 
to  the  Council  on  estimated  cost  of  such 
study. 

The  committee  was  commended  for  its  dili- 
gence and  the  completeness  of  its  report. 

4.  The  Council  approved  the  report  of  the  audit 
of  the  Society’s  records  for  the  calendar  year 
1982. 

5.  Approved  requests  for  dues  exemptions  sub- 
mitted by  the  component  societies. 

6.  Approved  proposal  for  a State  Political  Pro- 
gram as  presented  by  James  Weber,  chairman 
of  the  Legislative  Committee. 


7.  Approved  contribution  of  $2,500  to  the  Uni- 
versity Library  Fund  in  honor  of  Lou  Holtz 
in  lieu  of  honorarium  for  his  participation  in 
the  Friday  night  party  during  the  convention. 
The  Council  met  on  Friday,  May  6,  and  took 
the  following  actions: 

1.  Voted  to  contribute  $300  to  the  Med  Camps 
scholarship  fund  and  $200  to  the  fund  for  the 
camp  swimming  pool. 

2.  Requested  that  the  Medicine-Business  Liaison 
Committee  review  the  report  of  the  Health 
Care  Cost  Commission  and  report  to  the 
Council. 

3.  .Approved  appointments  to  the  Medical  Serv- 
ices Review  Committee  as  follows: 
Representing— 

Surgery:  Glenn  P.  Schoettle,  West  Memphis 
Allergy:  Vida  Gordon,  Little  Rock 
Dermatology:  William  Galloway,  Russellville 
Otolaryngology;  Dwayne  Ruggles, 

North  Little  Rock 

Ophthalmology:  Afitchell  Singleton, 
Fayetteville 

Radiology:  A.  E.  Andrews,  Texarkana 
Internal  Medicine:  David  Crittenden, 
Fayetteville 

Pediatrics;  John  Trieschmann,  Hot  Springs 

4.  Recommended  that  Curry  Bradburn  of  Little 
Rock  be  re-appointed  to  the  Board  of  Blue 
Cross-Blue  Shield. 

5.  Appointed  Charles  Logan  to  a four-year  term 
on  the  Board  of  Trustees  of  the  Medical  Socie- 
ty Pension  Plan. 

The  Council  met  on  Saturday,  May  7,  and 
transacted  business  as  follows: 

1.  Appointed  Lloyd  Langston,  Paul  Cornell,  and 
Kemal  Kutait  to  the  Position  Papers  Com- 
mittee. 

2.  Voted  support  of  a revision  of  State  Statutes 
to  revert  to  the  original  concept  of  loan  repay- 
ment under  the  Rural  Practice  Loan  program. 

3.  Voted  to  commend  the  Crittenden  Memorial 
Hospital  on  its  cost  containment  efforts. 

4.  Approved  revisions  in  the  proposal  to  Miss 
Richmond  regarding  the  terminated  pension 
plan  and  approved  revisions  in  the  Avording 
of  the  neAV  defined  contribution  plan. 

The  Council  met  on  Sunday,  May  8,  and  took 
the  following  actions: 

1.  Appointed  to  the  Board  of  Directors  of  Ark- 
PAC: 

Larry  Lawson 
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Officers  of  the  Society  at  the  inaugural  ceremony  on  Saturday  evening.  Nfav  S.  Seated,  left  to  right.  Imnu'diatc  Past  f*resident  l^urcell  Smith. 
Jr..  President  Morriss  Henry,  President-elect  Asa  Crotv.  Chairman  of  the  Council  lohn  P.  P.urge.  (standing,  left  to  right)  Secretary  Khin 
Shuffielci.  Treasurer  James  Si.  Kolb.  Jr..  Vice  Speaker  Pat  Phillips.  Vice  Presidents  (»erald  Giner  and  Samuel  Koenig,  and  Speaker  .\mail 
Chudv.  Pint  \'ice  President  and  Convention  Chairman  Paul  W'allick  was  also  present  but  is  not  iiuludc'd  in  the  photograph. 


Cliai  les  Rotlgei's 
james  M.  Kolb,  )r. 

A.  Samuel  Koenig 
Milton  Deneke 
[ohn  Hestir 
Bobby  McKee 
Robert  Miller 
Ken  Lilly 
John  (aenshatv 
Mrs.  Lharles  Wilkins 
Mrs.  [olin  Bnrge 
Mrs.  Lynn  Han  is 
Mrs.  Herbert  Laylor 

2.  Authorized  an  expenditure  of  up  to  S2, ()()()  Its 
the  Public  Relations  Ciommittee  lor  sponsor- 
ship of  seminars  lor  physicians  and  their 
employees. 

3.  \'oted  to  recommend  to  the  Board  ol  Directors 
of  the  Medical  Education  Foniulation  for  ,\r- 
kansas  that  it  name  the  lecture  series  foi'  the 
College  of  Metlicine  the  Robert  ^Vatson  Lec- 
ture Series. 

The  House  approsed  the  report  ol  the  Conncil 
as  |jrese*ited  by  Dr.  Btirge. 


T.  L.  I ownsend  ol  Pine  Blnll  ssas  recognized 
by  Speaker  Chndy.  Di.  rownseiul  ex|)resscd  ap- 
preciation lor  [antes  1 Odd  s partici|>ation  in  the 
Society's  meeting  and  the  outstanding  job  he  did 
as  a re])resentati\e  ol  tlie  .\meiican  Medical  .\s- 
socitnion.  Dr.  dOsvnsend  reciuested  that  the  So- 
ciety lorward  :in  ollicial  letter  ol  appreciation  to 
Dr,  d’odd  and  the  House  so  c'oied. 

Sjteaker  Chndy  announced  the  following  nomi- 
nations for  vacanc  ies  on  State  hoards  tvhich  will 
occur  Decemlter  .31.  1983; 

Stale  Board  ol  Health— 

I hit  cl  Congressional  District: 

.\.  Samuel  Koenig,  Ectrl  Smith 
Ken  Lilly,  Fort  Smith 
Peter  Irwin,  Fort  Smith 

Sixth  Congressional  District: 

Howaicl  Harris,  Dumas 
[olin  I lestir,  DeWitt 
F.  j.  P.  Bell,  Helena 

State  Medical  Board- 

Sixth  Congressional  District: 

James  L.  Cardner,  Hot  Spi  ings 
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1 he  nominations  were  apjtroved  by  tlie  House 
of  Delegates  lor  snl)mission  to  the  Governor. 

Speaker  Clindy  expressed  his  ap|jreciation  to 
all  of  the  members  for  making  the  meeting  one  of 
the  best  ever  and  for  the  joint  efforts  to  become 
an  adhesive  and  cohesive  group.  He  expressed 
appreciation  to  the  headquarters  staff  for  work 
in  getting  the  meeting  ready  and  for  the  work  that 
went  on  into  the  night.  Dr.  CluKly  asked  the 


House  for  a show  of  approval  for  the  staff;  the 
House  responded  with  a standing  ovation. 

Vice  Speaker  Phillips  announced  there  were  318 
physicians  registered  for  the  meeting. 

Speaker  Chudy  announced  there  would  be  a 
brief  reorganizational  meeting  of  the  Council  im- 
mediately following  adjournment  of  the  House. 

The  meeting  of  the  House  of  Delegates  ad- 
journed at  10:4.5  a.m. 


SCIENTIFIC  SESSIONS 


“Old  and  New  — Delicate  Blend”  was  the 
theme  for  the  general  session  program  of  the  1983 
annual  meeting.  Paul  A.  Wallick  of  Monticello 
was  program  chairman. 

Dr.  Wallick,  as  first  vice  president,  presided  at 
the  opening  general  session.  The  first  speaker 
was  David  W.  Robinson,  Professor  of  Surgery  at 
the  Kansas  University  Surgery  Association,  who 
spoke  on  “Burns  — Historical  and  Modern  Per- 
spective.” Godfrey  P.  Oakley,  Jr.,  Chief  of  the 
Birth  Defects  Branch  of  the  Centers  for  Disease 
Control  in  .\tlanta,  Georgia,  spoke  on  “Birth  De- 
fects Surveillance.”  Raymond  Batter  of  Tyler, 
Texas,  presented  “Sexual  Dysfunction  — Its  Cause 
and  Treatment.”  “Update  on  Estrogen  Replace- 
ment Therapy”  was  presented  by  J.  S.  Schinfeld 
of  the  Department  of  Obstetrics  and  Gynecology 
at  the  ETniversity  of  Tennessee  Center  for  the 
Health  Sciences  College  of  Medicine.  Daniel  R. 
Hinthorn,  Associate  Profe.ssor  of  Medicine  with 
the  University  of  Kansas  College  of  Health 
■Sciences  in  Kansas  City  concluded  the  morning 
session  with  a presentation  on  “.\ntibiotic 
l^pdate.” 

A.  Samuel  Koenig,  second  vice  president,  pre- 
sided at  the  second  general  session  held  Friday 
afternoon.  Jerome  D.  Cohen,  .\ssociate  Professor 
of  Internal  Medicine  at  the  St.  Lotiis  ETniversity 
Medical  Center  in  Missouri,  opened  the  second 
.se.ssion.  His  presentation  was  on  “Hypertension  — 
The  Delicate  Balance.”  Joseph  Franciosa,  Profes- 
sor of  Medicine  and  Director  of  the  Cardiovascu- 
lar Division  at  the  ETniversity  of  Arkansas  College 
of  Medicine,  spoke  on  “Treatment  of  Hyperten- 
sion and  Congestive  Heart  Failure.”  Concluding 
the  Friday  afternoon  session  was  a mini-sym- 


posimn  on  Cerebral  Vascular  Disease.  Partici- 
jxmts  were:  Dennis  D.  Lucy,  Jr.,  Professor  and 
Chairman  of  the  Department  of  Neurology  at  the 
University  of  Arkansas  College  of  Medicine,  who 
spoke  on  “Diagnosis  and  Classification  of  Ische- 
mic Cereliral  Lesions”;  William  M.  Chadduck, 
Associate  Professor  of  Neurosurgery  at  the  Uni- 
versity of  Arkansas  College  of  Medicine,  who  pre- 
sented “Differential  Diagnosis  of  Lesions  Simu- 
lating Ischemic  Cerebral  Events”;  Eugene  F. 
Binet,  Professor  and  Vice  Chairman  of  the 
Department  of  Radiology  at  the  University  of 
Arkansas  College  of  Medicine,  who  discussed 
“Neuroradiology  of  Cerebral  Vascular  Disease: 
An  Elpdate”;  and  Warren  C.  Boop,  Professor  of 
Neurosurgery  at  the  University  of  Arkansas  Col- 
lege of  Medicine,  who  sjx)ke  on  “Surgical  Treat- 
ments for  Cerebral  Vascular  Disease.”  Following 
the  individual  presentations,  the  speakers  served 
as  a panel  for  discussion  of  the  pre.sentations. 

Gerald  L.  Guyer,  third  vice  president,  presided 
at  the  final  session  on  Sattirday  morning.  “Family 
Practice,  A New  Perspective”  was  the  opening 
topic,  presented  by  E.  J.  Chaney  of  Belleville, 
Kansas,  immediate  past  president  of  the  American 
Academy  of  Family  Physicians.  Patricia  Dix, 
Fellow  in  Obstetrics  and  Gynecology  with  the 
Bowman  Gray  School  of  Medicine  of  Wake  Forest 
ETniversity  in  Winston-Salem,  North  Carolina, 
spoke  on  “Identification  of  the  High  Risk  Ob- 
stetrical Patient.”  Allen  R.  Myers,  Professor  of 
Medicine  at  Temple  ETniversity  Health  Sciences 
Center,  in  Philadelphia,  Pennsylvania,  concluded 
the  general  session  program  with  his  presentation 
on  “Rheumatoid  Arthritis  — Up-To-Date  Treat- 
ment.” 
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President  Asa  Crow,  Treasurer  James  M.  Kolb.  Jr.,  Vice  President  Gerald  Giner,  and  Vice  President  and  Convention  Chairman  Paul  WaN 
lick  at  inaugural  ceremony. 


RELATED  MEETINGS 


riie  Arkansas  Chapter  of  the  American  College 
of  Surgeons  met  on  Friday,  May  6th,  for  a lunch- 
eon meeting.  David  W.  Robinson,  Professor  of 
Surgery  at  the  University  of  Kansas  Medical 
Center  in  Kansas  City,  spoke  on  “Evolution  of 
Skin  Grafting.”  }.  Larry  Lawson  of  Paragould  is 
president  of  the  chapter  and  Samtiel  Landrum  of 
Fort  Smith  is  secretary. 

The  Neurosurgery  Section  met  for  a business 
meeting  on  Friday  afternoon.  May  6th.  William 
Chadduck  of  Little  Rock  was  elected  Secretary. 

The  Arkansas  Academy  of  Ophthalmology  met 
on  Saturday,  May  7th,  for  scientific  and  business 
sessions.  David  Wilkes  from  the  Department  of 
Ophthalmology  at  the  University  of  Arkansas 
College  of  Medicine  spoke  on  “Diagnosis  and 
Surgical  Management  of  Lacrimal  Disorder.”  Of- 
ficers elected  at  the  meeting  were:  Milton  Flughes 
of  Pine  Bluff  as  president,  Michael  Roberson  of 
Little  Rock  as  secretary-treasurer,  and  John  Wil- 
liamson of  El  Dorado  as  secretary-elect. 

The  Otolaryngology  — Head  and  Neck  Surgery 
Section  held  a scientific  and  business  meeting  on 


Saturday,  May  7th.  During  the  meeting,  Carlton 
L.  Chambers  of  Harrison  was  installed  as  presi- 
dent; Edwin  L.  Harper  of  Hot  Springs  w'as  elected 
president-elect:  and  Dwayne  Ruggles  of  North 
Little  Rock  was  re-elected  secretary-treasurer. 

1 he  Arkansas  Section,  American  College  of 
Oljstetricians  and  Gynecologists  had  a luncheon 
meeting  on  Saturday,  May  7th,  with  David  Bar- 
clay, chairman,  jnesiding.  Special  guest  was  Pa- 
tricia Dix,  a Fellow  with  the  Department  of 
Obstetrics  and  Gynecology  at  Bowman  Gray 
School  of  Medicine  in  Winston-Salem.  North 
Carolina. 

1 he  Arkansas  Society  of  Internal  Medicine 
met  for  a socio-economic  program  and  business 
meeting  on  Saturday,  May  7th.  George  K. 
Mitchell,  president  and  chief  executive  officer  of 
Arkansas  Blue  Cross-Blue  Shield,  was  the  guest 
speaker.  During  the  business  session,  Jerry  Stew- 
art of  Fort  Smith  was  installed  as  president. 
John  Crenshaw'  of  Pine  Blidf  is  president-elect 
and  Jack  Blackshear  of  Little  Rock  is  secretary- 
treasurer  of  the  Society. 
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The  Ai  kaiisas  ()i  th()|jaeclic  Society  met  lor  a 
business  meeting  on  Saturday,  May  7.  Newly 
elected  officers  ate  president  James  liiiie  from 
Fort  Smith  and  secretary-ti easnrer  Jerry  I./Fhom- 
as  from  Little  Rotk. 

d he  Arkansas  Chajner.  American  Lollege  ol 
Radiology,  met  on  Saturday,  May  7th.  Minray 
T.  I Ian  is  of  Fayetteville  is  president,  Clharles  Mc- 
Clain ol  Hates\ille  is  president-elect  and  Maiolyn 
Spear  ol  Stiittgai  t is  set  retary. 

J'he  .\rkansas  Academy  of  Family  Physicians 
met  for  a scienlilic  program  and  business  session 
on  Saturday,  May  7,  with  president  I,ee  Paiker 
presiding.  Eniie  J.  Cdianey  of  Belleville,  Kansas, 
immediate  jtast  piesident  of  the  American  Acad- 
emv  of  Family  Physicians,  was  guest  speaker. 

1 he  Arkansas  Society  of  Pathology  held  a 


luncheon  meeting  and  business  meeting  on  Sat- 
urday, .May  7.  Don  Vdillman  of  Jonesboro,  presi- 
<lent,  presided. 

d he  Arkansas  Urologit  Soc  iety  held  a scientific 
program  and  business  meeting  on  Saturday,  May 
7th.  .Man  Wein,  chairman  of  the  Division  of 
Urology  at  the  University  of  Pennsslvania  School 
of  Medicine,  was  gtiest  speaker.  Officers  elected 
at  the  meeting  were  .\lex  Finkbeiner  of  Little 
Rock  as  chairman  and  Ste\e  Wdlson  of  Fort 
Smith  as  secretary. 

d'he  .\rkansas  Society  of  Plastic  and  Recon- 
structive Surgeons  met  for  a business  meeting  and 
hincheon  on  Saturday,  May  7th.  James  Stuckey 
of  Little  Rcxk  is  president  of  the  Society.  Cole 
(ioodman.  Fort  Smith,  is  president-elect  and 
Eugene  Still,  Eort  Smith,  is  secretary-treasurer. 


I //  '■  '! 


SCIENTIFIC  EXHIBITS 


1 he  Society  exitresses  its  thanks  to  physicians 

who  displayed  exhibits  and  added  to  the  educa- 
tional benefit  of  tlie  meeting.  Presenting  exhibits 

were: 

d'ecl  Bailey,  James  Pajtpas,  and  Sharon  Ciraham, 
.\1..\.,  of  Little  Rock,  “Small  Eenestra  Stape- 
dectomy 1 echni(|ne:  Reducing  Risks  and  Im- 
pro\ing  Hearing  ' 

John  R.  E.  Dickins,  Little  Rock,  “Fleaiing  Loss 
as  a Life-  Fhreatening  Sign  — Aconst ic  d'nmors” 

Joe  B.  Colclasine,  l.ittle  Rock,  “Ont-Patient  Fa- 
cial Plastic  Surgery  in  Otolaryngology” 

Mr.  John  Wallworth,  Hot  SjMings,  “Levi  .\rthri- 
tis  Hospital" 

James  Ihitrick,  Northwest  Area  Health  Fdhication 
Center,  Fayetteville,  “Office  D & C” 

Arkansas  Chapter  .Vmerican  Academy  of  Pedi- 
atrics, “Child  Safety  Car  Restraints” 

R.  Sloan  AVilson  of  Little  Rock,  “Heljts  for  the 
Blind  and  \'isnally  Impaired” 


Spencer  .\lbright.  111,  Fayetteville,  “Office  Treat- 
ment of  Skin  Cancer  Using  Multiple  Modalities 
Excision  and  Closure  Including  Elaps  and 
(irafts.  Cryosurgery  and  Electrostirgery" 

Ralph  B.  Bergeron,  Ochsner  Clitiic,  New  Orleans, 
“Pre-Op  Locali/ation  of  Non-Palpable  Breast 
Lesions  — .\n  .-\icl  to  Surgical  Removal” 

James  R.  McNair,  Little  Rock,  “Macular  De- 
generation — .\  New  .\pproach” 

R.  .\.  Petrino,  FI.  Butler,  E.  S.  Gollaclay,  .\rkansas 
Children's  Hospital,  Little  Rock,  “Evaluation 
and  Management  of  Eecal  Incontinence  in 
Children” 

Central  .\rea  Health  Education  Center,  Ehtiver- 
sity  of  .Vrkansas  College  of  Medicine 

Mr.  Tom  South,  Little  Rock,  “Disability  Evalua- 
tion Fhicler  Social  Security” 

D.  Bud  Dickson,  Little  Rock,  “I'otal  Hip  and 
Knee  Replacement  .\rthroplasty,”  “Arthro- 
scopy: Surgery  ol  the  Knee”  and  “.\rthrtrscopy: 
Surgery  of  the  Shoulder'’ 
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OTHER  ACTIVITIES 


MEMORIAL  SERVICE 

A joint  So(  icl\ -Auxiliai  y Mcinoi  ial  ScM  \ i(c 
Avas  held  at  11:30  a. in.  on  Satinday,  May  7,  with 
Society  pre.sident  Moniss  M.  Henry  |)re,sidins>. 

The  set  vic  e opened  \\  ith  Lowell  Han  i.s  o( 
Ho|X‘  leading  Iroin  I’sahn  1. 

.\.n  original  anthem  by  Sandy  Hiukaba  wa.s 
snug  by  Naiuy  Rosenbainn  Sikc.s. 

jaines  Armstrong  ol  Aslulown  read  tlie  Lwenty- 
third  Psalm. 

Mrs.  C.  Herbert  Taylor,  president  ol  the  Ar- 
kansas Medical  Society  Auxiliary,  read  tlie  names 
ol  deceased  mendrers  of  the  Auxiliary  as  a candle 
was  lighted  for  each  by  Dr.  Henry.  Memiters  of 
the  .Au.xiliary  who  died  during  the  year  were: 
Mrs.  Max  (Dr.  Doris)  Baldridge,  Heber  Springs 
Mrs.  Bernard  Capes,  \\Tst  Helena 
.Mrs.  Charles  Chestnut,  Little  Rock 
Mrs.  .Albert  Clowney,  El  Dorado 
■Mrs.  james  1..  Dennis,  Little  Rock 
.Mrs.  Frank  Cavlas,  Dardanelle 
Mrs.  William  Hibl)itt,  Texarkana 
Mrs.  L.  L.  Hubener,  Blytheville 
Mrs.  Henry  \b  Kirby,  Harrison 
■Mrs.  |ames  .M.  Kolb,  Sr.,  Clarksville 
Mrs.  R.  C.  Kory,  Sr.,  Little  Rock 
.Mrs.  foeLyford,  Rnsselh  ille 
Mrs.  L.  1).  Massey,  Memphis,  Tennessee 
(Osceola) 

Mrs.  Cirover  Poole,  Jonesboro 
Mrs.  C.harles  K.  Lownsend,  Marks,  Mis.sissi|)|)i 
(.Arkadelphia) 

James  Armstrong  then  read  Micah  (i:()-S. 

Dr.  Henry  read  the  names  of  members  of  the 
Society  who  had  died  during  the  year  as  Mrs. 
Taylor  lighted  a candle  for  each.  Memiters  of  the 
Society  who  died  during  the  year  were: 

William  F.  .Adams,  Van  Buren 
John  Vb  Btisby,  Little  Rock 
John  W.  Cole,  .Malvern 
Josejjh  F.  Cross,  DeWitt 
Frank  E.  Cfavlas,  Dardanelle 
.Michael  N.  Harris,  North  Little  Rock 
Ed  G.  Hopkins,  Van  Buren 
Lemly  L.  Hubener,  Blytheville 
-Albert  E.  Kalderon,  Little  Rock 
James  D.  Kinley,  Beebe 
Bill  B.  Livingston,  Camden 
Richard  .AL  Lcjgiie.  Little  Rock 


Raymond  V'.  McCray,  Midvern 
William  J.  Rhinehart,  Little  Rock 
W an  en  S.  Riley,  El  Dorado 
Lloyd  S.  Rolufs,  Eineka  Spi  ings 
(ierald  H.  Eeasley,  Texarkana 
Cdiarles  Wallis,  I.ittle  Rock 
1..  .V.  AVdiittaker,  Fort  Smith 
I larold  B.  Wright,  AVbtldron 
Psalm  I2I  was  read  by  Herbert  W'ren  of 
1 exarkana. 

•Ms.  Sikes  sang  “The  Lord's  Prayer”  at  tiie  con- 
clusion of  the  service. 

PRAYER  BREAKFAST 

.\  Prayer  Breakfast  for  members  of  the  Society 
and  .Auxiliary  was  sponsored  by  the  Committee 
on  Medicine  and  Religion,  chaired  by  AAalter 
O'Neal  of  Little  Rock.  1 he  breakfast  was  held 
on  Sunday  morning.  May  S,  fjeginning  at  7:30 
a.m. 

Invocation  was  by  Joel  Cook  of  Osceola.  I he 
New  Creation  Choii  from  the  Ibiiversity  Baptist 
Church  in  Fayetteville  |jresented  a choral  pro- 
gram. Ray  Jouett  ol  I.ittle  Rock  gave  the  devcj- 
tional.  Group  singing  was  led  by  C.  R.  Ellis  of 
Malvern. 

FIFTY  YEAR  CLUB  LUNCHEON 

Fhe  Fifty  Year  Club  ol  the  Arkansas  Medical 
Society  held  ;i  luncheon  meeting  on  Fiiday,  May 
(),  1983.  John  McCollongh  Smith,  president  of 
the  Club,  presided  at  the  luncheon  meeting. 

New  members  of  the  Clid)  were  announced  and 
membership  pins  were  presented  to  those  present. 
New  members  are: 

Jeff  J.  Baggett,  Prairie  firove 
Idys  Jackson,  Harrison 
Milton  C.  John,  Jr.,  Sttittgai  t 
John  Walter  Jones,  Fexarkana 
Henry  V.  Kirby,  Hat  rison 
Rutli  E.  l.esh,  Fayettec  ille 
Ross  F.  Maynard,  Pine  Bluff 
Orville  B.  McCoy,  Harrison 
Jim  .McKen/ie,  Hope 
WModbiidge  E.  Morris,  Little  Rock 
.Afahlon  1).  Ogden,  Little  Rock 
Johnnie  P.  Price,  Monticello 
(ferald  M.  Schumann,  Des.Arc 
Oba  B.  White,  Little  Rock 

Clidj  memiKirs  present  for  the  meeting  were 
(..  .Allen  Robinson  of  Harrison,  Vincent  O.  l.esh 
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Morris  Henry  of  Favctlc\i]lc  makes  his  farewell  remarks  as  he  ends  his  term  as  president  of  ilie  Society. 


o£  Fayetteville,  Ruth  Lesh  of  Fayetteville,  LUys 
Jackson  of  Harrison,  John  Price  of  Monticello, 
Charles  R.  Henry  of  Tattle  Rock,  Ross  Afaynard 
of  Pine  Bluff,  G.  Whillace  Dickinson  of  Fayette- 
ville, A'lilton  C.  John  of  Stuttgart,  John  F.  (iucn- 
thner  of  Mountain  Home,  Jim  McKen/ie  of 
Hope,  W'oodbridge  Aforris  of  Little  Rock,  and 
Dr.  Smith. 

New  officers  of  the  Cluh  are  Alilton  John,  pres- 
ident, and  John  Price,  secretary. 

PRESIDENTS'  LUNCHEON 

The  Society  was  host  for  a luncheon  honoring 
physicians  who  have  served  as  president  of  the 
Society.  The  luncheon  was  held  on  Friday,  Afay 
6,  at  The  Old  Post  Office  Restaurant  in  Fayette- 
ville. Attending  were  Kemal  Kutait,  Purcell 
Smith,  AV.  Payton  Kolb,  A.  S.  Koenig,  T.  F. 
Townsend,  Ross  Fowler,  Stanley  Applegate,  H. 
VV.  Thomas,  C.  R.  Fills  and  Joe  A'erser. 

BLUE  CROSS-BLUE  SHIELD  PARTY 

Blue  Cross-Blue  Shield  of  .Arkansas  hosted  a 
cocktail  reception  on  Thursday  evening  for  all 
members  of  the  Society  and  their  guests.  Cieorge 
Alitchell,  president,  and  members  of  his  staff 
were  jmesent,  extending  hospitality  to  all.  The 


Society  expresses  its  appreciation  to  Blue  Cross- 
Blue  Shield  for  another  great  party. 

API  COCKTAIL  PARTY 

.American  Physicians  Insurance  Exchange 
hosted  a cocktail  party  for  members  of  the  Aled- 
ical  Society  and  their  guests  on  Friday  evening 
prior  to  the  Hogwilcl  Party.  Air.  Dick  Clark, 
executive  vice  president,  and  members  of  the  .API 
staff  welcomed  all  who  attended.  .Appreciation 
is  expre.ssccl  liy  the  Society  to  .API  for  this  fun 
hour. 

HOGWILD  PARTY 

One  of  the  most  popular  activities  of  the  con- 
vention was  the  Hogwilcl  Party  on  Friday  evening. 
Red  and  white  attire  was  encouraged  for  this 
party  with  a Ra/orback  theme.  There  were  a lot 
of  Razorback  fans  in  evidence.  Lou  Holtz,  Razor- 
back  Football  Coach,  presented  an  inspiring, 
humorous,  entertaining  program.  After  dinner, 
there  was  music  for  dancing  by  the  Doc  Sisco 
Band.  Alembers  enjoyed  a very  pleasant  evening. 

INAUGURAL  CEREMONY 

President  Alorriss  AI.  Henry  served  as  master 
of  ceremonies  for  the  inaugural  ceremony  on  Sat- 
urday evening,  Alay  7. 
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Asa  A.  Crow  takes  the  oath  of  office  of  president  of  the  Arkansas  Medical  Society. 


After  a short  period  for  cocktails.  Dr.  Henry 
welcomed  members  and  guests  to  the  inaugura- 
tion of  the  108th  ])resident  of  the  Arkansas  Med- 
ical Society.  1 he  invocation  was  by  Amail  Cihudy. 

Olficers  seated  on  the  stage  were  introduced  Ity 
Dr  . Henry,  d hey  included  President-elect  Asa 
Crow  of  Paragoidd,  Cihairman  of  the  (Jountil 
John  P.  Burge  of  Lake  Village,  Secretary  Elvin 
Shidfield  of  Little  Rock,  Immediate  Past  Presi- 
dent Purcell  Smith,  Jr.  of  Little  Rock,  Treasurer 
James  M.  Kolb,  Jr,  of  Russellville,  First  Vice 
President  Paul  \Vallick  of  Motiticello,  Second 
\'ice  President  A.  Samuel  Koenig  of  Fort  Smith, 
1 hire!  \’ice  President  Cferald  Chiyer  of  Stuttgart, 
Speaker  of  the  House  of  Delegates  Amail  Chudy, 
atid  Vhee  Sjteaker  cjf  the  House  W.  P.  Phillips  of 
Fort  Smith. 

Special  guests  were  introduced  by  President 
Henry:  Mrs.  Paul  Cornell,  President  of  the  Ar- 
kansas Medical  Society  Auxiliary;  Mrs.  Deno 
Pappas,  President-elect  of  the  State  .Vuxiliary; 
Mrs.  C.  Herbert  Faylor,  Immediate  Past  Presi- 
dent of  the  State  .\uxiliary;  Mrs.  William  1). 
Hughe^,  President  of  the  Southern  Medical  .\s- 
sociation  .Auxiliary;  Mrs.  Wayne  Brady,  "Freas- 


urer  of  the  Southern  Medical  , Association  Aux- 
iliary; Mrs.  Sue  Ashlock,  President  of  the  State 
Medical  .Assistants  Society;  Mrs.  Katliy  Dttvis, 
President  of  the  Arkansas  Licensed  Psychiatric 
I'echnician  \urses  .Association;  Mrs.  Flora  Sum- 
mers, Presidetit  of  the  .Arkansas  State  Ficensed 
Practical  Nurses  .Association;  atid  Mrs.  "Fhelma 
Maples,  President  of  the  Sebastiati  Ciounty  Li- 
cetised  Practical  Nurses  .Association. 

President  Henry  annouticed  that  Mr.  Harvey 
Jones  of  Springdale  had  beeti  chosen  by  the  Pid> 
lic  Relations  (iommittee  ol  the  Society  to  receive 
the  first  ‘Specitd  Layman  .Award.”  President 
Henry  introduced  Mr.  Jones  and  his  wife,  Ber- 
tiice,  and  presented  a placjue  inscribed  as  hdlows: 

“1  he  .Arkansas  Medical  Society  presents  this 
First  S|)ecial  Layman  .Award  to  Harvey  Jones 
of  Spritigdale  who  has  contribtited  greatly  to 
the  development  of  health  care  in  .Arkansas. 
His  time  and  energies  have  beeti  dedicated  on 
a voluntary  and  totally  unselfish  basis,  toward 
assisting  medicine  in  its  pursiut  of  excellence. 
May  7,  1983.” 

Mr.  Jones  has  been  instrumetital  in  the  develop- 
ment of  the  Spi  ingdale  .Afemorial  Hospital.  He 
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lias  liccn  chainnaii  ol  the  Board  since  llic  hospital 
opened  in  1952  and  has  provided  a great  deal  of 
financial  su|)port  to  the  hospital,  as  well  as  gi\ing 
of  his  time,  interest  and  effort.  Under  his  leader- 
ship, the  hospital  has  grown  from  its  original  36 
heels  to  205.  He  has  made  substantial  (onti  ilni- 
tions  over  the  years  which  enabled  the  hospital 
to  be  in  the  forefront  in  the  addition  of  medical 
services.  Some  of  his  contributions  etiabled  tbe 
hos|iital  to  oiler  the  third  coronary  care  unit  to 
be  developed  in  the  State,  to  obtain  tbe  secemd 
laser  |jhoto  coagidator  in  the  State,  to  offer  xero- 
radiography for  mammograjihy  studies,  and  to 
develop  one  of  the  first  family-oriented  hotel 
motel  hicilities  located  in  a hospital  iti  Arkansas. 
Mr.  jones  has  maintained  a private  foutulation 
lor  25  years  for  the  purpose  of  piovitling  scholar- 
ships for  medical  sttidents.  He  has  also  jtrovided 
linancial  help  to  physicians  beginning  practice 
in  Springdale  through  an  investment  company  he 
owns.  He  has  beeti  involved  in  such  areas  as 
schools  for  special  childreu,  support  of  a Icxal 
Emergency  Medical  System,  and  scholarships  in 
a learning  jjrogram  lor  dyslexia  at  the  College  of 
the  O/arks.  Mr.  and  Mrs.  [ones  have  created  a 
museum  in  Cirove,  Oklahoma,  which  iticludes 
one  of  the  mcjst  complete  jtrimitive  and  early 
medicine  exhibits  in  the  Southwest.  Dr.  Heniy 
expressed  pleasure  in  recognizitig  Mr.  (ones  for 
all  these  many  contributicjns  toward  the  cleselop- 
ment  ol  medicine  in  Arkansas  titid  his  unsellish 
work  o\er  the  years  assisting  the  professicjn.  F.  E. 
McEvoy  of  Sjtringdale,  presidetit  of  the  \\'ashing- 
ton  County  Medical  Society,  and  Hugh  Meanv, 
administrator  of  the  Springdale  Memorial  Hos- 
pital. were  jjiesent  lor  the  itresentation  ol  the 
atvarcl  to  Mr.  (ones. 

Regina  Hopper,  Miss  Northwest  Aikansas.  en- 
tcrtaitiecl  with  a selection  ol  musical  numbers. 

President  Henry  thanked  the  membeiship  lor 
allowing  him  to  be  president  of  the  .\rkansas 
.Medical  .Society  and  to  repiesent  the  |ji ofession 
during  the  year.  He  stated  that  it  had  been  a 
very  good  year  Icjt  himsell  and  Mrs.  Henry.  He 
stated  that  the  suppcti  t and  help  he  received  from 
the  physicians  atitl  staff  made  the  year  a very 
pleasant  one.  He  expressed  special  thanks  to  Dr. 
(diff  Lotig,  Leah  Richmond,  Ken  LaMastus, 
■Mike  Mitchell,  Dr.  Elvin  Shidfield,  Dr.  [ames 
Weber,  Dr.  Paul  Wallick,  [eane  Hundley,  the 
staff  at  the  .Society  headcjuarters,  the  Council  of 
the  Arkansas  Medical  .Society,  and  the  mans  mem- 


bers who  willingly  worked  when  asked  to  help. 
Dr.  Henry  concluded  with  the  following  com- 
ments: ‘‘As  the  man  said  as  he  was  leaving  the 
party  — 1 have  had  a great  time  and  really  en- 
joyed mysell;  I hate  to  go,  but  that  is  life.” 

Dr.  Crow  joined  Dr.  Henry  at  the  podium  and 
took  the  oath  of  office  of  president  of  the  Ar- 
kansas Medical  Society. 

Dr.  Crow  introduced  members  of  his  family 
and  sjjecial  guests  present.  They  included  his 
v.ile,  Wanda,  and  their  children  — Susan  and 
Ciieg:  his  brother-in-law  and  sister-in-law,  Mr. 
and  .Mrs.  Don  Barnes;  his  partners  — Mack  Shotts 
and  Lynn  Kemp;  and  Circuit  Court  Judge  and 
■Mrs.  Gerald  Brown  of  Paragould.  Dr.  Crow  asked 
all  other  physicians  from  Paragould  to  stand. 

Dr.  Chow  addressed  the  membership  as  follows: 

INAUGURAL  ADDRESS 
Asa  A.  Crow 

I want  to  review'  with  you  tonight  two  aspects 
of  the  practice  of  medicine,  which  I have  entitled 
‘‘The  Pi  ogress  and  the  Predicament  of  Medicine.” 

d’he  progress  of  medicine  over  the  past  few' 
years  is  something  w'e  can  be  proud  of.  This  pro- 
gress has  served  tw'o  purpo.ses,  to  improve  the 
(juality  ol  life  and  to  lengthen  the  life  span.  Mr. 
Raljih  Nader  (the  well-known  constimer  advocate) 
did  an  extensive  study  a few  years  ago  on  medical 
(are  in  the  Ebiited  States  as  compared  to  other 
tiations.  Wdien  his  report  was  published,  the 
headlines  in  the  paper  read  very  boldly,  ‘‘Medical 
Chire  in  the  El.  S.  Not  What  It  Shoidd  Be.”  How’- 
ever,  when  one  read  the  article  it  stated  very 
dearly  that  medical  care  iti  the  Eh  S.  is  the  best 
in  the  world,  but  it  could  be  better.  No  one  dis- 
agrees with  this  statement. 

Some  of  the  progress  or  advances  in  medical 
c;ue  should  be  noted.  The  last  case  of  smallpox 
in  the  w'oiid  was  seen  in  1977.  Parents  have  little 
to  worry  about  each  summer  as  far  as  their  chil- 
dreti  contacting  ptjlio.  d’here  has  been  continued 
improvement  in  the  infant  mortality  rate  in  the 
Elnited  States  and  Arkansas.  Ehe  rate  stands  11.2 
per  1,969  live  births  in  the  Eh  S.  and  9.9  for  Ar- 
kansas. There  are  only  some  12  or  13  states  with 
a better  record  in  the  U.  S.  than  Arkansas. 

Eeclmological  jtrogiess  is  great.  Some  ex- 
amples are:  The  C.A.T.  scanners  w'ill  show  slices 
of  the  body  in  almost  any  jtlan.  Xerographs, 
radioactive  isotopes,  ultrasound,  echograms,  and 
catheter  insertion  into  almost  any  organ  of  the 
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l)()ily  ^vill  iciulcr  \.ilu.il)k'  diagnosis.  .Surgeons 
using  suture  mac  hines,  laseis  and  niic  i oscopes  are 
eoininonplac e noev.  (ioinpulers  not  only  helj) 
keep  ledgers  and  records,  l)nt  also  document  pa- 
tients' conditions  and  help  to  diagnosis  and  tieat. 

I he  iidvanc  es  and  c hanges  in  the  prac  tice  ol  medi- 
cine are  last  and  constant.  W'e  are  aware  ol  the 
recent  operations  in  Memphis  where  a young  hoy 
received  two  livei  tiansplants  in  an  ellort  to  sus- 
tain his  lile,  which  would  surely  end  with  the 
diagnosis  he  had  ol  biliary  atiesiti. 

Just  as  our  piogress  has  become  mote  pro- 
nounced, our  piedicament  has  become  more  pro- 
nounced. rite  most  serious  predietimeni  we  lace 
today  is  the  lact  that  someone  must  jray  tor  all 
these  technological  acKaiices.  .Vlso,  someone  must 
pay  Avhen  till  this  technological  ecjinpment  is  used. 
.\s  the  cost  ol  the  ecjuipment  and  the  cost  ol  the 
use  of  this  ecjuipment  goes  u|j,  the  government 
puts  more  and  mote  restraints  on  the  use  because 
of  the  cost. 

W’e  do  indeed  have  a problem  with  the  in- 
cretisecl  cost  of  medictil  care.  Mostly  as  a result 
ol  this  increased  exjjense,  we  have  real  tlneats  in 
the  practice  ol  medicine.  .Most  of  these  threats 
are  a direct  result  of  government  trying  to  lower 
cost.  .Some  of  the  ways  the  government  plans  to 
help  lower  medical  care  cost  is  by  increasing 
competition.  Now,  we  ate  getting  an  excess  of 
]diysicians.  It  is  estimated  that  in  IflflO,  we  will 
have  70,()(;0  physicians  more  than  we  need  and 
by  the  year  2000,  we  will  have  an  excess  ol  MO,- 

000  physicians.  The  Federal  Trade  Ciommission 
recently  ruled  that  ])hysicians  may  solic  it  patients 
by  advertising,  submission  of  bids,  or  other 
means.  They  have  c irtually  clone  away  with  our 
ellorts  to  exjxcse  charlatanism,  fraud  and  abuse 
in  the  utili/ation  of  facilities  and  sercices  ;mcl  the 
payment  thereof.  I'he  go\ eminent  is  jnomoting 
nonphysicians  to  be  in  a position  to  prac  tice  medi- 
cine. They  are  bticking  anyone  with  any  experi- 
ence in  any  |xnt  of  medicine  to  get  into  the 
practice  ol  medicine. 

AVe  now  have  a midwife  program  in  the  .State 

01  Arkansas,  which  says  the  midwives  don't  have 
to  be  trained.  I'm  not  sure  they  are  responsible 
to  anyone,  but  they  can  charge  a fee.  We  have  a 
nurse  midwife  program,  which  the  Medical  So- 
ciety supported,  but  this  support  was  simply  be- 
cause the  jnogram  is  mandated  by  the  Federal 
Government. 

We  are  being  shot  at  from  every  side,  we  have 


physic  ians'  assistants,  oi  extendors,  on  their  own. 
Xurse  prac  titioners  are  also  on  their  own.  (ihiro- 
|n  actors  are  now  being  jiaicl  by  Medicaid  and 
Medicare  as  well  as  insuiance  companies. 

We  should  realize  that  the  |ni\ilege  to  practice 
medicine  is  grtinted  by  the  legi'.Iature.  I he  leg- 
ishiture  is  now  granting  this  pricilege  to  nnmer- 
ons  othei  people,  who  aie  ill  |)rep;ned  to  |n;ictice 
medicine.  It  is  not  logical  to  think  that  the  soht- 
tions  which  our  go\eiinnent  is  promoting  will 
be  ellectice  or  reasomible.  .Most  ol  these  idetis  to 
lower  cost  tire  ])ro|iiig;ited  tnul  enccnirtiged  by 
well-thinking  people,  whcj  really  don’t  uncler- 
stiincl  the  problems  ol  tnedicine.  Very  few  jjIiv- 
sic  ians  are  involved  in  the  decision-making  process 
ol  our  gocernment  and  even  less  of  the  priicticing 
|)hysicians  tire  involved. 

.\s  physicians,  we  historictilly  mind  our  own 
business  and  set  our  gotil  to  practice  medicine 
in  the  proper  environment  with  approjniate 
ecjui|nnent  and  with  the  freedom  to  exercise  |no- 
lessiomil  judgment  as  dictated  by  our  training, 
the  needs  of  our  patients  and  in  good  conscience. 
This  is  becoming  inc reasitigly  hard  to  do  with 
the  restriunts  that  are  being  nnmdated  by  the  F'ed- 
ei  al  Goc  ermnent.  As  ethic  til  phy  sic  ians,  we  know 
this  is  unacceptable. 

It  is  ]neclicted  tlnit  ;is  the  Federal  (ioveinment 
dreams  u|)  more  idetis  to  restric  t physicians,  ttcl- 
\ancements  in  research  tmcl  medical  care  will 
suffer.  As  the  situation  gets  bad  enough,  certain 
])hases  of  medical  care  will  be  lationed.  .Some 
ciue  may  be  prohibited  strictly  because  cd  cost. 
In  Fngland,  if  you  are  elderly  tmcl  bretik  a hijj, 
you  might  not  get  it  lixeci  because  some  ctne  is 
aheacly  rtitioned  there. 

1 believe  the  retil  culjnit  in  the  excessive  cost 
ol  tnecliciil  care  is  the  Federal  (iovernment.  As 
the  government  gets  more  iinolved,  the  red  ttipe 
becomes  entangled  and  |)hysician.s  and  hosjntals 
must  spend  infinitely  more  money  to  unttmgle 
the  red  ttipe  tcj  comply  with  the  regulations  tmcl 
to  satisly  the  numerous  tigencies  with  which  we 
deal.  Still  only  aixmt  ten  cents  on  the  dollar  ol 
tiix  money  is  spent  on  medical  care.  How  much 
of  this  is  spent  on  direct  |Kitient  care  is  practictdly 
im|X)ssible  to  find  out.  Wc  do  know  that  only 
18®',  of  the  total  tax  dollars  spent  cin  medic  til 
care  goes  to  physicians.  If  you  cut  the  physicians’ 
fees  one  htdf.  it  would  make  a very  sintill  dent  in 
the  total  number  of  dollars  spent  on  medical  care. 
But  still,  is  that  tcro  much  to  s|)end  on  medical 
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care?  Our  government  spends  more  on  the  in- 
terest on  the  national  debt  each  year  than  is  spent 
on  medical  care.  In  1965,  when  Medicare  w'as 
enacted,  we  were  told  that  the  cost  of  medical 
care  woidd  be  no  more  than  the  cost  of  a pack 
of  cigarettes  today.  The  government  spent  more 
money  in  the  first  two  weeks  of  1983  on  medical 
care  than  it  did  the  entire  year  of  1965  when 
Medicare  was  enacted. 

Organized  medicine  has  been  opposed  to  gov- 
ernment intervention  long  before  Medicare.  The 
government  was  told  that  paying  for  medical  care 
rvoidd  help  bankrupt  the  government,  especially 
if  tied  to  .Social  Security.  Now  we  are  in  the 
process  of  bailing  out  Social  Security  — how  many 
times,  five?  The  physicians  are  being  blamed  for 
the  red  ink  in  Medicaid,  Medicare,  and  Social 
Security. 

ddie  answer  to  these  predicaments,  of  course, 
is  not  simple,  Irut  one  thing  we  could  do  is  try 
to  influence  onr  politicians  to  pass  laws  that 
would  deal  with  the  real  needs  of  medicine  rather 
than  based  on  some  political  philosophy.  It  is 
a disgrace  when  our  State  Legislature  capitulates 
to  250  ( hiropractors  and  will  not  listen  to  3,000 
physicians.  The  reason  they  won’t  listen  is  that 
we  don’t  participate  in  the  political  process  as 
should. 

Our  political  representatives  are  now  establish- 
ing the  criteria  for  medical  care  whether  we  like 
it  or  not.  I hey  are  now  saying  who  can  be  seen, 
when  and  how  much  the  physicians  will  be  paid. 
1 hree  weeks  ago  while  in  ^Vashington,  D.  C.,  I 
asked  one  f)f  our  Congressmen  if  any  pressure  was 
being  brought  to  bear  on  him,  either  directly  or 
indirectly,  to  control  physicians’  fees.  His  answer 
was  “no.”  I asked  him  if  he  was  aware  of  any  of 
his  colleagues  receiving  sucli  pressure.  Again,  the 
answer  was  “no.”  It  was  his  opinion  that  people 
who  want  to  make  laws  pertaining  to  physicians 
are  those  people  who  do  it  because  of  their  own 
bias  or  personal  opinion.  Politicians  talk,  the 
news  media  picks  up  on  it,  pretty  soon  public 
opinion  is  formed.  These  opinions  may  or  may 
not  coincide  witli  the  facts.  Mr.  Henry  Hyde,  a 
Congressman  from  Illinois,  said  that  public  opin- 
ion poles  are  useless  when  it  comes  to  certain  sub- 
jects in  government,  such  as  arms  control.  He 
said  that  if  yttu  asked  tlie  average  American  what 
a trident  is,  he  thinks  it  is  a stick  of  gum. 

I strongly  believe  that  continued  successful 
medical  care  in  the  Lb  .S.  depends  on  the  private 


practice  of  medicine  with  government  taking  a 
lesser  role,  especially  in  the  field  of  regulation 
and  administration.  The  only  way  we  can  help 
to  assure  this  is  to  become  involved  politically.  I 
think  it  is  time  that  we  donated  money  to  help 
elect  the  people  who  agree  with  our  principles 
and  help  defeat  people  who  disagree  with  our 
principles.  I believe  it  is  time  for  us  to  stand  up 
in  one  collective  voice  and  tell  our  representatives 
and  senators  that  we  will  support  them  if  we  can 
expect  some  support  in  return.  If  it  is  not  time, 
then  how  much  longer  do  we  have  to  wait?  What 
further  developments  must  we  expect  before  it 
is  time?  It  appears  that  on  the  State  level,  we 
are  always  on  the  defense.  1 believe  it  is  time  to 
introduce  a few  bills  that  will  put  the  non- 
medical jjeople  who  want  to  practice  medicine  on 
the  defense.  They  neetl  to  be  on  the  defense  so 
that  they  would  have  to  work  harder  to  get  some- 
thing defeated  and  not  spend  so  much  time 
getting  bills  pa.ssed  so  as  to  allow  them  to  in- 
fringe on  the  medical  care  field.  We  absolutely 
must  make  a real  effort  to  bring  the  practicing 
physicians  in  this  State  into  active  participation 
of  organized  medicine  and  into  ARK-PAC.  We 
all  have  our  own  different  interest  groups.  We 
pursue  our  own  goals  and  generally  don’t  get  ex- 
cited until  we  can  see  something  is  going  to  affect 
us  directly.  I submit  to  you  that  it  is  time  we 
came  together  with  our  common  thinking  and 
have  an  overriding  goal  as  well  as  individual  per- 
sonal goals.  We  as  an  organized  group  can  have 
much  more  clout. 

.\s  the  competition  for  patients  builds,  we  must 
not  yield  to  merchandising,  splintering  or  in- 
fighting. If  we  do  not  resolve  to  become  more 
united,  then  the  politicians  and  non-medical 
people  will  delight  in  destroying  the  practice  of 
medicine  as  we  know  it.  Then  we  are  the  losers, 
but  the  ultimate  losers  will  l>e  the  public  that 
we  call  our  patients. 

* * * * 

Dr.  Crow  gave  special  recognition  to  the  past 
presidents  of  the  Society  who  were  in  attendance 
at  the  inaugural  ceremony.  Those  present  were 
Purcell  Smith,  Kemal  Kutait,  A.  E.  Andrews,  W. 
Payton  Kolb,  A.  S.  Koenig,  T.  E.  Townsend,  Ben 
N.  Saltzman,  Ross  Eowler,  H.  W.  Thomas,  C. 
Randolph  Ellis,  and  Joe  ’Verser. 

A plaque  of  appreciation  from  the  Medical  So- 
ciety was  presented  to  Dr.  Henry  by  Dr.  Crow. 
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Following  the  inaiiguial  program,  the  Ciouiu  il 
hosted  a reception  for  all  members.  Members  en- 
joyed a lavish  display  of  hot  and  (old  hors 
d’oeuvres. 

REORGANIZATIONAL  MEETING 
OF  THE  COUNCIL 

Following  final  adjournment  of  the  House  of 
Delegates,  the  Council  held  a brief  reorgani/a- 
tional  meeting.  John  P.  Burge  was  re-elected 
chairman  and  .Vlfred  Kahn  was  re-elected  editor 
of  the  Journal. 


REGISTRATION  FIGURES 
107th  Annual  Session 

Physicians  - 318 

Medical  Students,  Medical  Assistants,  Nurses..  22 
Scientific  Exhibitors  other  than  Physicians  13 
Commercial  Exhiliitors  90 

Others  . ..  . ..  18 

1 otal  . 461 

Auxiliary  Registration  . . . _ . .154 
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Secretary (Vacancy) 
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5. 

Cal  R.  Sanders 

P.  ().  Box  757 

Canulen  71701 

*George  ^^'arletl 

P.  ().  Box  W 

Smacken  er  71702 

Bradley,  Calhoun,  C levelancl.  Ciolitmbia.  Dtillas.  Ouachita,  and 

1 'nion 

(). 

Janies  1).  Annsliong 

P.  ().  Box  (337 

Ashdown  71822 

*L.  K.  Joyce 

P.  O.  Box  2703 

1 exarkana  7550 1 

Hempstead.  Ffoward.  Lafavette,  Little  Rixer.  Miller,  Nevada,  Pike, 
Polk,  and  Sex  iei 

7. 

* Ronald  |.  Braeken 

505  ^\'est  (.1  and 

Hot  Springs  7 1901 

Kdgar  K..  Clardy 
(301  Central  I'ower 

1 lot  Springs  7190 1 

Clark,  (.atland.  (.rtint.  Hot  Spring.  Motitgomery,  and  Saline 

8. 

William  Jones 

(1981) 

500  S.  Lnitersitv 

Little  Roek  72205 

Harold  Pnrdy  *\\'.  Rav  Jouett  Ptilaski 

(1981)  (1985) 

0921  (.ever  Springs  Rcl.  750  Medical  Lowers  Bldg. 

Little-  Rock  72209  Little  Rock  72205 

I-' rank  K.  Morgan 
(198-1) 

110  Pershing  Bl\d, 

No.  Little  Rock  72111 

Charles  Logan 
(1985) 

500  Soitth  I’niversitv 

Little  Rock  72205 

*Rhv,s  .V.  Williatns 

P.  O.  Box  1118 

Harrisoti  72(301 

Richard  N.  Peaisoti 

0 Halsted  Circle 
Rogers  72750 

Baxter.  Betiton.  Boone,  Cat  roll,  .Madison,  Mai  ion.  Nexvton,  Searcy, 
\'ati  Buren.and  Washington 

10, 

*Ren  Lilly 

1 120  Lexingtoti 

Port  Smith  72901 

W.  P.  Philli|)s 

P.  O.  Box  3507 

Fort  Smith  72913 

Craxxfoid.  Fianklin.  Johnson,  Logati,  Peny.  Po])e,  Scott,  Sebastian, 
;ind  \ ell 

*Senior  Cornu  i lor 
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I’KOCI  I 1)IN(.S 


COMMITTEES -ARKANSAS  MEDICAL  SOCIETY -1983-1984 

COMMITTEES  APPOINTED  BY  SOCIETY  PRESIDENT 


I <1  III 
I'  \|)iu  s 


( <)\l  Ml  I 111  ON  ( \\(  1 R ( ON  I ROl, 

RoIk'H  Iii.iiisIokI,  ,'100  l iisl  Si\ili. 

lexarkaiia  75,a02  108  1 

l>.i\i(l  r>ai(la\.  .000  Soiiili  I iii\i'isil\. 

1 itllc  Roik  7220,')  1081 

Riilianl  llaOaian,  IMtH  W’l'sl  Markliaiii,  Slot  .O  10, 

1 iltk  Rotk  72201  1081 

Ronald  n.  Maiilin.  000  NU-dual  lowois  Riiildiiit;. 

l ittle  Roik  7220,'>-(  //  tIRMAX  1081 

Mil  had  (7  Reese.  1110  W est  Klni. 

Rogefs  727.’>0  1081 

Jean  (7  (•hidden,  1’.  O.  Ho\  1 1 18, 

Hariison  72001  108,7 

Janies  llledsoi-,  0 Halsted  ( irdc, 

Rogei  s 72771)  1087 

Jens  Morgan.  Route  1.  Rox  21-0, 

Sttittgait  72100  1087 

I'eMon  K.  Rice.  2000  l endlev  Oi  iie, 

Xorth  I ittlc  Rock  721 11  1087 

John  K.  Sigler,  027  Lexington, 

I'ort  Smith  72001  1087 

C.OMMII  1 1 1,  ON  MF,1)I(7\I  LK(.ISI  .V  1 ION 
James  R.  Weher.  I’.  O.  Ilox  188, 

Jaiksoinille  72070  - (.7/  ///LM.l.V  1084 

Joe  \'crser,  P.  O.  Box  100, 

Harrisburg  72 132  1081 

Roree  7\’cst,  P.  O.  Rox  220, 

( larksrille  72830  1081 

Cabin  Rraev,  1301  7Vcst  13id, 

Pine  Rhtff  71003  1084 

Don  Howard.  110  North  ( lifton, 

Poribcc  7 1 7 12  1 084 

Kelh  Meyer.  P.  O.  Rox  1707, 

Riisselbille  72801  1081 

7Valter  Shriner,  8 DeSoto  Center, 

Hot  Springs  \'illagc  71000  1081 

Robert  F.  MiCitirv,  70,7  7Vest  Grand, 

Hot  Springs  71001  1087 

W illiam  F.  Diidding,  3101  l'.xettiti\e  Park, 

Fort  Smith  72003  1087 

Raljjh  F.  Jose|)h.  Highwar  27  West, 

W'alnitt  Ridge  72470  108.7 

jerrs  .Morgan,  Route  1.  Rox  21-1), 

Sttittgarl  72100  108.7 

.Morriss  M.  Henr\,  P.  ()  .Rox  1727, 

Fa\ette\ille  72702  1080 

Charles  H.  Rodgeis,  1202  South  Hnireisity, 

Little  Rotk  72204  1081) 

F.x-Officio  Member; 

Mrs.  Asa  Crow,  1000  W bite  Drive, 


Paragttiild  724.70  (.\iixili;iry  I.cgislative  Cdiairnian) 

SLR COMMI  F I FF,  ON  NA  1 lONAL  LFGISLA  I ION 
Rithard  N.  Pearson,  jj^O  Halsted  Circle, 

Rogers  72771)  1084 

James  M.  Roll).  Jr..  305  SkMine  Drive, 

Ritsselb  die  72801  1084 


I e 1 1 1 1 
Fx  piles 

|eii\  I lolioii,  700  S()|||  h Liiiteisily, 

Lillie  Roik  72207  1081 

W'.  P.  (Pal)  Phillips.  P.  ().  Rox  3,707, 

Fort  Smith  72013  1087 

Kelly  .Mevei,  P.  (4.  Rox  1707, 

Rnssellville  72801  1087 

(diailes  11.  Rodgers,  1202  South  1 niteisiit. 

Little  Rotk  72204  1087 

W,  Pavlon  Roll).  230  .Medital  Teniers  Rnilding. 

Little  Rotk  72207  - (.7 /.4 //LILLY  1080 

George  7\'.  Warren,  P.  ().  Rox  “VV", 

Smackoier  71702  1080 

COMMII  IFF  ON  PLRLIG  HF.M.IH 
William  C.  7Vhaley,  Jr..  207  Fast  Chiirth. 


Warren  71071 

1081 

W ilbiir  (.,  Lawson,  207  I'.tisi  Ditkson, 
Fayeltei  ille  72701 

1081 

John  A.  Hall.  P.  ().  Rox  310, 

(dinlon  72031 

1081 

Wallet  Shiiner,  8 DeSoto  Cenlei, 

Hot  Springs  \ illage  71000 

1084 

Ren  N.  Salt/man.  1817  W Csi  Maikham. 

Little  Rt)ik  72207 

1087 

Rex  Ramsay,  P.  ().  Rox  .300, 

Ranxite  7201  1 

1 087 

R.  Steve  \ enable,  ()017  (.e\et  Springs 

Roatl, 

Little  Rtitk  72200 

1087 

Don  Howanl.  I10(4iflon, 

Fonlvcc  71712-  CHAIRM AX 

1 080 

SLR COMMl  1 I FF  ON  M.\  1 FRNWL 

.\ND 

CHILD  WFI.FARF 

Robert  H.  Fiser,  Ji..  1721  Maivland, 
Little  Rock  72202  - (A  1 A 1 RMAN 

1081 

Ctihin  Rracy.  1.301  West  13iil, 

Pine  Rlnff  71003 

1081 

Ruins  I hrowei.  Ji..  1300  W’light  .\venne. 

Little  Rotk  72200 

108  1 

F.  A.  Shaiieylell,  P.  O,  Rox  030, 
Manila  72112 

1087 

Rex  Ram  av.  P.  O.  Rox  300, 

Ranxite  720 1 1 

1 087 

Lante  D.  W halev.  071  Oakland, 
Helena  72342 

1087 

W . W'avne  Workman,  727  North  Olh, 

Rhtheville  72.317 

108,7 

( OMMI  I I FF  ON  CON  1 INI  ING 

MI  DK  .\L  FDL(  \ LION 

Svbil  Halt,  P.  O.  Rox  312, 

Rblheiille  72317 

OS 

1081 

4 om  Rell.  P.  O.  Box  1 1 10, 

Haiiison  72001 

AC.  .VCS 

108  1 

John  M.  Heslir,  P.  O.  Drawfi  712, 
DtAVitl  72012 

FP 

1087 

Dtiiiil  Rat' lav,  700  South  Lniieisiiy. 
Little  Rotk  72207 

OS 

1 087 
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Proceedings 


Term 

Expires 

I liomas  A.  Bruce,  4301  4Vest  Markham, 

Little  Rock  72201  IJAC.M  1986 

J.  Larry  Ltnvson,  Medical  Drive, 

I'aragotild  12  m - CHAIRMAN  1986 

,-\llan  S.  Pirnique,  714  West  Faulkner, 

El  Dorado  71730  ACP  1986 

Leslie  F.  Anderson.  1310  North  Center, 

Lonoke  72086  AAFP  1986 


COMMIITEE  ON  HOSPII  ALS 

Paul  X.  Means,  10825  Financial  Centre  Parkway, 


Little  Rock  72205  1984 

)ohn  D.  Wright,  321  .Short  Street, 

Benton  72015  1984 

Don  Howard,  110  North  Clifton, 

Fordyce  71742  1984 

Robert  B.  Benafield,  601  Gaines, 

Little  Rock  1220S  - CHAIRMAN  1985 

G.  Max  Thorn,  St.  Vincent  Infirmary, 

Little  Rock  72201  1985 

Rhys  A.  Williams,  P.  O.  Box  1118, 

Harrison  72601  1985 

Ralph  G.  Kramer,  603  Lexington, 

Fort  Smith  72901  1985 

Richard  O.  Martin.  P.  O.  Box  339, 

Paragould  72450  1986 

COMMIITEE  ON  PUBLIC  REL.VFIONS 
■V.  C.  Bradford,  P.  O.  Box  3528, 

Fort  .Smith  72913  1984 

Eugene  F'.  Still,  11,  1500  Dodson, 

Fort  Smith  72901  1984 

Frank  Edmisten,  Jefferson  Regional  Medical  Center, 
Pine  Bluff  71603  1984 

J.  FL  McDonald,  461  East  Township, 

Fayetteville  72701  1984 

T.  E.  Townsend,  1420  West  43rd, 

Pine  Bluff  71603  1985 

Raymond  \'.  Biondo,  P.  O.  Box  921, 

North  Little  Rock  72115  1985 

Charles  Logan,  500  South  University, 

Little  Rock  72205  1985 

Rufus  Thrower,  Jr.,  1306  4Vright  .\venue. 

Little  Rock  72206  1985 

Milton  1).  Deneke,  P.  O.  Box  687, 

West  Memphis  12S01  - CHAIRMAN  1986 

Ex-Officio  Members: 

Mrs.  Paul  Cornell,  44  River  Ridge, 

Little  Rock  72207  (Auxiliary  President) 

Mrs.  Jerry  Blaylock,  2210  Twin  Oaks, 


Jonesboro  72401  (.Vuxiliary  PR  Committee 
Chairman) 

.SUB-COM MITTEE  ON  LLAISON 
WITH  AUXILIARY 

.Asa  Crow,  #1  Medical  Drive, 

Paragould  72450  - CHAIRMAN 
Paul  J.  Cornell,  500  South  University, 

Little  Rock  72205 
Milton  D.  Deneke,  P.  O.  Box  687, 

West  Memphis  72301 


1984 

1984 

1984 


Term 

Expires 

J.  Larry  Lawson,  Medical  Drive, 

Paragoidd  72450  1984 

Charles  F.  Wilkins,  Jr.,  3105  West  Main  Place, 
Russellville  72801  1984 

SUB-COMMI  FTEE  ON  STATE  HEALTH  AND 
MEDICAL  RESOURCES  FOR  CIVIL  DEFENSE 
Alvin  Strauss,  Jr.,  1026  Donaghey  Building, 


Little  Rock  72201  1984 

Tom  Fans,  1709  West  Main, 

Heber  Springs  72543  1984 

Walter  Shriner,  8 DeSoto  Center, 

Hot  Springs  Village  71909  1984 

Glen  A’.  Dalrymple,  1100  Medical  Towers  Building, 
Little  Rock  72205  1985 

Charles  H.  Rodgers,  4202  South  University, 

Little  Rock  72204  - CHAIRMAN  1985 

Joe  H.  Stallings,  417  East  Matthews, 

Jonesboro  72401  1986 

SUB  CO.MMITTEE  ON  LIAISON  WITH 

VOCATIONAL  REHABILITATION 

AV.  Ray  Jouett,  750  Medical  Towers  Building, 

Little  Rock  72205  1984 

Thomas  M.  Durham,  Jr.,  505  AVest  Grand, 

Hot  Springs  71901  1984 

Karlton  H.  Kemp,  408  Hazel, 

Texarkana  75502  1985 

Ramon  Lopez,  1902  McLain, 

Newport  72112  1985 

Robert  D.  Miller,  Jr.,  616  Elm  Street, 

Helena  72342- CH^77?M.4iV  1986 

T.  Fi.  Fownsend,  1420  AV'est  43rd, 

Pine  Bluff  71603  1986 

ANNUAL  SESSION  COMMITTEE 
Thomas  .A.  Bruce,  4301  AVest  Markham, 

Little  Rock  72201  1984 

Kelsy  Ciaplinger,  11215  Hermitage, 

Little  Rock  72211  1984 

John  H.  Dclamore,  P.  O.  Box  351, 

Fordyce  71742  1984 

Charles  H.  Rodgers,  4202  South  University, 

Little  Rock  1220A  - CHAIRMAN  1984 

AV'.  FTv  Brooks,  Route  9,  Box  219, 

Fayetteville  72701  1984 

Richard  O.  Martin,  P.  O.  Box  339, 

Paragould  72450  1985 

Ken  Lillv,  1120  Lexington, 

Fort  Smith  72901  1985 

J.  Larry  Lawson,  Medical  Drive, 

Paragould  72450  1985 

Robert  Casali,  200  Medical  Towers  Building, 

I.ittle  Rock  72205  1985 

Ex-Officio  Member: 

Mrs.  Frank  Morgan,  20  Heritage  Park  Circle, 

North  Little  Rock  721 16  (Auxiliary  Convention 
Chairman) 


COMMITTE  ON  INSURANCE 
Banks  Blackwell,  P.  O.  Box  1406, 

Pine  Bluff  71613  1984 
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I Cl  111 

Kxpives 


Carl  1..  Wilson,  l.■)0(l  Dodson, 

Foil  Sniitli  72'»(ll  1981 

F',iis>cnc  F.  Still,  11,  1500  Dodson, 

Fort  Sniitli  72901  1984 

Foiii  Fans,  1709  West  Main, 

1 Idler  Springs  7251.3  1984 

(inv  F'arris,  621.3  Lee  .\vcnnc. 

Little  Rotk  72205  1985 

James  1'.  1 lioitias.  Soiitligatc  I’lacc, 

Jonesboro  72  10 1 1985 

Peter  Irwin,  1500  Dodson, 

Fort  Siiiith  72901  1985 

Rhys  Williams,  P,  O,  Box  1118, 

Harrison  72601  1985 

Charles  F,  Wilkins,  Jr,,  3105  W,  Main  Place, 

Russellville  12m  - CHAIRMAN  1986 


Mr,  Ben  Jensen,  Holt-Kroek  Clinic,  1500  Dod.son, 
Forth  Smith  72901  (Adrisory) 

COMMITTEE  OX  MEDICINE  AND  REI.ICION 
C.  R,  Ellis,  1004  South  Main, 


Malvern  72104  1984 

Randolph  Murphy,  708  West  Second, 

Little  Rock  72212  1984 

George  Schroeiler,  260  Doctors  Park  Building, 

Little  Rock  72205  1984 

Milton  D,  Deneke,  P,  O.  Box  687, 

^Vest  Memphis  72301  1984 

John  Miller,  P.  O,  Box  851, 

Hampton  71744  1985 

James  O.  Pennington,  P,  O,  Box  68, 

Ola  72853  1985 

Ronald  D,  Hardin,  960  Medical  Towers  Building, 

Little  Rock  72205  1985 

Walter  H.  O’Neal,  9601  Interstate  6.30, 

Little  Rock  72201  - CHAIRMAN  1986 

COMMI  I l EE  OX  AGING 
Woodbridge  Morris,  310  Ridgeway, 

Little  Rock  72205  1984 

James  Patrick,  241  5V’est  Spring, 

Fayetteville  72701  1984 

E.  Clinton  Texter,  4301  5Vest  Markham,  Slot  567, 

Little  Rock  72201  1984 

Carlos  A,  Arao/,  :#■  1 St,  k'incent  Circle,  Suite  220, 

Little  Rock  72205  1984 

Chalmers  S,  Pool,  3925  North  Lookout, 
l.ittle  Rock  72205  1985 

Morton  C,  Wilson,  1500  Dodson, 

Fort  Smith  72901  1985 

Frances  Rothert,  Benedictine  Manor, 

Plot  Springs  71901  1985 

Tom  Eans,  1709  W’est  Main, 

Heber  Springs  72543  1985 

Henrv  \'.  Kirby,  825  North  S)>iing, 

Flarrison  72601  — CHAIRMAN  1986 

CO.M.MI  ITEE  ON  MENTAL  HEALTH 
Aubrey  C.  Smith,  j^l  St.  \’incent  Circle,  #^260, 

Little  Rock  72205  - CHAIRMAN  1984 

5V.  Payton  Kolb,  230  Medical  lowers  Building, 

Little  Rock  72205  1984 


I ei  III 
Expires 

William  Joe  Janies,  P.  ().  Box  1019, 

Pine  Bluff  71613  1981 

David  Gibbons,  P.  ().  Box  136, 

O/ark  72949  1981 

David  1).  Fried,  Route  3,  Box  194, 

Mena  71953  1985 

Henry  H.  Good,  j^l  St.  X'iiuent  Circle,  Suite  #310, 
l.ittle  Rock  72205  1985 

George  Regnier,  500  Sonth  I’niversity, 

Little  Rctck  72205  1985 


COMMITTEES  APPOINTED  BY  COUNCIL 


C:0,MMITTEE  ON  POSITION  PAPERS 
James  .M.  Kolb,  Jr.,  305  Skyline  Drive, 

Russellville  72801  - CHAIRMAN  1984 

Neil  Sims,  4301  West  Markbam, 

Little  Rock  72201  1984 

George  W.  W’arren,  P.  O.  Box  W, 

Smackover  71762  1981 

5V.  Payton  Kolb.  230  Medical  Towers  Building, 

Little  Rock  72205  1984 

James  R.  Weber,  P.  O.  Box  188, 

Jacksonville  72076  1984 

Thomas  A.  Bruce,  4301  West  Markham, 

l.ittle  Rock  72201  1981 

Carl  J.  Racpie,  500  Sonth  I’niversity, 

Little  Rock  72205  1985 

Dav  id  Busby,  UK)  South  I llh. 

Fort  Smith  72901  1985 

1 . F,.  Fownsend.  1 120  5\’e,st  43rd, 

Pine  Bluff  71603  1985 

Richard  N.  Pearson,  6 Halsted  Circle, 

Rogers  72756  1985 

W illis  Stevens,  460  West  Oak, 

El  Dorado  71730  1985 

Lloyd  Langston,  1108  FVest  43rtl, 

Pine  Bluff  71603  1986 

Paul  Cornell,  500  South  Tniversity, 

Little  Rock  72205  1986 

Kemal  Kutait,  1120  I.exington, 

Eort  Smith  72901  1986 

Term 

Expires 

BUDGE  1 CO.MMrriEE  Dec.  31 

Asa  A.  Crow,  #1  Medical  Drive, 

Paragonld  72450  1983 

John  M.  Hestir,  P.  O.  Drawer  512, 

DeWitt  12m2-  CHAIRMAN  1984 

Jim  E.  Lytle,  P.  O.  Box  2116, 

Batesville  72501  1985 

F.  E.  Joyce,  P.  O.  Box  2763, 

Lexarkana  75501  1986 

James  M.  Kolb,  Jr.,  305  Skyline  Drive, 

Rtisscllville  72801  Automatic  as  Treasurer 


COMMI  I FEE  ON  CONSTITUTIONAL  REVISION 
A.  S.  Koenig,  Jr.,  923  Lexington, 

Fort  Smith  72901  - CHAIRMAN 
J.  Warren  Murry.  P.  O.  Drawer 
Fayetteville  72702 
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I’kocfkdings 


Nalliaii  1,.  I’off.  I’.  ( ).  Box  1111, 

Hcher  Spriiig.s  725  l.‘i 
MKDICAL  SC  HOOI,  COMMI  11  I. E 
lames  1..  (.ardiiei  . 125  (.leenwood. 

Hot  Springs  71901  - CIl  UirMAX 
Kcmal  Riitait,  1 120  I.exiiigtoii, 

I-’oi  t Smitli  72901 
Boyce  West.  P.  ().  Box  220, 

( laiksvillc  72H;iO 
Max  Cdieiiey.  P.  <).  P>ox  725, 

Momitain  Home  72053 
R.  (erry  Maim,  0921  (.cyei  Spi ings  Road. 

I it  lie  Rock  72209 

I I AISON  COM  Ml  I I KF.  \VH  H 
SI  AH,  \\  FI. FARE  DFPARIMFNT 
((  (imposed  of  Fxeculice  Carmmittee) 

M)  HOC  COMMiriFF  K)  FXECUIIXF 
COMMII  IFF  0\  I I.MSOX  \\  FI  H STAFF 
l)FP,\R  I MFM  S OF  HF.\1,  I H .\XD 
IH'MAX  SFRMCFS 

I.an  \ I).  \\  right,  P.  O.  Box  1000, 

Rogers  72750  - CHAIIIM  IX 
Milton  I).  Deneke.  P.  O.  Box  (iS7, 

\\  esi  Memphis  72301 
(.eoige  W.  Warren,  P,  O.  Box  W, 

Smai  ko\  ei  7 1 702 

Michael  X.  Mooch,  P.  O.  Box  829, 

Salem  72570 

I <)X(.  R.\\(.F  PF.'lXM\(,  COMMI  I i ff 
Floyd  Fangston.  I 108  5\'cst  13i(l, 

Pine  Blnff  7 1 003 
[ohn  F.  Bell.  1300  South  Main, 

Searcy  72H3  - CAAAIRMAX 
James  R.  W eher.  P.  O.  Box  188, 

|a( ksonv  ille  72070 

Mahlon  O.  Maris,  Post  Olfice  Box  1597. 

Harrison  72001 

(ames  M.  Kolh,  |r..  305  Skyline  Drive. 

Russel  I \ die  72801 

PH5  SICIAX-Xl  RSF  [OIXT  PRAC  I ICE  COMMI  I I FF 
|erry  Holton,  500Sc)nth  I'niversity, 

Fit  lie  Rock  72205 

A.  I . (dllespie,  500  South  Fniversity, 
l ittle  Rock  72205 

Charles  W.  Fogan.  500  South  F'niversitv. 

Fittle  Rock  72205 
Ixemal  Ixntait.  1120  Fexington, 

Fort  Smith  72901 

( hai  les  I . Wilkins.  3105  West  Main  Place. 

Rnsselhille  72801  - Cl  I All!, MAX 

Al)  HOC  COMMl  FI  FE  OX  |OFR.\.\L  AD\  ER  1 FS1X(. 
Raymond  .\.  Irwin,  Jr.,  1220  AVest  42nd, 

Pine  Blnff  71603  - CIIAIRMAX 
\\  . Payton  Kolb.  230  Medical  l owers  Building, 

Fittle  Rock  72205 
F'.  F.  Joyce,  P.  O.  Box  2763, 

Texarkana  75504 

COMMII  IFF  OX  MFDICIXF  BUSIXFS.S 
FIAISOX 

Purcell  Smith,  P.  O.  Box  5675, 

Fittle  Rock  72215  - (JIAIIIMAX 


V.  F.  Joyce,  P.  O,  Box  2763, 

Texarkana  75504 

Charles  W.  Fogan,  500  South  Fniversity, 

Fittle  Rock  72205 

Cal  R.  Sanders,  P.  O.  Box  757, 

Camden  71701 

Kemal  Kntiiil.  1120  Fexington, 

Fort  Smith  72901 

Floyd  (F  Fangston,  1408  West  13rd, 

Pine  Blnff  71603 

Larry  Fawson.  ^1  Medical  Diive, 

Paragoidcl  72450 

IMP.MRFI)  PH5SICIAXS  COMMI  I IFF 

Lee  B.  Parker,  )r.,  241  5\  esi  Spring, 

Fayeitev  ille  72701 

,\iibrey  C.  Smith.  1 St.  \ incent  Circle,  Suite  260, 

Little  Rock  72205  — CHAIICMAX 

Glen  F'.  Baker,  1301  West  .Maikham, 

Little  Rock  72201 

B.  P.  Raney,  103  Fast  Matthews, 

Joneshoro  72101 

W.  Ray  Jonett,  750  Medical  I owers  Bnilding. 

Little  Rock  72205 

y.  L.  Martinclale.  302  5\’csl  Sonth, 

Benton  72015 

COUNCIL  APPOINTED 
BOARDS  AND  COMMISSIONS 

\Rk.VXS.\S  MFDIC.M.  SOCIFFV, 

PEXSIOX  PLAX  TRFS  I FFS 

(>eorge  F.  Wvnne,  113  5Vesi  Cypress, 

Warren  71671 

Kemal  Kntait,  1 120  Lexington, 

Fort  Smith  72901  - CIIAIRMAX 

James  R,  Weher.  P.  O.  Box  188, 

Jacksonville  72076 

Cdiarles  Logan,  500  Sonth  Fniversity, 

Fittle  Rock  72205 

James  M.  Kolb,  Jr..  305  Skviine  Drive, 

Rnsselhille  72801  .\ntomatic  as  I reasnrer 


Fix-Officio  .Member; 

C.  C.  Fong,  P.  O.  Box  1208, 

Fort  Smith  72902 

Perm 

.MFDIC.M.  FDFCA  IIOX  F()FXD.5  I lOX  Expires 

FOR  ARK.XXS.ys  August 

Jean  f.laddcn,  P.  O.  Box  1118, 

Harrison  72()01  — ,Sec  jcdctry  1983 

Martin  Fi.sele,  101  5\  hittington. 

Hot  Springs  ~ 1901  — Rye.sideiit  1984 

Joe  F.  Rnshton,  219  Xorth  XVashington, 

.Magnolia  71753  1985 

.Amail  Clincly,  1801  Maple, 


Xorth  Little  Rock  72114—  J'ice  President  1986 

FX-OFFICIO  (w  ith  voting  power) 

.\.sa  Crow,  j^l  Medical  Drive, 

Paragonld  72450  (President.  ,\MS) 

Charles  XX'ilkins,  3105  West  Main  Place, 

Rnsselhille  72801  (President-elect,  .\.MS) 


I erm 
Expires 
.\|>ril 

1984 

1985 

1986 

1987 
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PkoCI  1 DINGS 


Moiriss  \1.  lIciiiN,  1’.  ().  K()\  1727, 

Favciti’\  ilU'  727(12  (liiiiiu  iliatc  Past  Prcsiik'iit,  AMS) 
I liomas  A.  Itmcc,  laOl  \\'i-sl  Maikliam, 
l ittle  Roik  72201  (Dean.  I’liitcrsilv  of  Aiktmsas 
College  of  Medicine) 

\RK  WSAS  S I AIK  ARIU  1 RA  I ION  COMMISSION 
(Society  Rcpvesenlatices)  d eiin 

P'.xpircs 

April 


District 

1 Milton  1).  Denekc.  P.  O.  Box  687, 

MVst  Memphis  72.‘i()l  1987 

2 Rennelh  Meacham.  KtOO  South  Main, 

Searev72I13  1986 

9 Dwight  e.rav,  110  West  Chestnut, 

Marianna  72360  1986 

1 Banks  Blackwell,  P.  O.  Box  I 106, 

Pine  Bluff  71613  1 987 

5 Krnest  Harlinan,  619  West  Groce, 

El  Dorado  71730  1984 

6 Joe  D.  King,  P.  O.  Box  549, 

Nashcille  718.52  1985 

7 Thomas  M.  Durham,  505  5Vest  Cirancl, 

Hot  Springs  71901  1987 

8 H.  Austin  Grimes,  P.  (4.  Box  5270, 

Little  Rock  72215  - C//.4//G\/.4,Y  1987 

9 John  4V.  5'in7ant,  22  East  Spring, 

Eavetteville  72701  1984 

10  James  Maiipin.  P.  O.  Box  337, 

Dardanelle  72834  1985 

ARK.ANSAS  MEDICAL  SOCIETY 
POl  1 IICAE  ACTION  COMMITTEE 
I-  l.arry  Laccson,  1 Medical  Drice, 

Paragonld  72450  - CIIAIIiMAX 

C harles  H.  Rodgers,  4202  Smith  Tniversity, 


Little  Rock  7220i  - SECREriRYTREASUREi; 
John  Crenshaw,  4201  Mulberry, 

Pine  Bluff  71603 
Robert  Miller,  616  Elm, 

Helena  72342 

Ken  Lilly,  1 120  Lexington, 

Eort  Smith  72901 


|.nnes  M . Kolb,  Jr.,  305  ske  line  Di  ice, 

Rnssellc  ille  72801 

A.  Samuel  Koenig,  111,923  Lexinglon, 
fort  Smilh  72901 
M ilton  1).  Deneke,  P.  O.  Box  687, 

W est  Memphis  72301 
|ohn  M.  Hfstir,  P.  O.  Drawer  512, 

DcWill  72012 

Bobby  McKee,  505  East  Matthews, 

Jonesboro  72  10 1 

Mrs.  Herbert  1 aylor.  21  I d’onrnament, 

West  ,Mcm]diis  72301 

Mis.  Cdiarles  E.  4\  ilkins.  2 1 I Durant  Drive, 

Rnssellc  ille  72801 

.Mrs.  Jack  Burge,  Route  1,  Box  338, 

Lake5’illage  71653 

Mre,  C.Lynn  Harris,  1516  Wilson  Drive, 

Hope  71801 

COMMITTEES  ELECTED  BY 
THE  HOUSE  OF  DELEGATES 

N O M I \ , V r 1 N G G O M M r I T E E 

C.ouncilor  Term  Expires 

llistii'.t  April  1981 

1 Sebil  R.  Hart,  P.  O.  Box  312, 

Bid  bee  ille  72315 

2 Ramon  E.  Lope/,  1902  McGlain, 

Neevport  72112 

3 John  M.  Hestir,  P.  O.  Drawer  512, 

DcAVitt  72042 

4 Danny  I . Berry,  P.  ().  Box  788, 

Lake  \ illage  71653 

5 C.eorge  W.  Warren,  P.  O.  Box  5V, 

Smackocer  717()2 

6 A.  E.  .\ndrews,  P.  O.  Box  689, 

Eexarkana  75504 

7 5Villiam  R.  .Mashburn.  99  Little  Pine, 

Hot  S|)ring.s  7 1901 

8 Paul  J.  Cornell.  500  South  Lillie ersity, 

Lillie  Rock  72205 

9 4Vade  \V2  Bui nside,  207  East  Dick.son, 

Eayeitec ille  72701 

10  \Y.  P.  Phillips,  P.  O.  Box  3507, 

Eon  Smilh  72913  - C.ll  lIRMAN 


MEDICAL  SERVICES  REVIEW  COMMITTEE 


Term 

Teim 

Expires 

Committee  Members 

Specially 

Expires 

Committee  Members 

Specialty 

April  30 

(Name  and  Address) 

Represented 

April  30 

(Name  and  Adchess) 

Represented 

1984 

Charles  H.  Rodgers,  4202  South  Unicersity, 

1984 

J.  Larry  Laevson,  :#■  1 Medical 

Drice, 

Little  Rock  72204  — Tice  Chairman 

Earn.  Pr. 

Paragonld  72450 

Surgery 

1985 

Ken  Lilly,  1120  Lexington, 

1986 

C,lenn  1’.  Schoettle,  308  South 

Rhodes. 

Eort  Smith  72901 

Earn.  Pr. 

West  5[emphis  72301 

Surgery 

1985 

Robert  Etherington.  11  King’shighevay 

1985 

Ckorge  V.  Roberson,  1801  4Vest  40th, 

Eureka  Springs  72632 

Earn.  Pr. 

Pine  Bluff  71603 

Suigery 

1984 

David  Crittenden,  10()-,\  East  Poplar, 

1986 

Vida  H.  Gordon,  9501  Noilh  Rodney  Parham, 

Eayctteville  72701 

Tnt.  5red. 

Little  Rock  72207 

Allergy 

1985 

John  Crenshaw,  4201  Mulberry, 

1985 

Jim  Porter,  P.  O.  Box  1), 

Pine  Bluff  71603 

Inl.  Med. 

Benton  72015 

A lies. 
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Procifdings 


Teini 

Expires  ( oinmilire  Mc  iiiIhm s Spcri.illr 

April  .SO  (Name  and  Addiess)  Re])i esenteil 

\\  illiaiii  ^\^  (.allowav,  1002  \\'e.st  Main. 

Russellville  72801  Derm. 

1080  Dwayne  E.  Rnggles.  .720  West  20tli. 

North  Eillle  Rtnk  721  I 1 Olo. 

1080  Mitchell  .Singleton.  1’.  ().  Hox  008. 

Eaveltevilk’  72702  Oph. 

1081  David  E.  Harilav.  500  Soiitli  l ni\eisil\. 

1 iltle  Roik  7220.5  <)h  (,\n 

1085  Roheit  Watson.  .‘iO  Edgehill, 

1 illle  Roik  72207  Nenrosnrgerv 

108,5  Warren  M.  Douglas,  200  .Medical  lowers  Hldg.. 

l ittle  Rotk  72205  I’svchiativ 

1081  |ohn  Eriest hmann.  I’.  ().  Hox  2158. 

Hot  Spiings  7I01,S  I’ediatrics 

1080  ,\.  E.  .Andrews,  E.  ().  Hox  080, 

Eexarkana  75504  Radiology 

1084  |ohn  D.  MtCamnell.  500  South  Eniversitv, 

Eitlle  Rotk  722t)5  I’alhology 

1084  I’eter  |.  Irwin,  1500  Dodson, 

Eon  Smith  72001  Orthopedies 

1085  Hal  R.  Hlatk.  |r.,  200  Doctors  Park  Bldg.. 

Eitlle  Rotk  72205  Erttltigy 

— C harles  E.  W ilkins.  |r..  ,510.5  West  Main  Plate, 

Russellville  72801  ((  hairman) 


1 eiin 

Expires  (.ommittee  Members 
A|>ril  So  (Name  and  .Addrt'ss) 

— Asa  A.  Crow,  1 Metlical  Drive. 

Paragould  72450 

— (A  atancy  in  position  of  Seeretary) 

— |t)hn  P.  Burge,  Eake  Village  Clinic, 

l ake  A'illage  7l(i5S  (Council  Chairman) 

— Morriss  M.  Henrv.  P.  O.  Bt)x  1727, 

Eayetleville  72702  (1  mmediate  Past  President) 

SI  B ( OMMIT  I EE  OE  SC B -SPECIAE  I lES 
(Re|rresentalives  on  call  to  meet  with  (.ommittee  as  needed 
when  claims  in  specialtv  lieki  are  considerctl) 

Carl  E.  AVilliams,  522  South  lllth, 

Eort  Smith  72001  4 horacic  Surgery 

1 homas  ).  Smith,  400  North  Cniversity, 

Eittle  Rock  72205  Gastroenterology' 

I htnnas  H.  .Mien.  IIS  Noith  Cniversitv, 
kittle  Rock  72205  Plastic  Surgery 

|ohn  C.  Schult/,  lOOOl  Eile  Drive, 

Eittle  Rock  7220,5  Pulmonary  Dis. 

Kelsv  |.  C.aplinger,  111.  11215  Hermitage  Road.  Ste.  104. 

Eittle  Rotk  72211  Pediatric  .Allergy 

(..  Dovne  Williams,  1 St.  A'incent  Circle.  Ste.  SSO, 

Eittle  Rotk  7220,5  Cardiovascular  Surgery 

Robbie  R.  .Atkinson,  D.D.S.,  1801  AA'est  40th,  2-A, 

Pine  Bluff  71001  Oral  Surgery 


Specialtv 

Represented 

( President) 


1983  OFFICERS -COUNTY  MEDICAL  SOCIETIES  - ARKANSAS  MEDICAL  SOCIETY 


ARk.ANS.AS  . . Pres.— Gerald  E.  (.iiyer.  Route  1 , Box  21  -D,  Stuttgart  72100 

Secy.— (.erald  E.  (>uyer,  Route  1,  Box  21 -D.  Stuttgart  72100 

-ASHEEA  Pres.— Donald  E.  Eoon,  .515  Nt)rth  Alabama.  Crossett  710.55 

Secy.— James  1).  Rankin,  Post  Office  Box  232,  Hamburg  71046 

B ANTER  . Pres.— Robert  E.  Baker,  # 10  Medical  Plaza,  Mountain  Home  72053 

Seev.— Peter  MatKerther,  Post  Office  Box  634,  Mountain  Home  72053 
.A.sst.  Secy.— Julia  Shoit,  120  AA’est  Sixth,  Mountain  Home  72653 

BEN  TON  Pres.— Michael  R.  Platt.  Post  Office  Box  86,  Cravette  72736 

Secy.— (..  Bruce  AA'aldtHi,  Post  Office  Box  lO(K),  Rogers  72756 

BOONE  Pres.- Ehomas  E.  Bt  II,  Post  Office  Box  1 1 16,  Harrison  72601 

Secy.— .Alice  R.  I.aiile,  715  AA’est  Sherman,  Harrison  72601 

BR  ADEEA  .. Pres.— AA’illiam  C.  W haley.  205  East  (duirch,  AA'arren  71671 

Sety.— (.eorge  E.  AA’vnne,  1 13  West  Cv press.  AA’arren  71671 

CHK.O  1 Prcs.—P.  Siidaratana,  2420  Not  th  Highway  65,  Eutiora  71640 

Secy.— 'Eom  Tvedten,  Eake  A’illage  Clinic.  Eake  A’illage  71(>5,3 

CE.ARK  . Pres.— N.  R.  Ritter,  3004  AA’est  Pine,  .Arkadelphia  71923 

Secy.— James  I),  Russell,  3004  AA’est  Pine,  Arkadelphia  71923 

CTEBCRNE  . Pres.— AA’.  J.  .Ashabranner,  Post  Office  Box  1 I 1 1 , Heber  Springs  72543 

Secy.— N’ita  B,  Oglesby,  421  South  7th,  Heber  Springs  72543 

COECMBI.A  . . Pres.— John  1.  Ruff.  104  Hospital  Road.  Magnolia  71753 

Secy.— Robert  AA’.  Hunter.  Jr.,  .Magnolia  Hospital.  Magnolia  71753 

(;ONAA’.AA'  Pres.— Keith  .M.  Eijrsmeyer.  Post  Office  Box  677,  Morrilton  72110 

Secy.— Robert  (..  Bishoj),  Post  Office  liox  256,  Morrilton  721 10 
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I’kocki  i)iN<;s 


< R \l( . 1 1 K \1)  I’Ol \S1  11  I’rcs.— |(>f  Siallings.  1 17  K;i.sl  \Ial(  lu  u s,  )(*!K‘!.1)<>i o 7- lill 

Sec  V.— (•U'liii  Sears,  South  Main,  joneshoro  72101 

<:R  \\\'l't)Rl)  I’res.— David  1$.  Sills.  Post  Office  Ilox  Iti.  Mountainhiiig  72!l  Ki 

Secy.— Millard  C..  Kdds.  1 10.'!  (.Iiestnut.  \ aii  Ifureii  7‘2‘)r)<i 

(.Rl  1 1 KN  1)K\  Pres.— (lilhert  1).  Jay,  1 1 1 . 200  South  RIuhIi-s,  \\ est  Mem|)his  72.‘!Ol 

Secv.— Kciith  K,  Kennedy,  31  (i  I \ let , West  Memphis  72301 

< ROSS  Pres.-Willard  {;.  Burks,  Post  Office  Box  l.'jH.  Wynne  72.'i'.lli 

Secv.— X'ance  f.  (aain,  Pcxst  Office  Box  1.58.  W'vnne  7239() 

D.M.L-VS  . Pres.— H u<>h  .\.  \' ult . 1 10  North  Olillon.  Foi dyce  71712 

Sec  V.— Don  Cf.  Howard.  I 10  North  Cl  if  Ion.  I'oidvce  71712 

DKSH.X  Pres.— (iuc  1.  Rohinson.  207  South  Kim.  Dumas  7 1()39 

Set  y.— Howai (I  R.  Harris,  207  South  Kim.  Dumas  71639 

DRKW ..  . Pres.— Paul  .\.  W'allick,  !K)6  Roberts  Drive.  Montitello  7 1655 

,\sst.  Secy.— Betty  Kvans,  Post  Office  Box  538,  Monlicello  71655 

KAl’KKNKR  Pres.— Bol)  CK  Banister.  923  Parkway,  Ocnway  72032 

■Secy.- Boh  G.  Banister,  923  Parkw  ay,  Gonway  72032 

KR.WKKIN  Pres.— Reltecta  Kwing,  601  \\  esi  Gommercial.  Ozark  72919 

Secy.— Khomas  G.  Jefferson.  Post  Office  Box  1057,  Ozark  72919 

(..\RI..\ND Pres.— Robert  K.  McCrarv.  505  West  (.rand.  Hot  Springs  71901 

Secy.— Robert  B.C, lark,  211  Hobson.  Hot  Springs  71913 
,\sst.  Secy.— .\fary  Payne,  91  I West  (.rand.  Hot  Spiings  71913 

GR.\N'  r Prcs.-Jack  .M.  Irvin,  205  West  High.  Sheridan  72150 

Secy.— Clyde  D.  Paulk,  Post  Olfice  Box  307,  Sheiidan  72150 

GRKKNE-CK.W Pres.— Jon  D.  Collier,  :^5  Market  Plate,  Paragoulcl  72150 

Secy.— Robert  B.  White,  1 Medical  Drive.  Paragoidd  72150 

HEMP.STE.M) Pres.-Asa  M.  Warmack,  Pc»sl  Office  Box  687,  Hope  71801 

Secy.- R.  Craig  Davis,  405  West  16th.  Hope  71801 

HOT  SPRINT,  - Pres.-N.  B.  Kersh.  1518  McBee,  Malvern  72104 

Secy.— Bruce  W bite,  1IK)2  .Schneider  Drive,  Malvern  72101 

HOW.\RD-PlKK  Pres.— Joe-  D.  King,  Post  Office  Box  549,  Nashville  71852 

Secy.— Samuel  W.  Peebles.  120  West  Svpert,  Nashv  ille  71852 

INDEPENDENCE Pres.— Charles  H.  Day,  Post  Office  Box  2116,  Batesville  72501 

Secy.— Dav id  Kaidfman,50l  X'irginia  Drive,  Batesville  72501 

JACKSON Pres.— Kran  K.  Duke,  Post  Olfice  Box  130.  Newport  72112 

.Secy.— M.  Chauhan,  Post  Oflite  Box  ti05,  Newport  72112 

JEFFERSON Pres.-R.  Irwin,  1220  West  42ncl.  Pine  Bluff  7lt)03 

.Secy.— H.  M.  FlegwcKKl,  Post  Olfice  Box  7863.  Pine  Bluff  71l>l  1 
F.xec.  Sec  y.— Maggi  Wadsworth,  1515  West  12nd,  Pine  Bluff  71603 

JOHNSON Pres.— John  \Ic.\uley,  Post  Office  Box  (i68,  Clarksville  72830 

Seev.— Richard  E.  McKelvey.  Post  Olfice  Box  110,  (darksville  72830 

LAF.'WEn  F7  Pres.— Craig  E.  Ditsch,  Post  Office  Box  276,  .Stamps  71860 

.Secy.— Craig  E.  Ditsc  h.  Post  Office  Box  276,  Stamps  71860 

LAWREiNCE ..  Pres.— Ted  S.  Lancaster,  Post  Office  Box  719,  Walnut  Ridge  72176 

Secy.— J.  B.  Elders,  Post  Office  Box  595,  Walnut  Ridge  72176 

LEE - Pres.— E.  C.  Fields,  77  West  Main.  .Marianna  72360 

.Secy.— E.  C.  Fields,  77  West  Main.  Marianna  723()0 

LITTLE  RIVER  Prezs.— James  1).  .Armstrong,  Post  Office  Box  637.  .Ashderwn  7I8'22 

Secy.— John  Gillean.  Post  Office  Box  818,  .Ashdown  71822 

LOG.AN Pres.— James  T.  Smith,  Post  Office  Box  286,  Paris  72855 

Secy  .— John  R.  Williams,  Post  Office  Box  1 10,  Booneville  72927 

LONOKE Pres.— Joe  A.  Abrams,  Post  Office  Box  993,  Cabot  72023 

Secy.— Byron  E.  Holmes,  305  West  Front,  Lonoke  72086 
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MILLER  ....  Pres.— Jerry  B.  Stiingfcllow,  1205  East  35th,  Texarkana  75502 

Secy.— Gerald  Driiff,  .300  East  6th,  Texarkana  75502 

E7xec.  Secy.— Arlene  Ritshan,  Post  Office  Box  1843,  Texarkana  75501 

MISSIS.SIPPI Pres.— Harvey  C.  Hannon,  Tenth  and  Highland,  Blytheville  72315 

Secy.— Eldon  Fairlev,  Post  Office  Box  68,  Osceola  72370 

MONROE Pres.-N.  C.  David,  108  West  Ash.  Brinkley  72021 

Secy.— L.  T.  Gates,  1 12  North  New  York,  Brinkley  72021 

NEVAD.A Pres.— H.  Blake  Crotv,  327  East  Second,  Prescott  71857 

Secy.— Michael  C.  Voting,  301  Hale  Avenue,  Prescott  71857 

OUACHITA Pres.— Danny  A.  Martin,  416  Hospital  Drive,  S.W.,  Camden  71701 

Secy.— L.  V.  Ozment,  Post  Office  Box  757,  Camden  71701 

PHILI.IPS... - ...Pres.— J.  H.  Barrow,  614  Oakland,  Helena  72342 

Secy.— L.  J.  Pat  Bell,  626  Poplar,  Helena  72342 

POLK  . Pres.— Michael  H.  Baldwin,  4Vilhelmiiia  Medical  Center,  Mena  71953 

Secy.— David  D.  Fried,  Route  3,  Box  194,  Mena  71953 

POPE  Pres.— Sandra  Young.  1800  West  Main,  Rtissellville  72801 

Secy.— W.  Ernest  King,  Jr.,  3105  West  Main  Place,  Russellville  72801 

PULASKI Pres.— Kelsy  J.  Caplinger,  11215  Hermitage  Road,  #104,  Little  Rock  72211 

Secy.— Fred  O.  Henker,  III.  4301  4Vest  Markham,  Little  Rock  72201 
Exec.  Secy.— Paul  Harris,  500  South  L^niversity,  #311,  Little  Rock  72205 

RANDOLPH Pres.— Richard  |.  Lombardo,  Highway  90,  Country  Cltib  Road,  Pocahontas  72455 

Secy.— 4V.  \V.  Scott,  Post  Office  Box  466,  Pocaliontas  72455 

SALINE. Pres.— Robert  .\sliby,  815  North  East,  Benton  72015 

Secy.— C.  Ted  Hood.  205  Carpenter,  Benton  72015 

.\sst.  Secy.— Stie  McCutcheons,  c/o  Saline  Memorial  Hospital,  Northeast  at  McNeil, 
Benton  72015 

5EBA.STIAN Pres.-Harrv  P.  McDonald,  2044  North  29th,  Fort  Smith  72904 

Secy.— Gene  Girkin.  923  Lexington,  Fort  Smith  72901 
.Asst.  Seev.— Bett\  Stipsky,  4417  South  30th,  Fort  Smith  72901 

SEVIER Pres.— Kevin  R.  Carlson.  North  4th  and  Heynccker.  DeQuecn  71832 

Secy.— Da^  id  E.  Stearns,  Highway  70  4Vest.  DeQueen  71832 
Exec.  Secy.— Mr.  Jim  E.  Pearce.  Highway  70  West,  DcQueen  71832 

ST.  FRANCIS Pres.— E.  Morgan  Collins,  1801  I.indauer  Road,  Forrest  City  72335 

Secy.— Christojjher  4V’ooltam,  318  East  Cook,  Forrest  City  72335 

TRI  -COUNTY Pres.— Robert  C.  Lane,  Post  Office  Box  617,  Calico  Rock  72519 

Secy.— Martin  P.  Meisenheimer,  Post  Office  Box  1067,  Cherokee  \’illage  72525 

UNION Pres.— George  Smith,  704  West  Grove,  El  Dorado  71730 

Secy.— Richard  C.  Pillsbiiry.  423  Thompson,  El  Dorado  71730 

VAN  BUREN Pres.— Charles  G.  Pearce,  Post  Office  Bo.x  51,  Clinton  72031 

Secy.— John  A.  Hall,  Post  Office  Box  310,  Clinton  72031 

WASHINGTON Pres.— F.  E.  McEvoy,  803  Quandt,  Springdale  72764 

Secy.— James  A.  Capps,  Post  Office  Box  1203,  Fayetteville  72702 

WHITE Pres.— C.  E.  Ransom.  1407  East  Race,  Searcy  721  13 

Secy.- Htigh  R.  Edwards,  1300  South  Main.  Searcy  72143 

WOODRUFF — . Pres.— Fred  E.  Wilson,  Post  Office  Box  387,  McCrory  72101 

Secy.— James  E.  Rowe,  Post  Office  Box  387,  McCrory  72101 

YELL Pres.— Gary  \V.  Russell,  Highway  22  West,  Dardanelle  72834 

Secy.— Damon  G.  H.  Martin,  Post  Office  Box  328,  Ola  72853 
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Mrs.  Paul  Cornell 
President  1983-1984 
Arkansas  Medical  Society  Auxiliary 


ARKANSAS  MEDICAL  SOCIETY  AUXILIARY 
CONVENTION  REPORT 

FIFTY-NIXTH  ANNUAL  SESSION  OF  1 HE 
ARK.VNSAS  MEDICAL  SOCIEIA’ 
AUXILIARY 

Sequoyah  Room,  Hilton  Inn 
Fayetteville,  Arkansas 
May  (i,  1983  9:30  a.m. 

FIRST  GENERAL  SESSION 

The  First  General  Session  was  called  to  order 
by  the  president,  Mrs.  Herbert  Faylor,  who  wel- 
comed everyone. 

d he  invocation  was  given  by  Mrs.  Michael 
Platt. 

The  .\uxiliary  Pledge  was  read  by  all. 


.Mrs.  Harold  Decker  warmh  welcomed  the 
.Vuxilians  to  Fayettesille  lor  the  lirst  Arkansas 
Medical  .Society  Convention  since  1924. 

Mrs.  \\h  j.  Wright,  Crittenden  County,  thanked 
Fayeite\  ille  for  a wonderful  "Mountain  d op 
Fxpericiu  e.” 

Mrs.  Samuel  Koenig,  secretary,  called  the  roll 
and  seated  the  delegates. 

.Mrs.  Koenig  announced  that  the  minutes  of  the 
Fifty-Eighth  .\nnual  Convention  had  been  read 
b\  the  reading  committee  and  had  been  published 
in  the  .Minutes  and  Reports. 

Mrs.  Faylor  introduced  Mrs.  Wdlliam  D. 
Hughes,  president  of  I he  Southern  Medical  As- 
sociation .-\uxiliary.  Mrs.  Hughes  gave  an  over- 
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AUXILIARY  OFFICERS  ADDRESS  HOUSE  OF  DELEGATES  OF  ARKANSAS  MEDICAL  SOCIETY 


Mrs.  Herbert  Taylor,  president,  (left)  and  Mrs.  Paid  Cornell,  president -elett. 


view  ol  the  future  ])rugr;uns  for  Southern  Medical 
this  year. 

Mrs.  laylor  introduced  Mrs.  jerry  Klaylotk, 
Craighead-Poinsett  (Munty,  who  is  president  ot 
tite  newly  lonned  .Arkansas  Psychiatric  .Auxiliary. 

Mrs.  Mitchell  Siugleton,  convention  cluiinnan, 
announced  that  there  are  I 10  delegates  registered. 
She  then  instructed  the  group  concerning  the  re- 
maining conventicni  plans. 

Mrs.  Walter  Mi/ell,  Saline  County,  and  Mrs. 
Gordon  Oates.  Pulaski  Ciounty,  gave  the  p;ist 
presidents'  report.  .A  poem  ;is  well  as  a check  Icji 
.\Af.A-ERK  Avas  jnesented  in  memory  of  Mrs.  Wil- 
liam Hihhitts  and  Dr.  AVarren  Riley. 

Reports  were  giveti  by  Officers  and  Committee 
Chairmen. 

Mrs.  l aylccr  thanked  everyejne  for  a year  tilled 
Avith  memories  ;md  “sjtecial  treats."  She  talked 
about  many  of  her  exjteriences  with  individmil 
county  auxiliaries. 

Mrs.  Paul  Cornell,  jjresident-elect,  reminded  all 
.Auxilians  about  the  need  to  increase  our  member- 
ship. She  Avould  much  ratlier  .see  The  Mississippi 
.Auxiliary  wearing  Hog  H;its  than  to  sing  ‘‘It’s  a 
Treat  to  Beat  A’our  Feet  in  the  Mississippi  Mud.  " 


Mrs.  Stnnuel  Koenig,  secretary,  reminded  that 
all  reports  should  be  submitted  to  her  in  writing 
for  inclusion  in  the  Annual  Minutes  and  Reports. 

Mrs.  James  Gardner,  treasurer,  asked  that  all 
bills  be  given  to  her  this  weekend  for  payment. 

Mrs.  Ftiylor  ititrochiced  Mrs.  C.  I.ynn  Harris, 
-Southwest  -Area,  and  also  the  .\MS-PAC  repre- 
sentative. Mrs.  d'aylor  also  introduced  Dr.  Asa 
Crow,  president-elect  of  the  Arkansas  Medical 
Society;  Dr.  Larry  Lawson,  chairman  of  the  Ar- 
kansas Medical  -Society  Political  Action  Com- 
mittee; Mr.  Michael  Mitchell,  attorney  for  the 
Medical  Sot  iety;  and  Mr.  Ken  LaMastus,  lobbyist 
for  the  Medical  Society.  They  discussed  with  the 
House  of  Delegates  the  needs  of  ARK-PAC  and 
the  ways  in  which  the  Auxiliary  can  help  them. 

Mrs.  Laylor,  upon  instruction  of  the  January 
11,  1983,  AVhnter  Board  Meeting,  moved  that  the 
/Arkansas  Afedical  -Society  .Auxiliary  make  the 
AMS-P.AC  committee  a permanent  committee 
whose  purpose  is  to  educate  auxiliaries  of  the 
needs  and  activities  of  ARK-PAC.  The  motion 
was  seconded  and  jtassed. 

Mrs.  Taylor  then  introduced  Dr.  Morriss  M. 
Henry,  president  of  the  Arkansas  Medical  Society, 
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Auxilian  Presifient  Mrs.  Herbert  'I'avlor  with  convention  guests.  Mrs.  William  Hughes  (President  of  Southern  Medical  Association  Auxiliary) 
and  Mrs.  AVavne  Brady  (Treasurer  of  the  American  Medical  Association  Au\iIiar^). 


.\ux'lian  Officers  for  I9B3-84:  President  Mrs.  Paul  ('-onu  ll.  Piesident-elec  l Mis.  Deno  P.ip|>.is.  Kcaording  Secretarc  Mis.  Paul  Mereilith 
urer  Mrs.  Samuel  Koenig.  Northeast  Vice  President  Mis.  Ramon  I o[>e/.  .nul  \oit!iucs(  \'i(e  1‘resideni  Mrs.  James  Burgess. 
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President  of  the  Auxiliary  for  1082-83,  Mrs.  C.  Herbert  Taylor.  West 
Memphis. 


Leaders  of  the  .‘\uxiliar>’  for  1 983-8-1— Mrs.  Paul  Cornell  of  Little 
Rock  and  Mrs.  Deno  Pappas  of  Hot  Springs. 


who  welcomed  tlie  Auxiliary  to  Fayette\  ille  and 
thanked  the  members  for  their  many  tontribu- 
tions.  a lien  Dr.  James  S.  Todd,  representing  the 
Board  of  I’rustees  of  the  American  Medical  As- 
sociation, spoke  on  the  tremendous  support  sys- 
tem physicians  have  in  tlieir  wives. 

Dr.  Roliert  Benafield  introduced  the  "Berkeley 
Model’’  health  curriculum,  ddiis  program  is  be- 
ing used  in  ^Vashington  Ciounty.  Mrs.  Harold 
Decker  gave  a slide  presentation  showing  many 
aspects  of  the  program  as  it  is  being  used  in  the 
Fayetteville  and  Springdale  area  schools.  Mrs. 
Ray  Jouett,  Pulaski  County,  gave  the  remainder 
of  the  Health  Projects  Report. 

Mrs.  Curry  Bradburn,  bylaws  chairman,  pre- 
sented the  proposed  bylaw  changes.  Article  XII, 
■Section  1;  Article  XII,  .Section  8;  and  Article  III, 
Section  6,  were  amended.  Article  XI\'  was  added. 

Mrs.  Robert  Taylor,  ARK-MAP  chairman,  re- 
ported that  she  had  all  three  publications  on  dis- 
play in  the  room.  She  encouraged  suggestions  as 
she  will  be  again  editing  the  newssheet. 


Mrs.  Taylor  asked  that  the  committee  reports 
be  interrupted  in  order  to  take  care  of  business 
necessary  in  this  session. 

Mrs.  Taylor  then  asked  for  nominations  Ironi 
the  floor  for  the  1983-81  Nominating  Committee. 
There  are  needed  two  members  from  the  Boaid 
and  two  members  from  the  House  of  Delegates. 
The  following  delegates  were  elected:  Mrs.  Walter 
Mizell,  Saline  County;  Mrs.  D.  B.  Allen,  Pulaski 
County;  Mrs.  Amail  Chudy,  Pulaski  County;  anti 
Mrs.  Harold  Decker,  Washington  County. 

■Mrs.  Taylor  asked  for  nominations  for  dele- 
gates to  the  1983-84  AM.\  .\uxiliary  Convention 
in  Chicago.  The  following  were  nominated  and 
elected:  Mrs.  Deno  Pappas,  Garland  County:  Mi  s. 
Paul  Cornell,  Pulaski  County:  Mrs.  Stanley 
ITeter,  Poj^e  County;  and  Mrs.  Herbert  Taylor, 
Crittenden  County.  Mrs.  "W.  Payton  Kolb  moved 
and  it  was  seconded  that  the  alternates  to  the 
National  Convention  be  left  to  the  discretion  of 
the  president. 

The  meeting  was  then  adjourned  at  11:30  a.m. 
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AUXILIARY  CONVENTION  LUNCHEON 


ARKANSAS  MEDICAL  SOCIETY 
AUXILIARY  LUNCHEON 
Mountain  Inn  Hotel 
Friday,  May  6,  I98S 

Ramona  Taylor,  j>resident  of  the  Arkansas 
Medical  Society  Auxiliary,  opened  the  luncheon 
by  introducing  and  thanking  the  members  of  the 
Fayetteville  Auxiliary  for  the  wonderful  conven- 
tion plans.  She  then  introduced  the  head  table. 

Mrs.  Charles  F.  Cale,  president-elect,  Washing- 
ton County,  gave  the  invocation. 

Mrs.  Frank  Morgan  presented  Mrs.  Wayne 
Brady,  treasurer  of  the  American  Medical  As- 
sociation Auxiliary,  with  a needlepoint  picture 
as  a remembrance  of  her  visit  in  Arkansas. 

Mrs.  Mitchell  Singleton,  convention  chairman, 
introduced  special  members  of  her  committee. 

The  luncheon  program  was  given  by  Pattie 
W'illiams,  M.E.l).,  C.R.C.,  a private  practitioner 
in  counseling.  Mrs.  Williams  spoke  on  “Stress 
Management.”  Mrs.  Williams  is  a group  leader 
with  ten  years  experience  in  mental  health  set- 
tings, including  community  agency  and  private 
practice. 


Helen  Padberg  drew  for  the  door  prizes  that 
were  provided  by  each  county  auxiliary. 

T he  luncheon  was  then  adjourned. 
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AUXILIARY  PAST  PRESIDENTS'  BREAKFAST  MEETING 


J*ast  Presidents  of  the  Au\iliar\  h.id  a surprise  for  Willie  Oates  wlien  she  appeared  at  the  breakfast  on  I'ridav  morning.  Evers  member  of  tlie 
club  came  wearing  a chapeau. 

Present  for  the  meeting  were  Mrs.  l.ouis  Hundle>.  Honorary  member  Mrs.  Paul  Sdiaefer,  Mrs.  Trank  Morgan.  Mrs.  Warren  Poop,  ^^^s.  Wal- 
ler Mi/ell,  Mrs.  A.  A.  I.ittle.  Mrs.  Ciharles  Wilkiins.  Mrs.  (.ordon  Oates,  ^^^s.  L>nn  Harris.  Mrs.  Harolcf  Eangston.  Mrs.  James  Branch.  Mrs. 
\.  S.  Koenig,  Mrs.  Curn  Bradburn,  and  Mrs.  Frank  I'adberg. 
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SECOND  GENERAL  SESSION 

Fli  rV  NINTH  ANNTIAL  SESSION  OE  HIE 
ARKANSAS  AIEDICAL  SOCIEIA 
ATXILIARY 

Scc|U()y;ili  Room,  Hilton  Inn 
EayettCN  illc,  Ai  kansas 
May  7,  1W,'I  9::?0  a.m. 

Ehc  Secoiul  (kaier.il  Session  of  the  Eiity-Ninih 
Annual  Convention  was  called  to  order  1)\  the 
presiilent,  Mrs.  Herbert  d'aylor. 

Mrs.  Michael  Platt,  chaplain,  gave  the  iinoca- 
tion. 

Ehe  .Auxiliary  Pletlge  was  repeated  by  all. 

Mrs.  Taslor  then  introduced  Mrs.  William  1). 
Hughes,  president  of  the  Southern  Medical  As- 
sociiUion  Au.xiliary.  Mrs.  \Vayne  C.  Brady,  treas- 
urer of  the  .American  Medical  .Association  .Aux- 
iliary, was  also  introduced.  Mrs.  Kemal  Kutait, 
AM.\  .Vuxiliary  Legislative  Chairman,  w;ts  recog- 
nized. 

Ehe  minutes  of  the  First  General  Session  were 
referred  to  the  reading  committee. 

Mrs.  Paid  Meredith,  .AM.A-ERF'  chairman,  in- 
troduced Dean  Tom  Bruce  of  the  Lhiiversity  ol 
.Arkansas  School  of  Medicine.  Dean  Bruce  spoke 
to  the  Auxilians  on  the  many  successes  of  the  .Ar- 
kansas Medical  School  made  possible  by  the  un- 
restricted funds  provided  by  .AM.A-ERF.  He 
thanked  the  .Auxiliary  ferr  its  support. 

Mrs.  Wayne  C.  Brady,  treasurer  ol  the  .Ameri- 
can Medical  .Association  .Auxiliary,  addressed  the 
.Auxiliary.  She  exjiounded  on  the  importance  of 
voluntarism  in  our  nation  and  the  tremendous 
part  that  our  auxiliaries  play.  .She  reported  that 
some  of  the  focuses  of  the  .AM.A  .Auxiliary  for 
1983-H^  would  be:  Drunk  Driving,  Child  .Abuse, 
Positive  Progiams  on  Parent  Education,  Proles- 
sional  Skills  Deselopment,  The  AV^orking  Sjionse, 
The  W'idowed  Spouse,  and  Male  Spouses. 

1 he  following  county  reports  were  given: 


Bowie-iMiller  .Mrs.  Tom  Fdlison 

Garland  .Mrs.  Robert  B.  Clark 

Benton  . . . Mrs.  John  Garrett 

Sebastian  . Mrs.  Pat  Philli|)s 

Washington  Mrs.  Jimmy  Haynes 

Craighead-Poinsett  .Mrs.  John  Baldridge 

Greene-Clay  . Mrs.  Dwight  Boggs 

Jackson  . . . . ...  .Mrs.  Ramon  Lopez 

Saline  Mrs.  AAhilter  Mizell 

Pulaski  . ...  Mrs.  D.  B.  .Allen 

Jefferson  _ Mrs.  Bob  C.aston 

Baxter  Mrs.  John  Guenther 


Mrs.  Kemal  Kutait  [presented  highlights  of  Na- 
tional Legislation  as  it  relates  to  health  care.  .As 
the  AM.A  .Auxiliary  Legislative  Clniirman,  .Mrs. 
Kutait  also  series  on  the  .AM.A  Legislative  Coun- 
cil. Ehe  Council  is  encouraging  a coalition  of 
health  related  organizations  with  the  emphasis 
on  t|u:dity  medical  care  rather  than  cost  contain- 
ments as  has  been  the  locus  for  some  time. 

Mrs.  Paid  Cornell,  president-elec  t and  member- 
shi])  chairman,  reported  on  the  strengths  and 
growth  of  our  membership. 

Historian  .Archivist  Mrs.  Frank  Padberg  an- 
nounced that  there  is  an  excellent  exhibit  on  the 
History  of  Medicine  in  .Arkansas. 

Mrs.  Michael  Platt,  chaplain,  read  a list  of  de- 
ceased .Auxiliary  members. 

Convention  Chairman  .\lis.  Mitchell  .Single- 
ton  reported  that  as  of  this  meeting  there  are  L51 
members  registered. 

Mrs.  Paul  Meredith,  .AM.A-FIRE  chaiiinan,  re- 
jjorted  a balance  ol  §12,797. 

Mrs.  A\A'dter  Mizell,  finance  chairman,  pre- 
sented the  proposed  1983-84  budget.  She  moved 
that  the  proposed  budget  be  accepted.  Ehe  motion 
was  seconded  and  passed. 

.Mrs.  Cluirles  W'ilkins,  nominating  chairman, 
presented  the  following  slate  ol  Auxiliary  officers 
for  1983-84: 

President-elect:  Mrs.  Deno  Pappas,  Garland 
County. 

Northwest  Vice  President : Mrs.  James  Burgess, 
Pope  County. 

.Northeast  Ahce  President:  Mrs.  Ramon  Lopez, 
Jackson  County. 

Southwest  Ahce  President:  Mrs.  J.  C.  Callaway, 
Ebiion  County. 

Southeast  A'ice  President:  Mrs.  Robert  C. 
Power,  Pulaski  County. 

Recording  Secretary:  Mrs.  Paid  .Meredith, 
Bowie-Miller  County. 

Ereasuiei:  Mis.  Samuel  Koenig,  Sebastian 
County. 

Mrs.  AV'ilkins  moved  and  it  was  seconded  that 
this  slate  be  accepted.  Ehe  motion  passed. 

Mrs.  Carlos  .Araoz,  chairman  of  the  Brooksher 
Loan  F'und,  reported  tluit  the  repayment  of  loans 
were  being  made. 

d he  meeting  was  recessed  at  11:30  a.m.  lor 
lunch. 
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CON  riNLIATJON  OF  HIE  SECOND 

GENERAL  SESSION  AND  LUNCHEON 
Fayelteville  Country  Club 
Saturday,  May  7,  1983  12:00  p.m. 

Mrs.  Herbert  Taylor,  president  of  the  Arkansas 
Medical  Society  Auxiliary,  welcomed  everyone  to 
the  luncheon. 

The  invocation  was  given  by  Mrs.  D.  B.  Allen, 
president  of  the  Pulaski  County  Auxiliary,  and 
hostess  for  the  luncheon. 

Mrs.  Frank  Morgan,  councilor  to  the  Southern 
Medical  Association  Auxiliary,  announced  that 
“Southern  is  FUN,  FUN,  FUN!”  She  then  pre- 
sented the  Doctor's  Day  Awards: 

Second  Place  (county  with  more  than  50  mem- 
bers): Sebastian. 

First  Place  (county  with  more  than  50  mem- 
bers); Garland,  Craighead-Poinsett. 

Second  Place  (conniy  with  less  than  50  mem- 
bers): Baxter. 

First  Place  (county  with  less  than  50  mem- 
bers): Jackson. 

Best  Overall:  Jackson  County. 

Mrs.  Herbei  t Taylor  then  introduced:  Mrs. 
Whlliam  D.  Hughes,  president  of  the  Southern 
Medical  Association  Auxiliary;  Mrs.  Wayne  C. 
Brady,  treasurer  of  the  American  Medical  As- 
sociation Auxiliary;  Mrs.  Morriss  Henry,  wife  of 
the  president  of  the  Arkansas  Medical  Society. 

Mrs.  Paul  Cornell,  membership  chairman,  pre- 
sented the  following  awards: 

Largest  percentage  increase:  Pulaski— 40%; 
Members-at-Lai  -ge-40%. 

Next  largest  percentage  increase:  Pope. 

Counties  with  over  10%  increase:  Phillijrs— 
12.5%,;  Hot  Spring  County— 1 1.1 1%. 

Counties  with  some  increase:  Craighead-Poin- 
sett, Saline,  Jelferson,  Garland. 

■Awards  to  new  counties:  Randolph,  Baxter. 

.Award  for  100%  membership:  Jackson  County. 


Mrs.  Paul  Meredith,  AMA-ERF  chairman,  pre- 
sented the  following  awards: 

laugest  contribution:  Pulaski— S2, 500. 

Second  largest:  Pope— 12, 100. 

Largest  amount  per  capita:  Pope  ($62.50/ 
member). 

Second  largest:  Jackson. 

Third  jilace  in  both  categories:  "W^ashington. 

Mrs.  Meredith  then  conducted  the  drawing  for 
the  AM.A-ERF  raffle  and  presented  the  Lapis 
bracelet  to  Mrs.  Susie  Gaston.  She  then  presented 
the  original  pen  and  ink  drawing  which  was  to 
have  been  used  on  the  AMA-ERF  Sharing  Card. 
The  drawing  went  to  Mrs.  Elvin  Shuffield. 

Mrs.  Louis  K.  Hundley,  Use  F.  Oates  Loan 
chairman,  reported  that  she  had  enjoyed  serving 
as  the  Oates  Loan  Fund  chairman  for  many  years. 
As  she  turned  her  books  over  to  a new  chairman, 
the  Auxilians  gave  her  a standing  ovation  in  ap- 
preciation. Mrs.  Hundley  then  thanked  Ramona 
Taylor  for  a year  of  gracious  leadership. 

Mrs.  Larry  Lawson,  chairman  of  the  Cookbook, 
reported  that  the  cookbook  title  was  not  yet  de- 
cided. She  displayed  two  liook  covers  showing 
the  titles;  Arkansas  Cooks  A^atiirally  and  An 
Apple  A Day.  She  reported  that  she  hoped  to 
have  a definite  title  and  a book  cover  at  the  Fall 
Board  Meeting. 

Mrs.  A.  S.  Koenig,  Jr.,  Long  Range  Planning 
chairman,  reported  that  her  committee  had  not 
met  this  year. 

Door  prizes  from  each  county  were  then  given. 

Mrs.  John  Garrett,  Courtesy  Resolutions  chair- 
man, then  read  the  Courtesy  Resolutions  Com- 
mittee report. 

Mrs.  Herbert  Taylor  recognized  all  the  past 
presidents. 

Mrs.  Warren  C.  Boop,  Jr.,  then  installed  the 
new  officers. 

Mrs.  Paul  Cornell,  newly  installed  president 
of  the  Arkansas  Medical  Auxiliary,  introduced 
the  members  of  her  family  present.  She  then  de- 
livered her  inaugural  address. 

The  meeting  adjourned  at  2:00  p.m. 
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"Investiture  Speech  of  Dr.  James  H.  Young,  Chancellor  of 
the  University  of  Arkansas  at  Little  Rock'  * 


INTRODUCTION  TO  SPEECH 
OF  DR.  JAMES  YOUNG 

This  spcccli  of  Dr.  James  Young  is  published  in  The 
Journal  of  The  Arkansas  Medical  Society  as  a step  toward 
furthering  the  interdisciplinary  approach  to  inediciue. 
There  are  many  areas  of  overlapping  mutual  interests 
between  the  University  of  Arkansas  at  Little  Rock  and  the 
University  of  Arkansas  Campus  for  Medical  Sciences.  These 
interests  iinolve  not  alone  ecpiipmeut  hut  cciucational  pur- 
suits and  mutual  research  {)rojccts.  The  physician  as  an 
educated  man  will  apjjieciate  excellence  in  his  undergradu- 
ate training.  1 he  undergraduate  planning  a medical  career 
will  appreciate  excellence  in  his  post-giaduate  work.  Lhe 
intertwining  of  disciplines  from  both  campuses  and  other 
campuses  will  do  much  to  further  the  quality  of  medical 
practice,  the  quality  of  researdi.  and  the  value  of  education 
to  tlie  )diysiciau  and  his  community. 

A LAND  AND  UNIVERSITY  OF  OPPORTUNITY 

An  investiture  ceremony  has  meaning  much 
beyond  the  passing  of  a medallion  to  symbolize  a 
change  of  leadership.  It  is  a sign  post  ami  a 
demarcation  line  between  past  and  future.  It  re- 
news the  ties  with  academic  tradition  and  history 
and  yet  trumpets  new  alliances  with  those  outside 
academia.  It  signals  a time  to  build  boldly  on  the 
strong  legacy  created  by  others  and  yet  a time  to 
foige  a common  bond  around  new  and  common 
goals. 

This  investiture  has  special  meaning  for  me 
beyond  the  personal.  It  comes  at  a time  when  the 
air  in  this  country  and  in  this  state  is  charged  with 
the  electricity  of  change  in  education.  It  comes  at 
a time  when  Thomas  Jefferson’s  belief  in  educa- 
tion as  the  single  most  important  ingredient  for 
success  of  the  American  experiment  seems  to  have 
assumed  new  life  and  new  importance.  He  said: 

“Enlighten  the  people  generally,  and  tyranny 
and  oppression  of  body  and  mind  will  vanish 
like  spirits  at  the  dawn  of  day.  If  the  condition 
of  [people]  is  to  be  progressively  [improved]  as 
we  fondly  hope  and  believe,  education  is  to  be 
the  chief  instrument  in  effecting  it.’’ 

I'he  comments  by  Governor  Clinton  earlier 
today,  and  his  recent  action  in  naming  Mrs. 
Clinton  to  head  a new  commission  to  look  at  edu- 
cational standards,  indicate  to  me  that  this  state 
is  ready  to  accept  Jefferson’s  belief  in  the  value  of 
education  to  the  well-being  of  our  society. 

The  reading  I have  done  in  books  several  of 
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you  have  given  me  ahout  this  state’s  history  con- 
vinces me  that  Arkansas  in  the  rest  of  this  century 
is  particidarly  fertile  ground  for  the  ideas  of 
Thomas  Jefferson. 

Even  though  statehood  came  almost  1.50  years 
ago,  Arkansas  remains  a frontier.  It  is  yet  young 
and  yet  retains  many  of  the  frontier  cpialities 
which  caused  Jefferson  to  prescribe  education  as 
a key  to  the  country’s  growth.  He  was  standing 
on  the  edge  of  a limitless  frontier  stretching  from 
sea  to  sea.  'W'^e  Arkansans  are  standing  on  the 
frontier  of  the  future. 

We  .\rkansans  still  believe  we  are  on  the  verge 
of  new  jnosperity  just  as  settlers  moving  west 
always  believed,  ^\'^e  believe  our  land  is  still  un- 
spoiled, still  waiting  for  the  spade  to  be  turned, 
the  wilderness  to  be  cut  down,  the  stream  to  be 
dammed,  the  cities  to  sjtring  up,  the  factory  chim- 
neys to  reach  to  the  sky,  although  the  present 
teaches  us  those  changes  may  no  longer  be  totally 
desirable. 

Some  Arkansans  still  believe  that  our  state  will 
be  built  only  as  the  result  of  the  sweat  of  our  brow 
and  tlte  callouses  ou  our  hands  and  not  also  as  a 
result  of  “book-learuin’  ’’,  even  though  we  know 
the  time  when  that  was  true  is  long  passed. 

^Ve  Arkansans  exhibit  the  fierce  independence 
of  thought  and  action  which  usually  sends  the 
V'oting  analysts  scurrying  to  try  to  decipher  our 
election  returns,  even  though  we  sometimes  sacri- 
fice the  true  spirit  of  community  necessary  to 
solve  today’s  complex  problems. 

It  was  these  attributes  of  the  frontier,  tempered 
by  today’s  realities,  which  first  attracted  me  to 
Arkansas  and  first  led  me  to  conclude  that  even 
after  150  years  of  statehood,  Arkansas  is  yet  new, 
yet  a territory  of  promise. 

Arkansas  is  the  place  just  over  the  next  hill,  the 
place  just  aroiuid  the  next  bend  in  the  river  that 
the  misty-eyed  dreamers  of  Jefferson’s  day  were 
searching  for.  I think  I may  be  the  latest  of  the 
dreamers  to  follow  that  same  course. 

The  explanation  for  Arkansas’  remaining  in  a 
frontier  stage  of  development  may  be  that  Arkan- 
sas was  bypassed  by  many  of  the  early  settlers  who 
filled  other  states  around  us  because  the  Ozarks 
and  the  Indian  Territory  to  the  west  led  them  to 
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skirt  oin  boitlers.  I he  ci  itital  mass  ot  population 
neetletl  lor  tlevelopment  just  ilid  not  accumulate. 

Economically,  the  state  has  been  star-crossed. 
Born  into  staiehootl  in  the  lantl-boom  climate  of 
1836.  .\rkansas'  first  ventures  at  developing  in- 
vestment capital  were  quickly  dashed  by  the  de- 
])ression  and  economic  disaster  which  hit  the 
country  one  year  later  in  1837.  Failure,  coming  so 
early  and  in  the  midst  of  so  much  promise,  bred 
a caution  which  has  been  reinforced  in  succeeding 
economic  disasters,  such  as  the  Civil  \Var,  Recon- 
struction, and  the  Great  Depression. 

■Xfuch  of  our  history  has  been  an  effort  to  over- 
come that  caution  ami  to  overcome  that  fear  of 
taking  risks. 

A new  push  to  economic  development  appeared 
after  World  War  11  and  was  symbolized  bs  the 
adoption  of  a new  state  slogan— “Arkansas,  the 
Land  of  Opportunity''.  It  is  a slogan  which  offers 
promise,  but  does  not  guarantee  easy  success.  It  is 
a slogan  which  perfectly  suits  a frontier. 

Arkansas  was  not  yet  the  lancf  of  opportunity 
for  all  its  citizens,  however.  We  stand  a quarter 
of  a centuiT  from  that  day  in  1958  when  Ernest 
Cireen  marched  across  the  field  at  Quigley  Stadi- 
um and  received  his  diploma  as  the  first  black 
.\rkansan  to  graduate  from  Little  Rock  Central 
High.  The  state  now  does  offer  in  large  measure 
not  only  opportunity  but  equal  opjxirtunity  to 
its  citizens. 

The  stage  is  at  long  last  set  to  get  about  the 
work  of  developing  our  state  to  its  full  potential. 
It  is  time  to  fidfill  the  promise. 

It  is  with  a sense  of  high  adventure  that  I join 
you  in  this  task.  It  is  exciting  to  have  come  over 
that  next  mountain  and  come  around  that  next 
bend  in  the  river  as  so  many  Arkansans  have  done 
before  me,  and  to  have  arrived  in  this  land  of 
opportunity.  Each  day  dawns  expectant  with  new 
challenges.  There  is  promise,  but  no  guarantee 
of  easy  success. 

This  university  is  much  like  the  state— fidl  of 
promise  but  still  needing  much  hard  work  to 
achieve  success.  That  too,  as  with  the  state,  at- 
tracted me.  I have  discovered  an  institution  which 
fits  well  into  the  promise  of  opportunity  .\rkansas 
offers  and  is  conscious  of  the  leadership  role  it 
must  play  in  making  the  dream  shared  by  Arkan- 
sans for  150  years  come  true.  We  are  full  of 
promise,  but  there  is  no  guarantee  of  ea.sy  success 
for  us. 


U.VLR  has  a full  agenda  to  accomplish  so  that 
our  value  as  a major  resource  to  this  state  is 
realized.  I can  tell  you  with  pride  that  we  are 
hard  at  work  on  that  agenda. 

Lhat  agenda  starts  with  providing  the  richest 
resource  we  can  give  to  the  state— people.  I believe 
the  Ibiiversity  of  Arkansas  Board  of  Trustees  and 
System  Administration  and  the  UALR  Board  of 
\bsitors  are  committed  to  assembling  a talented 
faculty  which  can  produce  talented  students.  In 
just  a few  short  months,  I have  come  to  know 
many  UALR  alumni  who  are  already  at  work  on 
new  frontiers  in  government,  business,  industry, 
and  education. 

The  Ibiiversity  of  Arkansas  at  Little  Rock  was 
created  as  a state  university  with  a stroke  of  the 
late  Governor  Winthrop  Rockefeller’s  pen.  Since 
that  moment,  it  has  dared  to  try  new  ideas  and 
seek  new  solutions  to  old  problems.  Many  of  you 
ask  us  to  try  new  methods  of  providing  education. 
We  respond.  You  ask  us  to  offer  our  classes  in 
unusual  places.  We  respond.  You  ask  us  to  form 
new  partnerships  with  you.  We  respond.  You  ask 
us  to  collect  information,  analyze  it,  and  propose 
solutions.  We  respond.  We  respond  with  antici- 
jtation  of  how  w'e  can  help  build  a better  Arkansas. 

You  ask  us  to  be  more  than  a university  as 
universities  are  traditionally  defined.  I truly  be- 
lieve we  have  not  only  responded  but  furnished 
bold  leadership.  We  are  experimental  in  the  sense 
that  we  take  risks,  we  try  new  things,  and  we  are 
Avilling  to  accept  failure  as  well  as  success.  We 
know  it  takes  great  risk  and  hard  work  to  make 
advances  and  we  accept  that  role.  Indeed,  we 
challenge  you  and  this  state  to  dare  with  us. 

I can  tell  you  most  sincerely  that  this  Univer- 
sity's s|jirit  of  daring  was  an  important  attraction 
to  me. 

But  there  is  another  important  item  on  UALR's 
agenda  rvhich  also  attracted  me.  Many  of  you  in 
the  community  may  not  be  aware  of  this  agenda 
item  because  by  nature  it  is  less  visible. 

This  traditional  event  today,  in  one  respect, 
shows  you  that  other  agenda  item.  It  shows  you 
a University  which  is  full  square  in  the  main- 
stream of  academic  institutions.  And  UALR  has 
an  equal  measure  of  potential  in  the  traditional, 
academic  sense  as  it  does  in  the  non-traditional, 
service-oriented  sense. 

Those  of  you  who  have  asked  that  we  be  dif- 
ferent. that  we  be  bold,  that  we  try  new  things 
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wiih  \()u— I ask.  you  lo  ac(C'|)i  witli  us  a chal- 
lenge which  UALR  also  laces— the  challenge  ot 
achiex'iug  excellence  in  the  (i aclilional  standards 
ol  academic  integrity. 

It  lecjuiies  that  we  lill  out  lihi.u  ies  with  hooks, 
its  well  as  use  the  latest  data  |)i()tessing  ecjuip- 
metit.  It  iec|uiies  us  to  teach  students  to  wiite 
well,  as  well  as  inastei  a eoinputei  keyl)oard.  It 
requires  us  to  Instill  in  our  students  the  love  ol 
hooks  and  music  and  ait,  as  well  as  a zest  lor 
linaneial  success.  It  iec|uiies  us  to  champion 
“book-learnin’  ” as  an  integral  part  of  building 
onr  state,  as  well  as  teaching  the  technical  skills 
to  do  it. 

In  a.ssuming  this  new  challenge  in  my  lite,  1 am 
committed  to  strengthening  both  UALR's  ability 
to  serve  the  state's  luture  with  new  and  diflercnt 
programs  and  in  strengthening  lI.VLR's  tradi- 
tional arts  and  sciences  loundation.  d'he  blend  ol 
both  will  produce  .\rkansans  lully  capable  ol 
helping  achieve  this  state's  promise. 

Most  certainly  this  University  could  achieve 
easy  success  by  focusing  narrowly  on  a lew  high 
demand  professions,  or,  we  could  achieve  easy 
success  by  focusing  broadly  with  little  respect  for 
academic  integrity.  But  remember,  opjjortunity 
implies  no  easy  success.  Our  univei'sity  must 
choose  instead  to  be  more  selective  in  what  we 
offer,  to  be  ever  more  demanding  ol  our  students, 
and  to  be  eager  to  assist  in  providing  the  wealth 
of  educational  opportunity  to  this  slate. 

We  must  not  turn  out  graduates  with  a shortcut 
education  although  we  may  desperately  need  cer- 
tain skills  today,  for  the  education  process  is  not 
only  one  of  substance,  it  is  also  one  of  intellectual 
maturation. 

We  must  not  turn  out  graduates  who  are  trained 
only  to  do  one  job  well  and  who  are  masters  only 


of  today's  tasks,  for  om  slate  will  continue  to  pay 
for  their  retraining  e;tc  h year  as  technology  l e- 
cpiites  ever  more  complex  tasks. 

We  must  not  graduate  studetits  educated  by  the 
lowest  bidder,  for  the  knowledge  and  skills  rve 
have  lo  teach  recjuire  mote  abundant  re.sources. 

Rather,  we  must  commit  to  provide  citizens  lull 
of  intellectual  vitality. 

We  must  commit  to  jjiovide  citizens  .secuie  in 
their  p;ist  and  confident  in  their  future. 

We  must  commit  to  ])rovide  citizens  who  can 
lead,  who  have  vision,  who  can  think,  who  can 
analyze,  and  who  can  make  decisions. 

^Ve  must,  indeed,  commit  to  piovide  citizens 
not  expecting  easy  success  but  ready  to  shoulder 
the  bmclen  of  moving  this  state  from  a iiontier  tcj 
a fully  developed  and  healthy  society  as  |elfeisou 
envisioned. 

Uitizens  who  c:in  do  these  things  ate  not  only 
technically  competent,  but  they  have  a rich  foun- 
dation of  literatuie,  jjhilosophy,  composition, 
mathematics,  history,  sciences,  and  the  arts,  com- 
plemented with  an  ecpially  rich  understanding  ol 
the  necessary  interdependence  of  people  of  out 
land  and  of  all  other  lands. 

We  at  UALR  are  leady  to  join  with  the  people 
of  our  st;ite  in  fullilling  the  promise  which  at- 
tracted so  many  of  us  to  .Arkansas. 

I must  tell  yem  that  .all  the  surmises  and  guesses 
and  hopes  and  dreams  1 held  about  this  state  and 
its  people  fell  far  short  ol  what  I discovered  upon 
coming  over  that  next  mountain  anti  around  that 
next  bend  in  the  river  to  .Arkansas.  Texlay,  you 
have  honored  me.  But  in  closing  let  me  honoi 
you.  I salute  the  L:ind  of  Oppoi  tunity.  I salute 
the  University  of  Opportunity.  1 accept  both  the 
bright  |)iomise  and  the  assurance  of  no  easy 
success. 
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The  December  2, 1982  Tornado  of  Saline  and  Pulaski 
Counties:  Implications  for  Injury  Prevention 

Marvin  Leibovich,  M.D. 


ABSTRACT 

1 ornadoes  are  short  lived  local  storms  contain- 
ing high  speed  winds  nsnally  rotating  in  a counter 
clockwise  direction  which  are  often  observable  as 
a funnel  shaped  apjjendage  to  a thunderstorm 
cloud.  The  general  direction,  season  and  time  of 
storm  occunence  tends  to  adhere  to  certain  estab- 
lished patterns. 

In  1982  Arkatisas  experienced  more  tornado 
deaths  than  any  other  state  in  our  country.  On 
December  2,  1982  a killer  tornado  passed  through 
.Salitie  and  Ptilaski  counties  resulting  in  two 
deaths  and  tuimerous  injuries.  A review  of  all 
tortiado  casualties  seen  at  one  major  medical 
cetiter  in  Little  Rock,  Arkansas,  was  undertaketi 
to  determine  if  there  were  any  imjrlications  for 
prevention  of  tornado  deaths  and/or  injttries. 

INTRODUCTION 

It  was  ati  titiseasonalily  w’arm  74  degrees  just 
after  3:00  p.tn.  on  December  2,  1982  when  resi- 
dents of  Saline  and  Pulaski  counties  noted  a Itoil- 
ing  mass  of  dark  clouds  approaching  from  the 
sotithwest.  Sitddenly  in  Saline  County  a tapered 
clottd  extetided  frotn  a giant  thunderhead  touch- 
ing down  in  the  .\lexander  community.  \Vithin 
moments  30  mobile  homes  had  Iteen  destroyed 
and  anotlier  30  mobile  homes  and  six  houses  were 
damaged.  One  person  had  been  killed  when  he 
was  thrown  from  his  mobile  home,  which  over- 
turned landing  on  top  of  him,  and  20  more  indi- 
viduals liad  been  injured.  The  storm  traveled  a 
typical  tortiaclo’s  direction  from  southwest  to 
northeast,  striking  again  in  extreme  southwestern 
Pulaski  county  where  mrtltiple  funnel  clottds  were 
reported  as  the  storm  system  mosecl  across  the 
Little  Rock  metropolitan  area.  In  its  wake 
through  Ptilaski  county  one  man  was  killed  in  his 
automobile  by  flying  debris,  30  persons  were 
injured  and  800  homes  were  either  damaged  or 
destroyed.  A high  school  was  heavily  damaged 
and  10  business  establishments  were  destroyed 
with  another  32  damaged.  Several  apartment  com- 
plexes and  a nursing  home  were  also  damaged. 

Requests  for  reprints  may  be  addressed  to:  Marvin  Leibovich, 
M.D.,  Medical  Director,  Department  of  Emergency  Medicine,  Baptist 
Medical  Center,  9601  Idle  Drive,  Little  Rock,  .\R  72205. 


Damage  estimates  for  Saline  and  Pulaski  counties 
respectfully  were  $785,000.00  and  $14,100,000.00.1 

TORNADO  FACTS 

I’he  precise  mechanism  of  tornado  formation 
is  controversial  and  beyond  the  scope  of  this 
article.  Tornadoes  develop  within  intense  thun- 
derstorm clouds  which  are  knowm  as  cumulonim- 
bus. Not  all  thunderstorms  will  develop  into 
tornadoes,  but  when  the  proper  weather  condi- 
tions are  present,  e.g.,  unseasonably  warm  and 
humid  air  at  the  surface  with  cold  air  at  middle 
atmospheric  levels  and  a strong  tipper  level  “jet 
stream’',  tornadoes  are  more  likely  to  occur.^ 
Tornadoes  are  generally  sliort  lived  local  storms 
containing  high  speed  winds  which  usually  rotate 
in  a counter  clockwi,se  direction  and  most  often 
are  observed  as  a funnel  shajted  appendage  to  a 
cumulonimbus  cloud.  I'he  desti  uctive  effects  of 
a tornado  are  caused  by  the  strong  rotary  winds, 
the  impact  of  wind  borne  missiles  and  the  partial 
vacuum  at  the  center  of  the  vortex. 

Over  the  past  30  years  the  National  Severe 
Storms  Forecast  Center  has  accumulated  valuable 
tornado  data.  The  median  tornado  path  has  a 
length  of  two  miles  and  a width  of  49  yards  and 
devastates  an  area  of  only  O.OO  septate  miles. 
'When  the  nation  as  a whole  is  considered,  87% 
of  all  tornadoes  move  fiatm  the  .southwest  into  the 
northeast  tpiadrant.^  Tornado  activity  demon- 
strates a seasonal  distribution.  Fifty-four  percent 
of  all  tornadoes  occur  during  tlie  spring,  27% 
occur  during  the  summer,  Itut  only  19%  occur  in 
the  fall  and  winter.  Sixty  pcrceitt  of  tornadoes 
occur  between  itoon  and  sunset  while  the  hours 
from  sunset  to  midnight  and  midnight  to  noon 
have  an  occurrence  rate  of  21%,  and  19%  respec- 
tively.^ .All  50  states  have  experienced  tornado 
damage  during  the  last  decade.  Tornado  intensity 
is  estimated  by  the  Fujita  Scale  or  F Scale  based 
upon  wind  speeds  generated  by  the  tornado.® 
FTsing  the  F Scale  tornadoes  are  classified  as  weak 
(FO,  FI),  strong  (F2,  F3),  or  violent  (F4,  F5)  as 
shown  in  Table  1.  During  a 29-year  period  from 
1949  through  1978,  03%  of  all  tornadoes  were 
rated  as  FO  or  FI  while  only  2%  were  ranked  as 
F4  or  F5.  The  annual  average  number  of  tor- 
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ikkIocs  in  the  I'nitcd  .Slates  is  (>7  I , and  lor  the 
second  lime  in  recorded  history  llie  annual  tor- 
nado count  exceeded  l.llhDin  19S2.'’ 

ARKANSAS  TORNADOES 

1 lie  history  oi  .Vrkansas  toinadie  tutiNily  is 
awesome.  Of  the  10  most  inlamons  tornadoes 
re\  ieNved  Irom  IS/O  throu<>h  1979  by  the  Oliice 
oi  \nclear  Regulatory  Research,  theXnclear  Reg- 
nlalory  Commission,  and  the  Xtitional  Severe 
Storms  l-'orecasi  Center,  Arkansas  is  represented 
bv  the  Dierks,  .Arkansas  outbreak  of  ^^arch  21, 
19.72  which  was  the  first  of  2(S  tornadoes  to  strike 
.\rkansas,  Missouri.  Kentncky,  and  Mississippi. 
The  overall  death  toll  for  this  outbreak  rvas  201. 
jndsonia,  .\rkansas  was  virtually  destroyed;  ,70 
persons  cvere  killed  and  327  Nvere  injured. ^ ,\  re- 
vieNV  article  pidilished  in  the  December  7,  19S2 
.\rkansas  Gazette  vividly  recounts  the  deaths  and 
injuries  brought  upon  Arkansans  as  a result  ol 


tornaclcr  disasters,  : 

as  shown 

in  Table  2.« 

TABLE 

1 

FUJITA  TORNADO  CATEGORIZATION 

.\|)proximate 

C'.atc’gory 

F-.Scate 

NVind  .Spccd  (AtPH) 

7\'eak 

0 

<73 

1 

73-112 

.More  tornado  deaths  occurred  in  .\rkansas  than 
in  an\  other  state  in  I9S2.  Fifty-nine  tornadoes 
ocemred  in  our  slate  in  19S2.  Forty  ol  the  79 

j 

tornadoes  cvere  classilied  as  strong  or  \ iolent.  Fen 
ol  the  79  tornadoes  resulted  in  the  19  tornado 
deaths.  Fornadoes  evh ich  cause  a death  are  termed 
killer  tornadoes  and  all  ten  killer  tornadoes  in 
our  state  in  19(S2  were  rated  as  F2,  F3,  or  F-1. 

I'he  months  of  .\pril  and  Decemher  ol  19(S2 
were  most  noteNvorthy  for  .\rkansas  tornado  ac- 
tivity. Fourteen  toinado  deaths  occurred  in  onr 
state  on  .Vjiril  2.  Five  people  were  killed  in  Ffojre 
Nvhen  a tornado  hurled  a huge  oak  tree  inter  their 
home.  I’hree  deaths  occurred  in  Xashville,  two 
each  in  \'idette  and  Conway,  and  single  fatalities 
were  rejrortecl  in  F'orrest  City  and  .VsIuIonnh.  .\ 
tornado  which  passed  through  Broken  Bow,  Okla- 
homa on  .\,pril  2 carried  a mcrtel  sign  aloft  Nvhich 
was  found  30  miles  away  inside  .Arkansas. 

The  26  tornadoes  Nvhich  occurred  in  .Arkansas 
during  December  were  more  than  tevo  and  one- 
half  times  the  prierr  recoi  cl  number  erf  December 
tornadoes  Nvbich  had  been  establisbed  in  197S. 
Four  persons  were  killed  in  this  most  nnusual 
mernth  for  terrnado  activity. 

The  December  2.  1982  tornado  which  resulted 
in  14  injuries  and  two  fatalities  is  rew  icNved  belcrw. 


.Strong  2 

3 

A'iolent  1 

113-177 

1 78-206 

207-260 

INJURY  PATTERNS  FROM  THE 
DECEMBER  2,  1983  TORNADO 

Baptisi  Medical  Center  (BAfC)  is  a 739  bed 

7 

261-318 

tertiary 

care  hospital  located  in  western  I.ittle 

ARKANSAS  TORNADOES 

TABLE  2 

CAUSING  10 

OR  MORE  DEATHS 

Dale 

Killed 

Injured 

Loeation 

Afay  17,  lf)68 

31 

3.70 

Jonesboro 

Ajrril  19,  1968 

14 

270 

Greeinvood 

March  21,  1972 

40 

274 

1 la/en,  England, 

March  21,  1972 

77 

346 

Colton  Plant,  Marked  Tree 
Dierks,  Paron, 

January  3,  1949 

77 

402 

MayfloNvcr,  Searcy 

HopNvell,  AVarren 

March  26,  1949 

19 

162 

AVdielen  Springs,  Dalark, 

June  1,  1947 

37 

300 

England,  Scott,  Keo,  Flazen 

Jefferson  County 

April  10,  1944 

42 

304 

Magnolia,  Parkin 

April  16.  1939 

27 

62 

Drew  County 

May  9,  1927 

24 

72 

Strong 
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Rock.  This  lacility  was  the  most  proximate  de- 
linitive  care  hospital  for  the  storm  victims  of 


Saline  and  Pulaski  counties.  As  can  be  seen  in 
figures  1 and  2 the  tornado  actually  passed  within 


Figure  1. 

The  funnel  of  the  December  2,  1982  tornado  is  shown  as  it  touches  down  in  western  Little  Rock.  Baptist  Medical  Center  is  the  large  structure 
at  the  right  of  the  photo.  (Tlie  spots  in  the  photo  are  rain  drops  on  the  lens  of  the  camera.) 


Figure  2. 

Moments  after  the  tornado  touched  down  a large  amount  of  dust  and  debris  was  picked  up  by  the  tornado  producing  a much  more  visible 
funnel.  (The  spots  in  the  photo  are  rain  drops  on  the  lens  of  the  camera.) 
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several  city  blocks  ol  the  hospital,  rweiity-foiir  of 
the  stoi  nt  victims  were  treated  at  BMC  and  a chart 
revictv  of  all  these  patients  rvas  undertaken  to 
determine  the  types  of  injuries  seen,  the  location 
of  the  patients  at  the  time  the  storm  struck,  and 
to  determine  if  there  were  any  implications  for 
prevention  of  tornado  deaths  and  or  injuries.  In 
all  instances  when  the  information  on  the  F.mcr- 
gency  Department  (KD)  chart  was  considered  in- 
adequate, personal  phone  calls  or  visits  were  used 
to  obtain  the  necessary  information.  One  of  the 
storm  victims,  tvho  was  hospitalized  and  subse- 
quently discharged,  could  not  be  located  to  deter- 
mine where  he  was  when  the  tornado  struck.  His 
home  had  been  destroyed  and  he  could  not  be 
reached  by  phone  or  mail. 

Table  3 indicates  the  chronological  order  of  all 
24  patients  treated  at  the  BMC  ED  along  with 
their  primary  diagnosis,  secondary  diagnosis  (if 
one  was  established),  their  final  disposition  and 
their  location  when  the  storm  struck.  Seventeen 
males  (71%)  and  seven  females  (29%)  were  seen 
in  our  ED.  The  age  distribution  of  our  patients 
was  from  five  years  to  sixty-nine  years  with  a mean 
age  of  35.5  years.  The  location  of  the  victims  at 


the  time  of  the  tornado  was:  in  automobiles 
7 (29.1%);  in  mobile  homes  7 (29.1%);  in  perma- 
nent home  dwellings  7 (29.1%^);  and  in  a jjublic 
school  2 (8.3%).  The  location  of  the  single  victim 
which  we  have  been  unable  to  locate  (4.1%)  is 
unknown.  The  fatality  seen  at  our  hospital  was 
in  an  automobile  when  the  tornado  struck. 

Lacerations  were  the  most  common  injuries 
noted  as  the  primary  diagnosis  14/24  (58.3%), 
followed  by  blunt  chest  trauma  2/24  (8.3%).  The 
most  common  secondary  diagnosis  was  lumbar 
strain  3 /14  (21.4%),  followed  by  rib  fractures  2/14 
(14.2%),  foreign  bodies  2/14  (14.2%),  lacerations 
2/14  (14.2%),  and  cervical  strain  2/14  (14.2%). 
Seventeen  of  the  24  storm  related  patients  (71%) 
were  discharged  following  treatment  in  the  ED. 
Tw'o  patients  (8.3%)  went  directly  to  surgery  from 
the  ED,  four  (16.6%)  were  admitted  for  observa- 
tion, and  one  patient  (4.1%)  was  pronounced  dead 
on  arrival.  Amazingly  only  two  of  the  victims 
rvhich  we  interviewed  took  what  might  be  con- 
sidered to  be  serious  protective  measures  in  an 
attempt  to  prevent  their  injuries:  one  man  hid 
behind  a couch  and  a woman  lay  face  dowm  with 
a pillow  covering  her  head  in  the  bathtub  of  her 


TABLE  3 


Victim  # 

Age 

Sex 

Prime  Dx 

Secondary  Dx 

Disposition 

Location 

1 

22 

M 

Lumbar  Strain 

Scalp  Lac. 

D/C 

Auto 

9 

28 

M 

Lacerations 

D/C 

Auto 

3 

38 

M 

Laceration 

Lumbar  Strain 

D/C 

Auto 

4 

10 

M 

Impaled  F.B. 

Laceration 

Surg 

Home 

5 

16 

M 

Psychogenic  Shock 

D/C 

School 

6 

30 

M 

Lacerations 

D/C 

Mobile  Home 

7 

32 

M 

Lacerations 

D/C 

Mobile  Home 

8 

69 

M 

Laceration 

DOA 

Auto 

9 

68 

E 

Open  Arm  Ex 

Impaled  F.B. 

Surg 

Auto 

10 

61 

M 

Blunt  Chest  Trauma 

Blunt  Abd.  T. 

Admit 

Home 

11 

29 

M 

Lacerations 

Lumbar  Strain 

D/C 

Home 

12 

35 

M 

Scalp  Hematoma 

Abrasions 

D/C 

Mobile  Home 

13 

37 

E 

Lacerations 

Cervical  Strain 

D/C 

Auto 

14 

40 

M 

Cervical  Strain 

Lumbar  Strain 

D/C 

Auto 

15 

22 

E 

Laceration 

Rib  Ex 

D/C 

Home 

16 

35 

M 

Laceration 

Blunt  Chest  T. 

ADM 

Mobile  Home 

17 

57 

M 

Laceration 

Rib  Fys 

ADM 

Mobile  Home 

18 

24 

E 

Blunt  Chest  Trauma 

D/C 

Mobile  Home 

19 

17 

E 

Ankle  Sprain 

D/C 

School 

20 

5 

M 

Laceration 

F.B. 

D/C 

Home 

21 

42 

E 

Laceration 

D/C 

Home 

22 

46 

M 

Lacerations 

D/C 

Home 

23 

37 

E 

Laceration 

D/C 

Mobile  Home 

24 

52 

M 

Closed  Head  Trauma 

Cervical  Strain 

Admit 

? 
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Impeications  I'Or  Inji  rv  Prevention 


l);uliroonE  Tliese  l^v()  jxuiems  ^vel■c  treated  lor 
niiiior  lacerations  and  released. 

IMPLICATIONS  FOR  INJURY  PREVENTION 

Improved  severe  stoi  in  I'orecasting  with  weather 
radar  and  satellite  scanning  have  been  of  invalu- 
able assistance  in  detecting  storms  which  could 
potentially  sparvn  tornadoes.  I’hc  National  .Se- 
vere Storms  Forectist  (A^nter  in  Kansas  City,  Mi.s- 
souri  and  local  National  ^\'eather  Service  oflices 
thremghout  our  state  have  develojjed  a sojdiisti- 
cated  tornado  rvatch  and  tornado  alert  system  to 
])rovide  as  much  warning  as  is  ])ossible  to  the 
])ublic.  .\  tornado  watch  implies  that  conditions 
are  right  lor  a tornado  to  occur,  while  a tornado 
warning  infers  that  a tornado  has  been  noted  on 
radar  or  has  actually  been  spotted  by  observers, 
(inrrent  guidelines  for  public  safety  in  se\ere 
storms  are  prepared  by  the  Naticrnal  Oceanic  and 
.\tmosj)heric  .Xdministration’s  (N().\A)  distrstei 
jrreptiredness  staff.*’  People  ;it  hcmie  shoidd  seek 
refuge  in  a basement,  hallway,  closet,  or  interior 
room,  and  cover  themselves  with  pillows,  blankets, 
or  mattresses.  People  in  cars  on  the  open  road 
are  advised  to  drive  in  a direction  perpendiculai 
to  the  direction  ol  the  tornado,  but  if  this  is  not 
])ossible  they  should  leave  the  vehicle  and  lie  Hat 
in  the  nearest  ditch  or  gulley.  Persons  driving 
iheii  automobiles  in  urban  areas  are  urged  to 
abandon  their  vehicles  and  seek  shelter  indoors. 
In  high  rise  buildings  interior  small  rooms  or 
hallways  are  thought  to  be  the  safest  locations. 
Per.sons  in  mobile  homes  are  urged  to  seek  a more 
substantial  structure  when  tornado  alerts  are 
issued.  Pro])er  tiedowns  that  anchor  the  trtiiler 
ate  effective  when  windspeeds  do  not  exceed  ,50 
miles  per  hour  and  thus  are  completely  iueffec  tive 
when  confronted  by  true  torntulo  activity. 

The  two  fatalities  of  the  December  2,  1982 
tornado  were  situated  in  the  most  dangerous  loca- 
tions that  the  N().\A  have  identified,  i.e.,  a mobile 
home  and  in  an  automobile.  Most  of  the  injuries 
which  we  saw  were  caused  by  flying  debris  such 
as  glass,  wood,  or  metal.  The  remainder  of  the 
injtiries  were  caused  by  the  victim  being  thrown 


about  in  the  storm  and  sustaining  a deceleration 
type  ol  injury.  Had  the  above  mentioned  N().\.\ 
recommendations  been  followed  on  December  2, 
1982,  the  author  estimates  that  both  deaths  and 
80  to  90%  of  all  injuries  which  were  treated  at  the 
BMC  ED  could  have  been  prevented. 

CONCLUSION 

Tornadoes  are  not  an  infrecpient  nattiral  dis- 
aster occurring  in  Arkansas.  .\  large  number  of 
deaths  and  injuries  can  be  expected  to  occur  as 
a result  of  this  violent  form  of  weather  activity. 
Physicians  within  our  state  should  be  aware  of  the 
NO.\A  tornado  preparedness  information  and 
make  this  informatiem  available  to  their  patients 
in  an  attempt  to  clecrea.se  the  mortality  and 
morbidity  associated  with  the,se  storms. 
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Excercise  Testing:  Dynamic  Assessment  of  Dyspnea 

Mark  Howard  Bowles,  M.D.* 


] 3\s|)iic:i  cm  l)C  ilclinecl  as  a sensation  ol 
Itreatlilessness  inapproj)!  iatc  to  a snl)ict  t's  Icxcl 
ol  atti\  ity.  It  tlic  ininntc  ventilation  exeeetls  50^, 
ot  tlie  maximal  ^entilatol■^  volume 
Dvspnea  is  pi edietahle.  lt\'F,  'M\'\'  is  less  than 

0. 'tO.  Dyspnea  is  iinariahly  tibsent.  dhei'e  are 
nmnerons  eanses  ot  Dyspnea,  non-|)nlmonai y as 
well  as  pnlmonaiN  in  etiolog)'.  Some  pnlmonary 
eanses  would  ineliule  ehronic  airllow  obstnu  tion, 
interstitial  lung  disease  and  pnlmonai)’  eascnlai 
tlisease.  Xon-pnlmomirv  eanses  inelnde  eompro- 
miseil  eardiae  ontpnt,  anemia,  and  nem  omnsenlai 
disease.  The  latter  etleets  dyspnea  by  eansing 
resjiiratory  mnsele  weakness.  A eompromised 
eardiae  ontpnt  eonld  be  on  the  basis  of  organic 
heart  disease  or  impaired  stroke  solnme  due  to 
a deeoiulitioned  state.  Grades  ot  Dyspnea:  1-4 
have  been  suggested  with  grade  1 (slight)  being 
the  mild  shortness  ot  breath  one  might  expect 
after  climbing  two  llights  of  stairs.  It  one  experi- 
enced Dyspnea  simply  in  dressing,  this  would  be 
considered  a grade  1 or  “very  severe"  degree  ol 
Dyspnea. 

DETERMINANTS  OF  FUNCTIONAL  CAPACITY 

Multiple  factors  are  iinolved  in  work  activity 
and  include  ventilation  and  respiration  (VE, 
Diltusion,  Hb  — Oo  affinity);  .Metabolism 
(muscle  type  and  mass,  .Myoglobin  content,  energy 
stores,  tissue  0^);  Central  circulation  (arterial 
blood  pressure,  cardiac  output);  Peripheral  circu- 
lation; and  psychological  aspects.  These  determi- 
nants of  functional  cajxtcity  can  be  distilled  into 
two  major  categories: 

1.  Oxygen  tlelivery  (alveolar  ventilation,  cardiac 
output,  hemoglobin,  oxyhemoglobin  dissocia- 
tion curve);  anil 

2.  Metabolic  capacity  of  exercising  muscle. 

EXERCISE  CAPACITY  IN  "NORMAL"  SUBJECTS 

In  asymptomatic  persons,  functional  capacity 
is  primarily  dictated  by  cardiac  limitations  and 
or  (jjeriphcral  factors).  Usually  only  sixty  percent 
of  the  predicted  maximal  minute  ventilation  or 
M\A'  is  achieved  and  thus  there  is  significant 
respiratory  reserve.  This  “reserve"  narrows  in 
well-trained  athletes.  There  is  an  initial  increase 
in  the  stroke  volume  until  40%  of  the  maximal 

*Pertorniatuc  ix-  DiasDOstic  C.iinic,  906  NW  Kislith  .Street.  Benton- 
villc.  AR  72712. 


oxNgen  consumption  (\'0_.  max)  is  attaineil. 
Theiealter,  lurthei  inirements  in  cardiac  output 
aie  due  to  increases  in  the  heat  t rate.  The  cardiac 
ontj)ut  may  increase  some  six  times  over  resting 
values  and  a normal  subject  might  expect  to 
achieve  a cardiac  output  of  20  to  25  liters  per 
minute.  Gardiac  outputs  in  excess  of  -10  liters  per 
minute  have  been  dodimented  in  world  class 
athletes.  Increases  in  minute  ventilation  are  re- 
lateil  to  increments  in  the  tidal  volume  and  the 
respiiatory  rate.  I'he  tidal  lolume  may  increase 
u]j  to  75%  of  the  vital  capacity.  Heyond  this 
point,  further  increment  in  the  minute  ventilation 
is  related  to  an  increase  in  the  resjjiratory  rate. 
I’eak  res|)iratory  rates  are  generally  in  the  40  to 
50  hi  eaths  per  minute  range.  4 he  minute  ventila- 
tion exhibits  a linear  relationship  to  VO2  until 
the  onset  of  lactic  acidosis.  This  situation  is 
created  when  tissue  demands  for  oxygen  exceed 
supply  and  anaerobic  metabolism  is  spawned. 
Lactic  acid  is  buffered  by  bicarbonate  with  GO^ 
as  a product.  This  cat  bon  dioxide  load  stimulates 
ventilation  which  at  this  |)oint  becomes  non-linear 
with  respect  to  minute  oxygen  consumption 
(X'O^).  This  upward  shilt  in  the  GOo  ])roduction 
and  minute  ventilation  |jlot  is  called  “the  ramp” 
or  “the  breaking  jjoint".  ^Vith  an  increa,se  in 
\eniilation,  the  arterial  GO.j  tension  (PaGO^.) 
should  dro|j;  thtts,  res|)iratory  compensation  for 
underlying  metabolic  acidosis.  .\  point  is  reached 
where  the  ventilatory  efiort  can  no  longer  keep  u|) 
with  the  GO2  production  and  tissue  oxygen  defi- 
t it,  and  the  conseipience  is  fatigue  and  exhaustion. 
.\nother  residt  is  a deciement  in  arterial  pH. 
1 his  may  persist  into  the  reco\ery  phase  and  a 
nadir  in  bicarbonate  levels  may  be  ap|)reciated  at 
live  minutes  post-peak  activity.  diop  in  arterial 
oxygen  tension  can  be  seen  at  maximal  activity 
due  to  exorbitant  tissue  demands  and  consec|uent 
desaturation  of  venous  leturn.  Tor  this  reason, 
sn|jplemental  can  sometimes  improve  |3erfoiin- 
ance.  The  aforementioned  anaerobic  threshold 
customai  ily  occurs  at  50  to  75  percent  of  the  maxi- 
mal power  ontpnt  (VO^  max).  The  respiratory 
ipiotient  (rate  of  GO^  produi  tion  to  Oo  consump- 
tion) shoidd  exceed  1 .0  near  maximal  activity.  An 
R()  gi eater  than  1.0  usually  inilicates  that  the 
subject  M'ill  last  only  a few  more  minutes  at  most 
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on  the  tre.uhnill.  The  VD/VT  should  drop  from 
0.25-0.30  to  0.05-0.20  with  maximal  activity  indi- 
cating improved  ventilatory  efficiency.  Diffusion 
capacity  may  also  increase.  The  arterio-venous 
Oo  difference  may  widen  threefold  indicating 
increased  extraction  of  Oo  by  tissues.  The  incre- 
ments in  cardiac  output  and  A-V  Oo  difference 
accounts  for  the  twentyfold  potential  increase  in 
VOo. 

FACTORS  LIMITING  PERFORMANCE 

Of  course,  Pulmonary  Disease  immediately 
comes  to  mind  when  one  thinks  of  Dyspnea  or 
shortness  of  breath.  However,  other  conditions 
must  also  be  mentioned.  Cardiac  disease  can  cause 
Dyspnea  or  exertion  if  there  is  valvular  heart 
disease  or  cardiac  muscle  disease  (i.e.  Cardiomy- 
opathy). Myocardial  Ischemia  can  create  an  ele- 
vation in  the  pulmonary  artery  pressure  with 
acute  Dyspnea  as  a consequence.  Furthermore, 
with  Ischemia,  a drop  in  the  cardiac  output  (Q) 
is  expected.  This  may  cause  dizziness,  syncope, 
etc.  It  is  important  to  think  of  Dyspnea  as  an 
anginal  equivalent  in  persons  with  Myocardial 
Ischemia.  Of  course,  hypotension  and  arrhyth- 
mias may  also  occur  as  a result  of  Myocardial 
Ischemia  and  further  limit  exercise  tolerance. 
Cardiopulmonary  deconditioning  in  an  otherwise 
asymptomatic  individual  may  also  effect  Dyspnea 
on  exertion.  Motivational  factors  are  also  impor- 
tant as  one  person  may  find  mild  shortness  of 
breath  distasteful  wiiile  another  subject  may 
actually  find  such  a sensation  pleasing  or  desir- 
able. Other  factors  may  limit  activity  and  thereby 
foster  a deconditioned  state  with  resultant  Dysp- 
nea: Peripheral  Vascular  Disease  and  Arthritis. 

FUNCTIONAL  LIMITATIONS  IN  COPD 

COPD  patients  are  in  a unique  situation  in  that 
they  have  an  increased  ventilatory  requirement 
and  yet  a decteased  ventilatory  capacity.  The  in- 
creased ventilatory  requirement  is  related  to  their 
inordinate  amount  of  physiologic  dead  space 
(\^D/VT)  and  ventilation-perfusion  inequalities 
(V/Q).  At  the  same  time,  such  persons  have  a 
reduced  ventilatory  capacity  due  to  airflow  ob- 
struction. Another  factor  to  be  considered  is  their 
increased  w’ork  of  breathing.  This  may  account 
for  10%  of  the  oxygen  consumption  at  maximal 
activity.  Other  considerations  in  pulmonary  dis- 
ease include  diffusion  abnormalities  which  effect 
an  increased  alveolar-arterial  oxygen  difference 
(A-a02  difference)  which  contributes  a hypoxe- 


mia; a compromi,sed  ventilatory  max  which  im- 
paires  COo  excretion  fostering  metabolic  acidosis; 
and  right  ventricular  dysfunction  and  increased 
pulmonary  vascular  resistance  which  may  cause  a 
fixed  cardiac  output.  Ventilation  perfusion 
(V/Q)  mismatching  is  the  major  contributor  to 
hypoxemia  in  COPD.  A shunt  refers  to  areas  of 
lung  which  are  under-ventilated  relative  to  per- 
fusion. Further  decrements  in  alveolar  ventilation 
or  a further  increase  in  perfusion  can  exaggerate 
inequalities  and  cause  or  w^orsen  hypoxemia. 
This  phenomenon  could  typify  the  chronic  bron- 
chitic. Of  course,  the  other  situation  is  “dead 
space”  where  alveoli  are  ventilated,  not  perfused. 
Alternatively,  one  could  say  alveoli  are  under- 
perfused relative  to  their  ventilation.  In  emphy- 
sema and  primary  pulmonary  vascular  disease, 
one  can  see  obliteration  of  vasculature.  How'ever, 
matching  may  be  more  or  less  preserved  until 
end-stage  with  resultant  maintenance  of  a fairly 
respectable  PaOo.  However,  with  exercise  one  can 
see  inordinate  ventilation  or  perhaps,  a decrement 
in  perfusion  which  can  foster  hypoxemia. 

GENERAL  PREDICTORS  OF  IMPAIRED 
PERFORMANCE 

Various  static  or  baseline  measurements  can  be 
obtained  for  prediction  of  treadmill  performance 
or  functional  capacity.  Some  of  the  following 
factors  w'ould  predict  functional  impairment; 
Abnormal  arterial  blood  gas  analysis,  A-aOo  dif- 
ference greater  than  50  torr,  VD/VT  greater  than 
0.30,  decreased  DLCO,  anemia,  increased  carboxy- 
hemoglobin,  FVC  less  than  1.0  liters,  FEV^  less 
than  or  equal  to  0.5  liters,  resting  tachycardia, 
dilated  left  ventricle,  compromised  left  ventricu- 
lar function,  severe  valvular  heart  disease,  marked 
obesity.  Thus,  investigation  of  Dyspnea  could 
include  some  or  all  of  the  following  studies: 
history  and  physical  examination,  chest  roentgen- 
ogram, electrocardiogram,  spirometry,  arterial 
blood  gas  analysis,  echocardiogram,  lung  volumes, 
and  DLCO.  Screening  blood  w'ork  should  also  be 
obtained  to  rule  out  systemic  disease.  This  could 
include  hematocrit  to  rule  out  anemia  and  T4  to 
rule  out  thyroid  disease.  Diabetes,  renal  failure, 
and  liver  dysfunction  should  also  be  excluded  as 
these  entities  could  contribute  to  w'eakness  and 
easy  fatigability.  An  elevated  sedimentation  rate 
could  suggest  inflammatory,  infectious,  or  neo- 
plastic disease  which  could  impair  exercise 
tolerance. 
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HALLMARKS  OF  LUNG  VERSUS  HEART  DISEASE 

I he  c linical  siliiation  ollen  ari.ses  when  one  is 
asked  to  categorize  Dyspnea  as  emanating  Irom 
a cardiac,  pnmonary  or  deconditioned  basis. 
Simply  speaking,  hmg  disease  is  characterized  by 
inordinate  \cntilation  lor  anv  giveti  oxygen  con- 
sumption or  CO.j  j)roduction.  "This  relates  to 
factors  already  mentioned  above  such  as  dead 
space  \ entilation.  Heart  disease  is  typified  by  ati 
inordinate  heart  rate  for  any  given  caxygen  con- 
sumption. This  primarily  relates  to  a compro- 
mised stroke  volume.  The  ventilatory  ecptivalent 
(A'E  \'CX)o  or  \'E  relates  minute  ventilation 

to  oxygen  consumption  or  COo  production.  The 
determinants  of  minute  ventilation  are  VCO-j, 
PaCOo,  and  \'D  \''E.  normal  value  for  the 
ventilatory  ecjuivalcni  is  less  than  .^.5  liters  ])er 
100  m s of  COo.  Values  greater  than  this  point  to 
pulmonary  limitations.  Oxygen  Pulse  (VO^  HR) 
relates  oxvgen  consumption  to  cardiac  frecpiency. 
If  one  rearranges  the  Eick  Ecpiation,  the  stroke 
volume  can  be  related  to  these  two  parameters. 
Generallv,  a reduction  in  pulse  implies  a com- 
promised stroke  volume.  .\  normal  value  is  20  to 
30  ml  beat  and  values  less  than  this  suggest 
cardiac  limitations,  due  to  organic  heart  disease 
or  a deconditioned  state. 

PARAMETERS  ASSESSED  IN  DYNAMIC 
METABOLIC  TESTING 

These  jjarameters  include  VE /VO^,  VE  VCOo, 
Oo  pulse,  \T.  Max,  RO  (VCOo/VOo),  VOo  Max, 
A’l)  \'T,  O,  aiul  PaO^.  Most  of  these  pa- 
rameters are  generated  in  our  “evaluation  room' 
by  a Beckman  Metabolic  Measurement  Chart. 
However,  less  .sophisticated  apparatus  can  give  the 
same  results.  Maximal  oxygen  consumption  (VO- 
max)  is  the  parameter  of  primary  interest  in  that 
this  is  the  accepted  index  of  cardiopidmonary 
fitness.  It  can  lie  affected  by  age,  conditioning 
and  size.  To  account  for  the  latter,  values  are 
often  expressed  as  milliliters/kilogram  'minute 
rather  than  liters /minute.  The  highest  recorded 
value  is  94  milliliters /kilogram /minute  in  an  East 
German  cross-country  skier.  In  contrast,  a severely 
deconditioned  person  may  exhibit  a VO-  max  in 
the  teens  or  twenties.  The  peak  value  is  deter- 
mined by  a plateau  or  leveling  ofl  of  the  oxygen 
consumption  despite  increasing  work  loads.  1 his 
is  a trainable  parameter.  It  is  mathematically 
derived  as  a product  of  the  cardiac  output  and 
a-\'Oo  difference.  Minute  ventilation  (VE)  is  the 
other  measure  of  significant  importance.  Minute 


ventilation  increases  from  a ba.seline  of  less  than 
10  liters minute  to  100  litcrs/miuute  or  gieater 
in  the  average  deconditioned  male.  A well- 
conditioned  athlete  may  expend  ovei  200  liters/ 
minute.  .\s  related  eailier,  the  respiratory  rate 
increases  from  a baseline  of  12  to  1,5  breaths/ 
minute  to  10  to  50  breaths/minute.  I'he  tidal 
volume  may  increase  from  10%  of  vital  capacity 
to  50  to  75%,  of  vital  capacity.  1 he  respiratory 
cpiotient,  or  ratio  of  GO-  production  to  oxygen 
consumption,  is  normally  in  the  range  of  0.05  to 
0.80  at  rest.  The  value  usually  increases  greater 
than  1.0  with  peak  activity  and  may  increase 
greater  than  1.5  during  recovery  from  exercise. 
.\n  RQ  greater  than  1.0  suggests  that  metabolism 
has  shifted  to  anaerobic  jcrocesses.  In  pulmonary 
disease,  exhaustion  may  occur  with  an  RQ  less 
than  1.0,  in  that  CO-  excretion  is  severely  limited 
by  compromised  ventilation. 

The  Cjuestion  then  arises,  “why  not  just  perform 
conventional  exerci,sc  testing  with  the  treadmill 
or  bicycle  ergometer  rather  than  adding  the  me- 
tabolic measurements?"  Ehe  major  reason  is  that 
one  does  not  learn  much  regarding  a patient's 
ventilatory  capacity  in  conventional  exercise  test- 
ing. Eurthermore,  there  is  a wide  range  of  oxygen 
consumption  for  any  given  performance  level 
among  individuals.  I bus,  nomograms  based  on 
treadmill  accomplishment  are  subject  to  signili- 
cant  error.  This  is  in  large  part  related  to  indi- 
vidual variability  in  jchysical  and  metalrolic 
efficiency.  E'inally,  it  is  well  accepted  that  pulmo- 
nary function  testing  cannot  accurately  predict 
work  capacity:  ergo,  patients  with  identical  E'EV, 
determinations  but  remarkably  different  func- 
tional capacities. 

UTILITY  OF  THE  VO-  MAX 

With  the  determination  of  maximal  oxygen 
consumption  one  can  accurately  classify  fitness 
with  regard  to  jjcrsons  of  similar  age.  The  pres- 
ence and  degree  of  func  tional  im|)airment  can  be 
assessed.  P'urthermorc,  one  can  learn  whether  a 
subject  is  actually  “disabled"  regarding  work  or 
recreational  activities,  \\4iile  “impairment”  sug- 
gests a defect  not  usually  found  in  healthy  indi- 
viduals, “disability"  implies  the  inability  to 
])erform  a certain  activity  or  the  inability  to  do 
such  a task  without  risk  to  well-being.  If  one 
knows  the  oxygen  consumption  rccpiired  for  a 
certain  work  activity  and  the  subject  barely 
achieves  such  a level  of  power  output,  it  will  be 
obvious  that  the  subject  is  disabled  with  regard  to 
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lliis  iiciivity.  Fui  thei  inoi e,  itleally,  work  activity 
should  not  deniancl  niorc  than  40  to  50%  of  a 
person's  maximal  oxygen  consumption  on  a con- 
sistent basis.  .Another  value  of  the  Max  is 

that  one  can  clisjjrove  or  corroborate  clinical  im- 
jMessions.  ME  I S can  be  determined  and  this  is 
simply  a convenient  term  which  relates  the  resting 
oxygen  consumption  to  higher  levels  of  oxygen 
ccjnsumpticm  with  S.5  milliliters  O^/kilogram  ' 
minute  being  baseline.  With  the  patient's  level  of 
achievement  (.ME  I S)  in  mind,  one  can  precisely 
tailor  an  exercise  program  with  regard  to  activities 
which  fall  within  the  patient's  functional  ca|)acity. 

PREDICTION  OF  PARAMETERS 

Peak  \alues  for  variotis  parameters  can  be  pre- 
dicted using  various  lormulas.  Some  of  these 
entail  rather  large  variance  but  can  be  used  as 
a rough  guide.  These  will  be  listed  at  tlie  end 
of  the  paper.  (Erse  presentations  will  also  be 
appended. 

DISABLING  CONDITIONS  AND  THEIR 
HALLMARKS 

■Approximately  40%  of  persons  receiving  dis- 
ability have  received  these  benefits  because  of 
heart,  circulatory  or  respiratory  disorders.  Alany 
patients  may  not  be  to  the  point  of  disability  yet 
may  be  impaired  or  compromised  somewhat  by 
underlying  cardicipulmonary  disease  expres.sed  as 
Dyspnea.  Indicators  of  pidmonary  disease  on 
exercise  testing  coidd  include:  1)  an  increasing 
\'D  \''I',  2)  a decrease  in  PaO^,  3)  achievement  of 
predicted  VT'  Max,  and  4)  elevated  ventilatory 
ec|uivalent.  A person  limited  by  jiidmonary  dis- 
ease will  not  ex])erience  a predicted  maximal 
heart  rate  for  age.  Conversely,  a person  limited 
by  cardiac  disorder  may  be  likely  to  achieve  a 
|rredicted  maximal  heart  rate  unless  that  person 
is  also  deconditioned.  I’he  latter  is  commonly  the 
case.  In  contrast,  a deconditioned  person  with  no 
cardiopulmonary  disease  per  se  may  not  achieve 
either  cardiac  or  ventilatory  maximum.  However, 
most  persons  who  achieve  a maximal  heart  rate 
are  probably  deconditioned  rather  than  have  or- 
ganic heart  disease.  1 hat  is,  we  are  limited  by  a 
compromised  cardiac  output  related  to  dectmili- 
tioned  status.  A vicious  cycle  can  ensue  in  persons 
who  chose  to  be  inactive.  As  one  avoids  or  curtails 
]4iysical  activity,  he/she  may  experience  Dyspnea 
with  activity.  If  activity  is  further  curtailed  to 
avoid  discomfort,  one  becomes  further  decomli- 
tioned.  This  fosters  Dyspnea  with  le.sser  degrees 
of  exercise  than  before,  often  prompting  further 
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c ui  tailment  of  activities.  One  does  less  and  finally 
can  do  less  or  doing  so  causes  Dyspnea.  The  ma- 
jority of  Dyspneic,  middle-aged  persons  will  fall 
into  this  category  rather  than  exhibiting  overt  or 
subtle  forms  of  cardiopulmonary  disease.  The 
diflerentation  of  cardiac  and  pulmonary  diseases 
from  a deconditioned  state  can  be  aided  by  the 
aforementioned  parameters.  .A  drop  in  the  PaO^ 
''hould  indicate  pulmonary  disease  while  a low 
]julse  can  imply  cardiac  disease  or  deconditioned 
state.  Persons  with  jiuimonary  disease  will  often 
exhibit  a normal  ()o  pulse.  The  ventilatory 
e(|uivalent  should  be  elevated  in  pidmonary  dis- 
ease while  this  ratio  may  also  be  elevated  in 
cartliac  disease  characterized  liy  interstitial  edema. 
.Maximal  heart  rate  and  ventilatory  max.  have 
already  been  addrccssed.  The  maximal  oxygen 
consumption  should  be  low  in  persons  with 
cardiac  or  pulmonary  disease  while  it  may  a]> 
proach  average  for  age  in  a decomlitioned  person, 
rids  may  sound  bizarre  but  jirobably  is  reasonable 
in  that  the  “average”  person  is  deconditioned.  If 
one  measures  cardiac  output,  the  value  may  be 
normal  at  rest  in  cardiac  disease  but  fails  to  rise 
ap]jropriately  ivith  progressive  activity. 

THE  GOOD  NEWS 

4 he  good  news  is  that  aerobic  training  can 
improve  many  of  the  parameters  mentioned  above 
and  contribute  to  a state  of  increased  well-being. 
Listed  are  potential  improvements:  increase  in 
\'E  Max,  increase  in  A^Oo  Max,  increase  in  work 
jierformance,  submaximal  work  performed  at 
lower  levels  of  oxygen  consumjition,  decreased 
resting  heart  rate,  increased  stroke  volume  and 
cardiac  output,  increased  a-\A)o  difference,  in- 
creased capillarization  of  muscle.  The  peak  heart 
rale  and  b’ood  pre.ssure  may  be  virtually  nn- 
(hanged.  AVhth  increasing  cardiopulmonary  fit- 
ness, Dyspnea  can  be  postponed  or  prevented  at 
usual  levels  of  activity.  Even  jiersons  with  estab- 
lished cardiac  or  pulmonary  diseases  can  appreci- 
ate gains  in  these  areas.  In  summary  Dyspnea  is 
a Slate  of  mind  but  also  a jihysiologic  state  in- 
solving  a complex  of  interactive  jtrocesses.  Clues 
can  be  gained  regarding  the  source  of  Dyspnea. 
I he  patient  can  then  be  reassured,  counseled  or 
challenged.  Thus  we  could  say,  “He  who  avoids 
Dyspnea  becomes  its  slave.”  With  the  emphasis 
in  our  society  on  how  the  body  looks  rather  than 
what  the  body  can  do,  it  is  easy  to  avoid  Dyspnea. 
However,  it  would  behoove  us  all  to  become 
breathless  several  times  a week. 
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The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 

(See  Answer  on  Page  126) 

HISTORY:  D.  J.  is  a 20-year-olcl  black  female  who  was  referred  for  evaluation  of  first  degree 
AV  block.  The  patient  had  long-term  anorexia  and  was  underweight.  On  physical  examina- 
tion, she  was  noted  to  have  a physiologic  Ss.  Her  chest  x-ray  was  normal.  The  patient  was  on 
no  medication  known  to  affect  A-V  conduction. 

It  was  noted  that  the  patient's  PR  interval  was  normal  when  her  heart  rate  was  below 
60/minute,  but  markedly  prolonged  when  her  heart  rate  was  above  62  minute.  What  do 
you  think  might  be  going  on  with  respect  to  her  A-V  conduction? 


Ding-Kwo  Wu,  M.D.,  and  John  W.  Watson,  M.D. 
UAMS-LRVAMC  Division  of  Cardiology 
Little  Rock,  Arkansas 
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Amputations  at  the  Ankle 


I.  Leighton  Millard,  M.D.* 


Amputations  at  the  Ankle 

James  Synie  of  Edinburgh  (1799-1870)  made 
several  significant  contributions  to  surgery 
through  his  work  in  the  field  of  excisions  and 
amputations.  He  was  the  first  European  surgeon 
to  adopt  ether  anesthesia  (1847)  and  the  antiseptic 
method  of  Lister.  Lord  Lister  Avas  his  best  and 
greatest  pupil  as  well  as  his  son-in-law.^^ 

In  1842  Mr.  Syme  Avas  called  into  consultation 
on  a 16-year-old  boy  with  “caries  of  the  foot’’. 
From  the  description  in  his  paper,^’^  this  Avas  an 
extensive  and  draining  osteomyelitis.  Since  am- 
putation offered  the  only  hope  of  saving  the 
patient,  Mr.  Syme  devised  a technique  that  has 
been  called  “the  most  useful  of  all  amputations 
of  the  lower  extremity  becaitse  of  the  perfection 
of  its  Aveight  bearing  properties’’.'*  The  procedure 
preserves  the  tough  plantar  skin  of  the  heel  as  a 
coA  ering  for  the  cut  end  of  the  tibia. 

In  the  years  just  before,  during  and  right  after 
'World  "War  If,  Syme’s  amputation  fell  into  dis- 
favor and  Avas  virtually  abandoned.  It  seems  that 
many  surgeons  Avere  using  this  amputation  Avith- 
out  reading  and  folloAving  the  original  article 
and  Avere  not  happy  Avith  the  results.  It  also 
became  evident  that  fitting  an  articulated  ankle 
prosthesis  for  these  patients  produced  an  unsightly 
and  heavy  artificial  limb  that  amputees  Avere 
reluctant  to  Avear.  4Vorld  4Var  II  produced  large 
numbers  of  foot  and  leg  injuries,  mostly  land 
mine  explosions,  that  Avere  not  amenaltle  to  treat- 
ment by  Syme’s  procedure.  In  the  Mediterranean 
Theater  424  amputations  of  the  lower  1/3  of  the 
leg  Avere  performed  in  the  years  1943-1945.®  Of 
these,  only  eight  Avere  at  the  level  of  the  ankle 
joint. 

•Little  Rock  Orthopedic  Clinic,  9500  Lile  Drive,  P.  O.  Box  5270, 
Little  Rock,  Arkansas  72215. 


In  recent  years  a return  to  the  classic  procedure, 
the  development  of  netv  and  better  prosthetic 
materials,  and  the  use  of  a two  stage  surgical  tech- 
nique (in  dysvascular  patients)®  have  been  re- 
sponsible for  a rise  in  the  popularity  of  Syme’s 
amputation. 

In  Figure  I,  the  rounded,  toughened  weight- 
bearing end  of  the  stump  is  evident  and  Figures 
II,  III  and  IV  demonstrate  the  relatively  slim, 
lightAveight  prosthesis  that  alloAvs  this  patient  to 
have  a nearly  normal  gait. 


Figure  1 
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Conclusion 

In  the  niodein  surgit;il  world  the  Syme  pro- 
eethiie  idtords  the  surgeon  an  o|)portnniiy  to 
provide  a fnnetional,  durable  and  cosmetically 
acceptable  ainpniation  lor  traumatic,  inlections 
■or  dyssasdilar  piohlems  ol  the  loot. 
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Pe4iatHc^ 

Serum  Sickness  in  a Child  Treated  with  Cefaclor 

Tony  Johnson,  M.D.,*  Cindy  Stern,  B.S.,**  and  Charles  Feild,  M.D.* 


(^claclor,  lirst  introduced  in  tlie  United  States 
in  1979,  is  widely  used  in  pediatric  practice. 
Itlood  le\els  achieved  alter  an  oral  dose  are  not  as 
high  as  for  cephalexin,  but  increased  actisity 
against  gram-negative  bacilli,  especially  beta 
lactamase-producing  H.  iufliunizdc  makes  it  a use- 
Inl  antimicrobial  in  treating  children  with  otitis 
media  and  respiratory  infections.’  ^Ve  wish  to 
report  a child  who  experienced  serum  sickness 
after  receiving  cefaclor. 

Case  Report: 

N.  M.  is  a 19-month-old  gill  with  no  previous 
history  of  allergies  who  presented  to  the  emergen- 
cy rootn  with  acute  onset  of  joint  swelling  and 
a rash.  .She  had  been  treated  for  the  ])revious 
three  weeks  with  cefaclor  and  polyhistine  for 
bronchitis.  Examination  revealed  hot,  swollen 
knees  with  full  range  of  motion  and  only  minimal 
tenderness.  The  dorsum  of  the  right  foot  was  also 
swollen  and  hot.  A nonsjiecific  erythematous  rash 
was  also  present  on  the  back,  chest  and  diaper 
area.  She  w'as  afebrile,  appeared  well,  and  had 
continued  to  play  normally.  All  medications  were 
stojrped  and  on  reexamination,  12  hours  later,  she 
had  resolution  of  the  swcallen  knees,  however,  her 
right  foot,  left  forearm  and  hand  had  become 
swollen  and  hot.  The  rash  had  become  urticarial, 
involving  the  entire  body,  including  the  face.  The 
temperature  w'as  SS.b  C and  she  was  slightly  irrita- 
ble. She  was  given  Decadron,  2 mg  lAf  and  started 
on  Benadryl  PO  with  a gradual  resolution  of 
symptoms  over  the  next  week.  Reexamination 
two  weeks  later  was  completely  lutrmal. 

She  had  previously  received  atnoxicillin  with- 
out diffictilty,  however,  the  parents  did  not  know 
il  she  had  taken  cefaclor  before. 

Cetaclor  has  been  rejrorted  to  cause  .serum  sick- 
ness in  children  and  adidts.  .Ml  cases  involve 
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arthritis,  ]tiimarily  knees  anil  ankles,  and  a 
jjrurit  it  tirticaria.  Purpura  has  also  been  reported. 
Otie  “cluster”  of  eight  patients  in  one  community 
who  developed  serum  sickness  after  receiving 
telaclor  for  otitis  tnedia  has  been  reported.-"^ 
Serum  sickne.ss  is  a type  III  hypersensitivity;  i.e. 
antigen  in  excess  of  antibody  forms  immune  com- 
plexes which  are  then  deposited  along  vascular 
basement  membratie  usually  beginning  after  sev- 
eral days  of  therapy.  .As  antibody  production 
increases  anti  peaks,  itnmune  complexes  are  sub- 
setpiently  cleared.  In  children,  it  is  ustially  a mild 
anti  self-1  imitetl  tlisease,  although  nephritis  and 
polyneuritis  can  occur.  1 he  erythrocyte  sedimen- 
tation rate  is  frei|uently  normal,  although  a mild 
eosinojjhilia,  especially  in  drug-related  cases,  can 
be  seen.  Iti  mild  ctises,  aspirin  anti  antihistamines 
m:iy  be  usetl  to  treat  the  arthritis  and  jrruritis.  In 
more  severe  cases,  corticosteroids  are  effective  and 
should  be  used.'”*  ’’’ 

fl\ persensitivity  reactions  are  the  most  common 
systemic  side  effects  of  cephalosporins.  In  addi- 
tion to  the  altove  manifestations,  anaphvlaxis  and 
at  iite  bronchttspasms  may  oct  iir  as  life-threatening 
complications.  As  with  any  other  thug,  avoidance 
of  prolonged  treatment  in  the  absence  of  clear-cut 
iiulications  anti  prompt  disconi  inuation  of  the 
tlrng  in  the  face  of  compllcatetl  sitle  effects  fol- 
lowed by  close  monitoring  will  minimize  unde- 
sirable results. 
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Johnson  and  Palacios  on  Dilated  Cardiomyopathies 

Alfred  Kahn,  Jr.,  M.D. 


J[  liere  h as  been  a iicineiulous  ainoimt  ol  lil- 
eratuie  puljlishecl  on  cardiac  diseases  in  ilic  recent 
past:  the  main  thrust  ol  tlie  literature  has  been 
directed  torvard  arterio-sclerotic  heart  disetise 
tvhich  is  ranipatit  in  civilized  countries  — and 
apparently  related  to  life  style.  One  of  the  areas 
of  cardiac  disease  which  lias  received  nitich  less 
attention  hecanse  it  is  less  prevalent,  is  a group  ol 
disorders  calleil  dihited  Oardiomyojrathies.  folni- 
son  and  Palachios  have  rvritten  an  extremclv 
interesting  two-part  article  in  The  Xeie  England 
Journal  of  Medicine  entitled  "Dilated  Cardio- 
myopathies of  the  .\dtilt"  { The  New  England 
Journal  of  Medicine,  \-o\.  ,S07.  page  1051,  Oct.  21, 
I0S2).  Thev  define  cardiomyoiiathies  as  an  illness 
of  the  heart  characterized  by  a disorder  wliicli 
affects  either  or  both  of  the  cardiac  ventricles— 
and  is  capable  ol  producing  myocardial  insulli- 
ciency.  This  is  a rather  loose  definition  as,  strictly 
s]3eaking,  it  should  mean  any  disease  of  heart 
muscle— from  a pnreh  linguistic  jjoint  ol  view.  In 
this  disorder,  they  include  both  idiojiathic  cardio- 
myopathies and  cardiomyopathies  prodttcetl  by 
other  diseases.  Johnson  and  Palacios  classify  the 
cardiomyopathies  as  dilated,  nontlilated,  or  hyper- 
trophic. They  have  limited  their  article  to  the 
dilated  cardiomyopathies  which  are  sometimes 
known  as  congestive  in  contrast  to  the  nondilatctl 
cardiomyopathies  which  may  he  called  restrictive, 
d'here  is  no  other  common  name  for  the  so-c;illed 
hyoer trophic  cardiomyopathies. 

They  state  that  the  commonest  jjhysiologic 
features  of  the  dilated  cardiomyopathy  group  is 
a decrease  in  the  amount  of  blood  ejectetl  from 
the  left  ventricle;  they  ftirther  state  that  symptoms 
of  heart  faihire  do  not  ajjpear  tmless  the  otit]3til 
falls  below  10%.  In  this  particular  tlisorder,  the 
right  ventricle  may  have  a fall  in  the  ejection 
fraction  also.  It  is  of  interest  that  they  say  that 


"left  \entricnlai  dilation  and  a greatly  reduced 
lelt  ventiictilar  ejection  Iraction  are  more  con- 
sistent featttres  ol  dilated  cardiomyopathies  than 
is  decreased  canliac  ontpnt”.  The  article  does  not 
offer  any  explanation  as  to  why  right  or  lelt 
cardiac  faihire  occtirs  in  a completely  capriciotis 
fashion,  varying  bom  jratient  to  patient.  Mitial 
regurgitation  may  occur  in  this  disorder  and  is 
said  to  he  fairly  ctjinmonjjlace. 

The  cause  of  dilated  cat rliomyopathies  can  he 
the  result  of  various  idiologic  feattnes  including 
multiple  infarctions,  alcoholic,  jjciipartnm  dis- 
ease, vahidar  disease,  inllammatory  myocarditis, 
sarcoid  heart  disease,  poisoning,  uremia,  me- 
tabolic disorders,  and  hemochromatosis.  Johnson 
and  Palachios  state  that  the  pathologic  findings 
in  idiopathic  congestive  cardiomyopathy,  alco- 
holic cardiomyo|)athy,  and  peripartnm  cardio- 
myopathy is  identical  wdth  dilatation  of  the 
variotis  chambers  of  the  heart— one  to  fotir;  they 
may  have  endocai  clial  scan  ing;  the  antilns  arotmd 
the  calves  may  dilate:  nmral  thromltosis  may  he 
pre.sent:  there  is  myocardial  scarring;  there  is 
hyj)ertrophy  of  the  nuiscle  cells.  Of  prtictical  im- 
jrortance  is  the  fact  that  the  coronary  arteries  are 
normal  in  these  cases.  :i  poitit  cvhich  is  often 
reported  in  canliac  c;itheterization  sttidies  in  gen- 
eral hospitals.  The  intracellular  pathology  as 
visualized  by  the  elec ti omicrosco])e  is  non-s])ecilic 
in  these  dilated  cardiomyopathies.  Johnson  and 
Palachios  spec  idate  that  fanlty  nutrition  may  play 
a role  in  so-called  idiojrathic  congestive  cardio- 
myopathy. riiey  disenss  the  jtossihility  that  the 
footprint  of  infection  of  the  heart  is  sometimes 
congestive  cat cliomycrjtathy  hot  this  is  often  difli- 
cnlt  to  trace  hack  in  a fashion  adecpiatc  to  actually 
pin-point  the  diagnosis.  .\p|rropriate  sttidies  of 
the  ventricnlar  wall  in  this  disorder  show  areas 
of  hepokenesis  ;md  akinesis;  they  seem  to  intei- 
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iniiiglc  and  have  a non-specific  appearance.  The 
anthors  report  a variety  of  electrocardiographic 
changes  as  being  jiart  in  any  pathological  cardio- 
myopathy including  left  Imndle  branch  block, 
poor  precordial  R-wave  jirogression,  P-"f\bave 
clianges  and  others.  0-\\bivcs  may  be  present.  In 
these  idiopathic  congestive  cardiomyopathies  is 
often  associated  with  heart  failure  and  embolism, 
riie  prognosis  of  survival  is  poor  and  it  is  said 
tliat,  de])enditig  on  the  article,  that  only  25-10% 
of  the  p^atients  Avith  tliis  disorder  live  for  five  years 
after  diagnosis.  Johnson  and  Palachios  state  that 
the  more  severe  the  lieart  failure,  the  worse  the 
prognosis  is  and  if  there  is  right-sided  failure  as 
well  as  left-sided  heart  failure,  the  prognosis  is 
worse.  The  authors  report  some  interesting  mis- 
cellaneous facts  among  them  being  that  the  thicker 
the  myocardial  wall,  the  better  the  prognosis  in 
some  instances  and  sudden  death  may  occur  in  up 
to  half  the  cases. 

The  authors  belies'e  that  vigorous  treatment  is 
desirable  in  idiopathic  congestive  cardiomyopathy 
as  well  as  the  ttvo  otlier  forms  discussed  here— 
alcoholic  and  peripai  ttnu.  They  include  diuretic 
drugs,  restriction  of  salt,  avoidance  of  hypo- 
kalemia atid  Digitalis.  The  use  of  Warffarin  is 
included  to  decrease  the  possibility  of  having  a 
serious  embolus.  Anti-rhythmic  drugs  may  be 
necessary  to  prevent  fatal  cardiac  arrhythmias  and 
the  anti-rhythmic  drugs  such  as  quinidine  and 
jrrocainamide  are  considered  safe;  beta-adrenergic 
blocking  th  ugs  are  not  considered  safe  in  this  dis- 
order. Cardiac  transjilant  has  been  used  on  pa- 
tients with  dilated  cardiomyopathy  with  success. 
The  authors  have  included  a discussion  about 
alcoholic  dilated  cardiomyopathy  in  their  article 
and  they  feel  that  alcohol  does  produce  the  dis- 
order. They  further  state  that  abstinence  from 
alcohol  tends  to  cause  the  disorder  to  clear  up  in 
as  many  as  80%  of  the  cases.  There  is  a very  brief 
discussion  of  peripartum  cardiomyopathy  which 
indicates  that  there  is  a 50%  chance  of  complete 
recovery  from  tliis  disorder;  the  other  50%  of  the 
cases  folloAv  the  course  of  idiopathic  dilated 
cardiomyopathy. 

Cardiomyopathy  may  be  the  result  of  multiple 
infarctions  resulting  from  coronary  artery  disease 
and  the  survival  rate  is  said  to  be  about  the  same 
as  in  idiopathic  dilated  cardiomyopathy.  The 
treatment  for  dilated  cardiomyopathy  resulting 
from  coronary  disease  is  the  same  as  in  idiopathic 
dilated  cardiomyopathy. 


The  authors  report  many  infectious  causes  of 
acute  dilated  cardiomyopathy.  They  include 
coxsackievirus,  enteroviruse,  poliovirus,  arbovirus, 
toxoplasmosis,  infection  Avith  trypanosoma,  vari- 
cella, variola,  influenza,  rabies,  cytomegalovirus, 
mumps,  psittacosis,  cryptococcus  neoformans, 
Candida  albicans,  irichinella  spiralis,  schistosoma 
mansoni,  corynebacterium  diphtlieriae,  the  neis- 
seria form  of  meningitis,  leptospira,  etc.  They 
report  that  the  past  studies  are  made  of  the 
so-called  enterovirus  epidemics;  and  they  state 
that  5-15%  of  adolescents  and  adults  have  some 
evidence  of  cardiac  involvement  during  these 
epidemics.  Apparently,  one  of  the  herald  signs  of 
cardiac  involvement  is  muscle  pain.  Pericarditis 
may  be  seen  in  association  Avith  these  infections. 
The  outcome  of  these  cases  is  either  mild  heart 
failure  or  dilatation  of  the  heart  Avithout  heart 
failure  and  rapid  recovery— or  progressive  heart 
failure.  The  function  of  the  ventricles  in  these 
cases  can  be  studied  by  ventricalography  which 
only  shoAvs  segmental  hypokenesis.  The  patholo- 
gA'  of  enteroviral  dilated  cardiomyopathy  has  been 
demonstrated  in  humans  and  animals  and  it  is 
said  that  an  acute  inflammatory  reaction  may 
occur  Avith  neotrophil  infiltration  folloAved  by 
monocyte  infiltration.  Necrosis  may  occur  in  cul- 
tures and  said  to  be  possible  for  the  first  7-10  days 
of  involvement.  It  is  difficult  to  diagnose  viral 
involvement  of  the  myocardium.  Johnson  and 
Palacios  state  that  a four-fold  increase  in  specific 
serum  antibody  is  meaningful  as  is  a positive 
culture.  Myocardial  biopsy  is  used  in  some  cases. 
Johnson  and  Palacios  recommend  close  observa- 
tion of  patients  suspected  of  having  infectious 
disease  of  myopericarditis  and  state  that  often 
these  cases  should  be  hospitalized.  They  restrict 
physical  activity,  analgesics  as  aspirin  or  ido- 
methacin  and  symptomatic  treatment.  They  also 
use  Digitalis  and  diuretics.  Occasionally,  a patient 
has  a disease  in  which  there  are  tAvo  episodes  of 
cardiac  symptoms:  (1)  in  which  there  is  an  acute 
infection  of  the  myocardium,  and  the  other  (2)  in 
Avhich  symptoms  recur  and  may  be  the  result  of 
an  immune  reaction.  Apparently,  there  is  no 
fixed  body  of  opinion  as  to  the  value  of  treating 
the  presumed  immune  reaction. 

Johnson  and  Palachios  discussed  in  this  in- 
teresting article  some  of  the  more  common  causes 
of  the  dilated  cardiomyopathies.  Trypansomasis 
is  such  a disorder— of  course,  this  is  uncommon  in 
the  United  States;  most  of  the  findings  are  in  the 
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chronic  jiliasc  and  consist  largely  oi  clcctrocartlio- 
orapliic  changes  at  first— and  later  functional 
changes  appear.  Sarcoid  disease  may  affect  the 
heart  and  cause  a dilated  cardiomyopathy.  I’his  is 
difficidt  to  diagnose,  .\nthracycline  has  been  im- 
plicated in  ctirdiomyojtathy  and  there  is  evidence 
to  feel  that  it  is  irreversible  but  it  may  not  be 
progressive  either.  Ibemic  cardiomyopathy  may 
be  reversible  or  not;  it  seems  to  exist  in  two  forms. 
The  atithors  gave  a complete  list  of  some  of  the 
rare  catises  of  dilated  cariliomyo|tathies  including: 
ttibcrcnlosis,  cobalt  poisoning,  phosphorous  |toi- 
soning,  sulfa  drngs,  heroin,  luptis  erythematosus, 
radiation,  rheumatoid  disease,  collagen  disease, 
etc.  The  authors  include  some  information  to 
enable  the  physician  to  distinguish  between  di- 
lated cardiomyopathy  and  other  types  of  cardio- 
myopathy. They  recommend  trydng  to  distinguish 


between  the  different  types  of  cardiomyopathy 
because  the  different  ones  have  different  idiologic 
backgrotmds— and  thus  require  different  treat- 
ment. The  classification  is  acttially  based  on  the 
volume  and  ejection  of  the  left  ventricle  — 
and  this  can  be  studied  by  radionuclides  or 
echocardiography. 

The  differential  diagnosis  to  be  sure  that  one 
really  has  dilated  cardiomyopathy  from  other 
disorders  with  similar  appearances  was  disctissed 
and  the  authors  have  a chart  of  a screening  jtro- 
cedure  to  try  and  help  distinguish  idiopathic 
congestive  cardiomyopathy  from  reversible  causes 
of  dilated  cardiomyopathy.  This  seems  especially 
helpftd. 

All  in  all,  it  is  a most  instructive  and  most 
informative  review. 


Otkef 


Journal  of  the  Arkansas  Medical  Society 
Vol.  3 No.  10  April  15,  1893  p.  454 
INDEPENDENCE  COUN  IT  MEDICAL 
ASSOCIAl  ION. 

T he  Independence  County  Medical  Association 
held  its  regular  meeting  here  on  Monday.  There 
were  about  eight  members  present,  and  in  the 
absence  of  President  Hodges,  Vice  President  C.  C. 
Gray  presided.  No  jrapers  were  read,  and  the 
meeting  was  devoted  principally  to  disctissing 
arrangements  for  the  meeting  of  the  State  Medical 
Society  here  next  month.  The  following  officers 
were  elected  for  the  ensuing  year;  President.  Dr. 
R.  C.  Dorr;  first  vice  president,  Dr.  D.  C.  Ewing; 
second  vice  president.  Dr.  H.  G.  Logan;  treastirer. 
Dr.  \V.  B.  Lawrence;  secretary.  Dr.  j.  W.  Case. 

Dr.  C.  P.  Meriwether,  of  Sulphur  Rock,  who 
recently  graduated  at  the  Missotiri  Medical  Col- 
lege, was  made  a member  of  the  Association. 

Drs.  W.  T.  James,  Clint  P.  Meriwether,  Henry 
Dixon,  James  Dorr  and  J.  B.  Crane  were  elected 
delegates  to  the  State  Medical  Society. 


The  executive  committee,  charged  with  the 
duty  of  making  arrangements  for  the  meeting  of 
the  State  Society  is  composed  of  Drs.  ^V.  B.  Latv- 
rence,  J.  \V.  Case,  R.  C.  Dorr,  C.  C.  Gray  and  F.  Fi. 
Jeffery.— [/>’t7/c,si;///c  Guard. 


The  eighth  meeting  of  the  Southwest  Arkans;is 
Medical  Association,  held  at  Hope,  A])ril  4th,  was 
well  attended  and  several  interesting  papers  tverc 
read. 


The  officers  of  the  Sebastian  Cotuity  Society  are 
J.  G.  Eberle,  M.D.,  president;  J.  D.  Southard, 
M.D.,  secretary,  and  J.  W.  Breedlove,  M.D., 
treastirer. 


Phillips  CotnUy  was  inadvertently  omitted  from 
the  Committee  on  State  Medicine.  Dr.  J.  A. 
Linthicum  is  the  member  of  the  committee  from 
that  county. 

From  the  Llniversitv  of  Arkansas  for  Medical  Sciences  Library, 
History  of  Mcdicine/Archives. 
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MEDICINE  IN  THE  NEWS 


THE  MONTH  IN  WASHINGTON 


HEALTH  CARE  FOR  THE  UNEMPLOYED 
GETS  FEDERAL  ATTENTION 

State  and  county  medical  societies  from  across 
the  nation  and  several  national  specialty  societies 
leceived  accolades  from  Washington  luminaries— 
including  President  Ronald  Reagan  and  his 
budget  chief  David  Stockman,  Rep.  Henry  Wax- 
man  (I)-CA)  and  Senator  Robert  Dole  (R-KS)— 
for  their  voluntary  efforts  to  jnovide  free  and 
lo^v-cosl  medical  care  to  tlie  nation's  unemployed. 

In  Wdiite  House  ceiemonies  commemorating 
National  \hduntecr  Week,  medical  society  rejjre- 
sentatives  told  President  Reagan  and  'Vice  Presi- 
dent George  Rush  about  their  programs  for 
“ne^vly  needy"  patients  who  are  ineligible  fcrr 
Medicttre  ;nul  Medicaid,  liave  no  healtb  insurance 
()i  are  otherwise  unable  to  pay.  The  projects 
inchided  fiee  clinics,  hetilth  screening,  and  low- 
cost  medictil  services  including  surgery. 

\M\  President  'William  Y.  Rial.  M.D.,  pre- 
■sented  President  Reagan  with  a report  on  21 
medictil  societies  known  to  have  created  health 
jmcrgrtims  for  the  unemployed.  Many  more  physi- 
cians and  ])hysicians  grcmps  are  believed  tct  be 
providing  such  care,  however. 

In  heal  ings  in  both  the  Senate  and  the  House, 
.\tnerican  Medical  Association  Bcrard  of  Trustees 
Ghairman  |oseph  Boyle,  M.D.,  rejjorted  tliat  79% 
of  jjhysicians  surveyed  last  fall  by  the  AM.A's 
Socioeconomic  Monitoring  System  indicated  tltey 
had  treated  patients  who  had  lost  their  job-related 
insurance.  Some  71%  of  these  provided  care 
cvithout  charge  or  at  a reduced  fee  and  10%,  of  all 
physicians  were  donating  their  services  to  some 
community  program  to  care  for  the  unemployed. 

Stockman  cited  those  figures  in  testimony 
Irefore  the  Senate  Finance  Gommittee  and  said 
that  encouraging  the  expansion  of  these  activities 
rvill  form  one  leg  of  the  Reagan  Administration’s 
approach  to  aiding  those  who  have  lost  job-related 
health  insurance. 

The  Administration's  proposal,  which  will  be 
used  as  a liargaining  position  rather  than  intro- 
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duced  as  legislation,  focuses  on  increasing  the 
unemployed’s  access  to  health  care  rather  than 
heljring  them  pay  for  it.  It  would  recpiire  em- 
ployers and  insurers  to  allow  the  terminated 
worker  to  buy  into  his  former  employer’s  health 
plan  or  to  pick  up  benefits  in  his  company  plan 
that  were  previously  rejected  Irecause  they  were 
covered  by  the  idan  of  a now-unemployed  spouse. 

The  OMB  chief  acknowledged  that  there  is  a 
“residual  group  of  long-term  unemployed’’  who 
can't  afford  to  buy  coverage  aud  aren’t  eligible 
for  public  programs.  If  Gongress  wtints  to  create 
new  benefits  for  the  unem]>loyed,  it  should  aim 
them  at  this  group  and  must  include  the  means 
for  paying  for  them  in  the  same  legislation,  he 
said,  preferably  by  tightening  the  Administra- 
tion's proposal  cap  on  the  amount  of  employer- 
paid  health  benefits  that  are  non-taxable  to  the 
employee. 

^Vdiite  House  support,  limited  as  it  is,  for  some 
sort  of  action  to  help  the  jobless  obtain  health 
insurance  increases  the  chances  of  sjreedy  jtassage 
of  some  sort  of  bill  in  this  area. 

Not  counting  the  Administration  proposal,  six 
plans  have  Iteen  introduced  as  legislation.  All  the 
bills  would  limit  eligibility  to  tho.se  who  formerly 
were  covered  through  an  employer  health  plan 
and  Avho  either  are  eligible  for  or  have  run  out 
of  unemployment  benefits. 

★ The  first  bill,  S.  307,  was  introduced  by  Sen. 
Donald  Riegle  (D-MI)  witli  Sens.  Howard  Metzen- 
banm  (D-OH)  and  Carl  Levin  (D-MI).  Its  cost, 
according  to  the  Health  Insurance  Association  of 
America,  would  run  about  $3  billion  a year. 

Also  introduced  in  the  House  as  H.R.  1823  by 
Rep.  Doug'Walgren  (D-PA),  the  legislation  would 
set  ujr  permanent  state  insurance  pools  financed 
by  employer  contributions,  by  employees’  pay- 
ment of  up  to  20%,  of  premium  cost,  and  by  a 
dO%,-of-premium  federal  contribution  that  would 
kick  in  wdienever  unemployment  nationally  was 
7.5%,  or  more  and  the  state  had  an  unemployment 
rate  at  least  10%  higher  than  the  national  average. 

Benefits  w'ould  have  to  be  at  least  equal  to 
Medicare.  Enrollees  could  be  required  to  pay  iqr 
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to  $500  in  (IcdiK I ihlcs.  Kiiiployers  would  l)e  re- 
(juircd  to  ex.lcnd  co\c'ra<>e  to  workers  lor  six 
months  after  layoff  and  to  allow  workers  to  pick 
n|)  coverage  for  themselves  of  family  members 
formerly  covered  under  the  employer  plan  ol 
another  family  member  that  is  no  longer 
employed. 

★ S.  811  was  introduced  by  Pennsylvania  Re- 
pidtlicans  John  Heinz  and  Alien  Specter  as  free- 
standing legislation  after  Sen.  Robert  Dole  (R-KS) 
persuaded  them  not  to  try  to  attach  it  to  recently- 
enacted  Social  .Security  amendments.  S.  81 1 would 
run  for  three  years  and  would  cost  the  federal 
government  SI  billion  a year  in  block  grants  to 
states,  which  would  determine  benefits  and  the 
method  of  administration.  Benefits  could  vary 
according  to  the  enrollee’s  financial  status.  Funds 
to  the  states  would  be  based  on  the  relative  num- 
bers of  unemployed  in  the  state  compared  to  the 
national  rate,  of  unemployed  workers  in  excess 
of  t)%  of  the  civilian  labor  force  in  the  state,  and 
of  state  residents  unemployed  15  months  or  more. 

★ .S.  951,  the  least  expensive  bill  introduced  to 
date,  was  designed  by  Senate  Finance  Committee 
Chairman  Dole  and  is  cosponsored  by  Heinz 
and  Specter  along  with  .Sen.  David  Durenberger 
(R-MN).  The  measure  wotdd  provide  ,$900  mil- 
lion a year  to  states  which  set  up  programs  run 
through  their  Medicaid  agencies.  The  jnogram 
would  die  after  two  years. 

Prior  to  October  1,  198.S,  the  Dole  measure 
wotdd  provide  funds  to  any  state  program.  But 
after  that  time,  federal  funds  would  go  only  to 
states  with  uninsured  unemployment  rates  (rates 
of  unemployed  jteople  covered  by  unemployment 
compensation)  of  4%  or  more.  Those  with  rates 
of  more  than  5%  would  receive  95%  federal 
matching.  Those  between  4%  and  5%  would  get 
80%  matching. 

Benefits  would  have  to  include  hospital  inpa- 
tient and  emergency  outpatient  services  and  phy- 
sician services  except  those  delivered  in  nursing 
homes.  Duration  and  scope  of  services  wotdd  be 
up  to  the  state  but  could  not  exceed  those  of  its 
Medicaid  program  for  the  categorically  needy. 
Employers  would  be  retpiired  to  pick  up  coverage 
formerly  carried  through  a now-imemployed 
spouse. 

★ S.  1154,  the  most  recent  bill,  was  introduced 
by  .Sen.  Edward  Kennedy  (D-MA)  and  the  other 
seven  Democrats  on  the  Labor  and  Human  Re- 
sources Committee.  It  would  provide  $900  million 


lor  the  rest  of  fiscal  1983  and  $2.7  million  a year 
for  each  of  the  next  three  years  in  block  grants  to 
states.  States  would  determine  the  method  of 
administration  and  benefit  levels.  Fhe  uncm- 
ployeil  could  not  be  charged  more  than  5%  of 
their  unemjjloyment  check  for  jiremiums  or  co- 
payments for  sendees.  Allocation  to  the  states 
would  be  based  on  a formula  similar,  but  not 
identical,  to  those  in  the  Heinz-Specter  bill. 

Two  bills  introdm  ed  in  the  House  are  designed 
to  come  in  at  a cost  of  around  $2.7  billion  since 
that  is  exactly  how  much  money  the  House  budget 
resolution  provides  for  health  insurance  for  the 
unemployed. 

★ One  of  these.  H.R.  2525,  was  crafted  by  Rep. 
Flenry  ^Vaxman  (D-CA).  Cosponsored  by  Andy 
Jacobs  (D-IN),  John  Dingell  (D-MI)  and  Harold 
Eord  (D-4’N),  it  would  create  a ])ermanent  block 
grant  jrrogram  to  be  run  through  state  Medicaid 
agencies  or,  at  the  state’s  option,  through  state 
insurance  pools. 

Coverage  would  be  limited  to  nine  clays  of  in- 
patient hospital  care  and  10  physician  and  out- 
patient visits  per  jrerson  but  there  woidcl  be  no 
limits  on  well-baby  and  maternal  care.  Enrollees 
could  be  recpiirecl  to  s]:)encl  at  least  5%  of  their 
weekly  unemployment  check  for  the  benefits  and 
could  be  charged  copayments  equivalent  to  those 
of  Medicaid. 

States  with  unemplc))nient  rates  33%  higher 
than  the  national  average  would  get  full  funding 
from  the  federal  government.  Those  rvith  em- 
ployment levels  of  5%  or  less  would  get  no  federal 
money  and  those  in  between  would  get  matching 
funds  of  up  to  95%.  A permanent  grant  program 
wotdd  be  set  up  for  public  hospitals. 

★ Coming  in  at  the  same  $2.7  billion  jtrice  tag 
is  S.  2538.  Introduced  by  Rep.  David  Obey,  (D- 
^Vl)  and  Joe  McDacle  (R-P.\),  this  bill  would  set 
up  a one-year,  ,$2.7  billion  block  grant  program 
with  states’  shares  allocated  according  to  the  cost 
of  health  services  and  the  level  of  unemployment 
in  the  slate.  States  would  have  to  put  up  20%  in 
matching  funds  and  unemployed  workers  woidcl 
pay  up  to  $5  a week. 

In  hearings  before  Dole’s  Senate  finance  com- 
mittee and  Rep.  ’M^ixman’s  health  subcommittee, 
the  American  Medical  Association  called  for  a 
temporary  federal  progratn  to  supplement  the 
private  sector  efforts.  .\M.\  Board  Chairman 
Joseph  Boyle.  M.D.,  and  AMA  Executive  Vice 
President  James  Sammons,  M.D.,  assured  Dole 
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that  the  physicians  invited  to  the  White  House  to 
discuss  their  free  care  programs  had  conveyed  this 
support  to  the  President.  And  Dr.  .Sammons  and 
james  Strain,  .M.l).,  of  the  American  Academy  of 
Pediatrics,  urged  finance  committee  members  to 
make  sure  that  any  program  eventually  enacted 
not  discriminate  against  office-based  and  pre- 
ventive services. 

Health  insurers  also  descriljed  voluntary  efforts 
to  help  the  unemployed  obtain  coverage  but  con- 
ceded that  most  of  these  programs  are  outside  the 
financial  reach  of  many  jobless  families.  United 
Auto  Whtrkers  representative  ^^el  Glasser  added 
that  only  5%  of  U.\W  members  in  Michigan 
exercised  the  conversion  option  because  they 
could  not  alford  to  pay  $200  in  premiums  out  of 
a S700  monthly  unemployment  check. 

1 he  insurers  endorsed  a federally-funded  ])ro- 
gi  am  to  aid  the  jobless  who  need  health  insurance 
but  reported  that  many  employers  are  also  volun- 
tarily permitting  workers  to  add  family  members 
formerly  covered  under  a laid-off  spouses  jjlan  to 
the  working  spouse's  (overage. 

Several  cjf  the  bills  under  consideration,  in- 
cluding Dole's  and  the  Administration’s  proposal, 
woidcl  recpiire  employers  to  do  this  and  the  White 
Hotise  claims  this  ajjproach  woidd  make  a sig- 
nificant dent  in  the  problems  of  the  uninsured 
jobless  because  “an  estimated  40<^,  of  workers 
drawing  unemployment  benefits  have  working 
spouses.’’ 

Business  groups  also  noted  that  many  of  their 
members  have  extended  coverage  or  permitted  the 
enrollment  erf  jtjbless  spouses  in  working  spouses 
plans.  Chamber  of  Commerce  witness  Jan  Ozga, 
in  the  only  testimony  to  completely  reject  any 
federal  action,  said  those  voluntary  efforts  are 
sufficient. 

One  thing  appears  to  have  been  conceded  by  all 
the  major  players.  That  is  that  the  federal  sup- 
port will  have  to  be  confined  to  those  who  are 
eligible  for  unemployment  insurance  or  have  run 
out  of  benefits,  who  previously  had  employer- 
based  coverage,  and  who  aren’t  eligible  for  Medic- 
aid or  other  coverage.  That  will  leave  many 
unemployed  without  health  coverage,  a fact 
lamented  by  Rep.  Waxman  and  Sen.  Heinz,  who 
observetf  that  a more  expensive  bill  would  court 
a Presidential  veto. 

There  is  less  agreement  about  how  the  measure 
will  be  financed  and  how  long  it  will  run.  The 
Waxman  and  Riegle  proposals  set  up  permanent 


programs.  The  unions  contend  this  is  necessary 
since  unemployment  rates  are  not  expected  to  dip 
below  8%  before  1988.  Dole’s  plan  would  last  for 
only  two  years  and  Specter  and  Heinz’  only  three 
years.  AHA’s  Owens  told  Waxman  he  believed 
'Waxman  should  add  a sunset  provision  to  his  bill 
and  .AM.\’s  Boyle  akso  called  for  a temporary 
program. 

Like  the  Administration,  Sens.  Dole  and  Duren- 
berger,  appear  to  be  considering  financing 
through  a cap  on  the  amount  of  employer-paid 
health  insurance  premiums  that  are  nontaxable 
to  employees.  AFL-CIO  official  Ray  Denison  said 
that  woidd  be  “robbing  Peter  to  pay  Paul,’’  draw- 
ing a retort  from  Dole  that  union  members  with 
jobs  should  be  willing  to  hel]3  those  who  don’t. 
Insurers  and  business  also  opposed  financing 
health  insurance  for  the  unemployed  through  a 
tax  cap. 

All  bills  permit  at  least  some  sharing  of  the 
premium  and  cost  of  services  by  the  unemployed 
and  while  most  witnesses  had  no  philosophical 
objections  to  that  apjnoach,  many  believe  it  is 
unrealistic  to  expect  families  living  on  an  un- 
employment check  to  contribute  to  the  cost  of 
coverage. 

There  was  even  less  agreement  about  how  the 
program  should  be  administered.  The  HIAA  and 
.\M.\  supported  the  state  pool  approach  in  Wax- 
man  and  Riegle  bills  but  unions  opposed  it. 

Hearings  in  the  House  were  expected  to  lead 
to  a bill  that  Waxman  intends  ter  rush  through  the 
House  before  summer.  Dole,  meanwhile,  expects 
to  complete  his  Senate  package  before  summer’s 
end. 

CONGRESS  BREATHES  NEW  LIFE  INTO 
"BABY  DOE"  RULING 

The  Health  and  Human  Services  (HHS)  regula- 
tions designed  to  protect  infants  with  birth  defects 
was  struck  down  in  Washington’s  federal  District 
Court  in  April.  But  the  “Baby  Doe’’  controversy 
showed  no  signs  of  quieting  as  Congress  and 
.several  states  took  up  the  issue  in  pending  and 
jnoposed  legislation. 

U.  S.  District  Court  Judge  Gerhard  A.  Gesell 
nded  that  the  regulation— which  required  hos- 
pitals to  post  notices  in  delivery  wards  and  nur- 
series j:)ublicizing  a 24-hour  toll-free  ‘hotline’  to  be 
used  in  cases  of  suspected  neglect— was  “arbitrary 
and  capricious.’’ 

The  American  Academy  of  Pediatrics,  a plain- 
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lift  in  tlic  case,  hatl  argued  that  the  rule  was 
wrong  in  both  principal  and  procedure.  This 
position  was  supported  by  the  AMA  in  an  amicus 
brief.  Four  member  investigative  sipiads,  alerted 
by  calls  on  the  hotline,  have  no  role  in  medical 
decision-making,  they  saiil.  Plus  the  regulation 
went  into  effect  within  only  15  days  rather  than 
allowing  the  customary  public  comment  period. 

HfLS  attorneys  saitl  the  rule  did  not  interfere 
with  metlical  decision  making;  instead,  it  simply 
intervenetl  when  parents’  emotional  or  financial 
concerns  took  precedence  in  these  medical  de- 
cisions. flHS  immediately  announced  it  would 
appeal  the  case. 

.\s  hospitals  were  removing  these  notices  from 
their  tvalls.  Congress  began  drafting  new  legisla- 
tion that  could  achieve  much  the  same  result. 
Both  the  Senate  and  House  worked  on  bills  that 
would  expand  the  Child  Abuse  Prevention  and 
I'reatment  .Act  to  include  handicapjjed  infants 
who  are  denied  food  or  treatment.  House  bill 
H.R.  1904  and  Senate  bill  S.  1003,  both  amend- 
ments to  the  .Act,  call  for  a study  to  investigate 
the  national  incidence  of  ‘neglect’;  technical  as- 
sistance and  training  to  states  to  develop  new 
procedures  to  ensure  that  food  and  care  is  pro- 
vided to  handicapped  infants;  establi,shment  of 
a procedure  for  pcr.sons  to  report  suspected  in- 
stances of  denial  of  food  or  treatment;  and  to  open 
up  adoption  opportunities  for  handicapped 
infants. 

Afeanwhile,  several  state  legislatures  have  al- 
ready drafted  their  own  versions  of  Baby  Doe 
legislation.  Indiana  law  says  that  children  denied 
food  or  treatment  shall  be  considered  “in  need 
of  services,”  a classification  normally  used  for 
abused  children.  Louisiana’s  stricter  law’  pro- 
hibits any  denial  of  food  or  treatment  except  in 
cases  where  the  child  w'ould  stay  in  a permanently 
comatose  state  or  w’here  the  risks  outweigh  the 
benefits  ol  treatment.  California’s  resolution  with 
‘intent’  to  protect  handicapped  new'borns  has  less 
legal  clout.  .At  least  four  other  states— Massachu- 
setts, Arizona,  Alissonri,  and  Maryland  — have 
legislation  pending. 

■Supporters  of  these  efforts  say  they  w’ill  throw 
a safety  net  under  the  gaping  holes  in  health  care 
for  handicapped  children.  “In  the  past  10  years, 
there  has  been  a gradual  shift  in  medicine  away 
from  protecting  these  children,”  said  Surgeon 
General  C.  Everett  Koop,  a pediatric  surgeon. 
“The  President,  Justice  Department,  and  Depart- 


ment of  1 leahh  and  Human  Services  all  agiee  that 
die  jzresent  system  is  not  aileipiate.” 

But  opponents  fear  that  the  rule  will  lorce 
physicians  and  hos[ntals  to  either  override  paren- 
tal direction,  lose  federal  funds,  or  \ iolate  slate 
and  federal  laws.  .Some  say  Baliy  Doe  legislation 
is  jusl  another  way  of  furthering  the  right-to-lile 
goals  of  the  Reagan  Administration. 

I’he  .AMA,  wliile  supporting  reauthori/ation 
of  the  Child  Abuse  Act,  opposes  any  provisions 
relating  to  the  care  of  handicapped  infants. 

Mailgiams  describing  iliese  provisions  were 
rushed  to  state  medical  societies  and  national 
specialty  groups.  The  .Association  believes  that 
such  legislation  w'ould  cause  government  inter- 
ference in  family  and  physician  decision-making 
and  result  in  a cumbersome  jirocess  that  would 
benefit  tio  one. 

“Once  a government  agency  has  interjected 
itself  itito  the  jiractice  of  one  medical  specialty, 
that  kind  of  interference  could  be  expanded  into 
other  specialties,”  w'arns  James  H.  .Sammons, 
M.D.,  Executive  Vice  President  of  the  .AM.A. 
“Then  each  of  us— physicians  and  patients— woitld 
have  our  decisions  subjected  to  review’.” 

NO  MORE  CUTS  THIS  YEAR  IN  MEDICARE? 

7'hc  likelihood  that  Congre.ss  will  make  any 
more  major  ctits  in  Medicare  this  year  diminished 
in  April  as  the  Senate  Budget  Committee  ap- 
proved a 1981  budget  plan  that  contains  less  than 
half  the  Medicare  reductions  the  Reagan  Admin- 
istration has  proposed. 

Lite  .Senate  was  expected  to  consider  the  budget 
panel’s  recommetidations  early  in  May  and,  al- 
though changes  could  be  made  on  the  Senate  floor, 
most  congressional  observers  did  not  think  that 
the  fitial  resolution  for  fiscal  1984  woitld  call  for 
Medicare  savings  substantially  higher  than  those 
in  the  committee’s  proposal. 

rite  Budget  (Mmmittee’s  proposal  set  Medicare 
sa\iugs  at  .|824  million  in  fi.scal  1984  and  .‘159. b 
billion  ovei  the  next  five  years.  Fhis  w’ould  be  in 
addition  to  some  $10.5  billion  in  savings  projected 
from  tlie  diagnosis-related-groups  (DRGs)  pros- 
pective payment  plan  enacted  earlier  this  year. 

The  Senate  panel’s  profxjsal  fell  far  short  of  the 
$1.9  billion  in  fiscal  1984  cuts  and  $24.8  billion 
in  five-year  savings  proposed  by  the  Reagan  .Ad- 
ministration. It  is,  however,  more  .severe  than  a 
House-approved  budget  resolution  that  limits 
Medicare  savings  to  those  antici])ated  from  DRGs. 
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1 luis,  a House-Senate  conference  to  resolve  dif- 
ferences between  tlie  two  proposals  is  virtually 
assured.  Once  final  House  and  Senate  action  on 
the  budget  resolution  is  completed,  the  Senate 
Finance  Clonnnittee  will  be  assigned  the  task  of 
recommending  jnogram  changes  to  produce  the 
required  rediutions  in  spending.  It  will  be  look- 
ing at  two  major  recommendations: 

★ To  freeze  fee  allowances  for  physicians  who 
do  not  accept  Medicare  assignment; 

★ To  increase  premiums  for  supplemental 
medical  insurance  (SMI).  SMI  premiums  are  set 
at  25%  of  program  costs  through  1985.  Under  the 
Budget  Committee’s  proposal,  the  Part  B premi- 
um tvould  remain  at  25%  for  individuals  whose 
annual  incomes  are  less  than  $25,000  a year  and 
for  coiqrles  with  incomes  of  less  than  $32,000.  For 
those  with  incomes  os  er  those  levels,  the  premium 
would  be  increased  to  40%  of  cost. 

This  would  be  the  first  “means  test”  in  Medi- 
care and  the  income  levels  are  identical  to  those 
included  in  the  recent  Social  .Security  amendments 
to  determine  which  beneficiaries  will  be  taxed  on 
benefits. 

I'he  recommendation  to  freeze  the  fees  of  phy- 
sicians who  don’t  accept  assignment  would  pro- 
duce an  estimated  $730  million  in  savings  next 
year  and  $4.9  billion  by  fiscal  1988.  Increasing 
the  premium  for  SMI  would  not  generate  any 
savings  in  fiscal  1984  but  would  save  $3  billion  by 
fiscal  1988. 

For  Medicaid,  the  Senate  Budget  Committee 
approved  cuts  of  $102  million  in  fiscal  1984  and 
$3.3  billion  over  five  years.  This  compares  with 
$293  million  in  fiscal  1984  and  $3.1  billion  in 
five-year  cuts  in  the  Administration’s  plan.  The 
House  resolution  provides  additional  money  to 
Medicaid-— for  a child  health  assurance  program. 

For  discretionary  health  programs,  the  Senate 
budget  panel  approved  $126  million  more  than 
the  President  is  requesting.  Most  of  that  is  for 
four  health  block  grants. 

BIOETHICS  COMMISSION  DIES 

The  presidential  commission  entrusted  with 
formidating  national  policy  on  medicine’s  life-or- 
death  issues  finally  died  a quiet  death  of  its  own. 

But  members  of  state  and  local  medical  com- 
munities say  they  will  pick  up  where  the  presi- 
dent’s commission  left  off,  adapting  its  guidelines 
to  fit  their  own  day-to-day  problems.  The  Ameri- 
can Medical  Association,  the  American  Hospital 


Association,  several  specialty  societies,  and  many 
hospitals  have  already  formed  ethical  committees. 

Supporters  of  the  President’s  Commission  for 
the  Study  of  Ethical  Problems  in  Medicine  say 
that  it  may  reappear  in  a less  political  arena  such 
as  the  National  Academy  of  Sciences,  Hastings 
Center,  or  the  Kennedy  Institute  at  Georgetown 
University.  If  this  proposal  succeeds  in  winning 
House  and  Senate  approval,  the  commission  may 
begin  work  as  soon  as  October  1. 

Already,  the  commission’s  guidelines  have  in- 
fluenced health  policy.  Its  definition  of  death  has 
become  law  in  13  states  and  the  District  of  Co- 
lumbia. Hundreds  of  hospitals  have  requested 
copies  of  their  report  describing  the  decision  not 
to  resuscitate.  .And  the  .Association  of  .American 
Medical  Colleges  in  reviewing  ways  to  improve 
the  communication  skills  of  future  physicians, 
based  on  a commission  recommendation. 

The  .American  Medical  Association  has  created 
a four-man  panel  of  bioethical  sjjecialists  to  help 
guide  the  AMA’s  Judicial  Council.  “We  regret 
the  recent  disbanding  of  the  commission.  But 
there  will  not  be  a vacuum.  They  laid  the  ground- 
work, but  our  panel  of  specialists  has  the  muscle 
to  get  these  recommendations  into  place,”  says 
Samuel  R.  Sherman,  M.D.,  vice  chairman  of  the 
Jtidicial  Council. 

The  American  Hospital  Association  (AHA)  has 
also  formed  a special  committee  on  bioethics, 
which  will  review  issues  such  as  the  denial  of  care. 
The  AH.A  generally  supports  the  commission’s 
reports,  but  believes  solutions  to  ethical  problems 
will  not  be  found  on  a national  level.  “Policy 
development  should  be  made  at  the  local  level, 
by  the  medical  and  nursing  staff,  according  to  in- 
dividual circumstances,”  says  an  .AHA  spokesman. 

Bioethical  committees  within  specialty  societies 
are  setting  procedural  guidelines  for  the  routine 
decisions  their  members  must  make.  For  instance, 
the  ethical  committee  of  the  .American  Academy 
of  Neurology  has  tackled  the  issue  of  caring  for 
patients  in  the  ‘vegatative’  state;  the  American 
Academy  of  Pediatrices  held  a recent  seminar  on 
treatment  for  the  handicapped  infant;  and  the 
American  College  of  Obstetrics  and  Gynecology 
is  discussing  surrogate  mothering,  artificial  in- 
semination, and  distribution  of  contraceptives  to 
minors. 

“Doctors  need  to  take  a leadership  role  in  ethi- 
cal issues,”  says  neurologist  Ronald  E.  Cranford, 
M.D.,  of  Hennepin  County  Medical  Center  in 
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Minneapolis.  “If  we  don’t  tvant  the  simplistic 
directives  of  the  federal  government,  'we’ll  have 
to  hecome  involvetl.  Either  Ave  can  change  the 
hiAvs  or  they  can  change  us.” 

ORGAN  TRANSPLANT  REIMBURSEMENT  RULE 
DECRIED  BY  PARENTS/PHYSICIANS 

From  across  the  country,  parents  and  physicians 
of  children  needing  liver  transplants  arrived  in 
Washington  to  urge  changes  in  federal  reimburse- 
ment and  organ  procurement  systems. 

Recent  medical  advances  have  made  liver  trans- 
plants an  increasingly  successful  form  of  surgery. 
I'he  recent  introduction  of  cyclosporine  has 
boosted  survival  rates  to  60-70%,  they  told  the 
House  Science  and  Technology  Committee’s  Sub- 
committee on  Investigations  and  Oversight. 

But  the  most  recent  federal  assessment— back  in 
1980— gives  patients  only  a 38%  chance  of  sur- 
vival. So  until  the  gOA'ernment  liears  new  recom- 
mendations at  an  NIH  Healtlt  Consensus  Con- 
ference in  June,  liver  transplants  will  keep  their 
'“experimental”  status. 

“Trust  monies  should  only  be  spent  on  reim- 
bursement for  procedures  and  care  generally 
accepted  by  the  medical  profession  as  safe  and 
efficacious,”  said  Carolyn  K.  Davis,  Ph.D.,  admin- 
istrator of  the  Health  Care  Financing  Administra- 
tion. Added  Surgeon  General  C.  Everett  Koop: 
“The  fact  that  liver  transplants  have  ‘come  of  age’ 
doesn’t  mean  it  is  an  open-and-shut  case.  We  still 
don’t  know  the  proper  criteria,  or  long-term  com- 
plications of  immunosuppressive  drugs.” 

“I  find  this  extremely  frustrating,”  challenged 
subcommittee  chairman  Alitert  Gore,  Jr.  (D-TN). 
“The  government  bureaucracy  absolutely  refuses 
to  recognize  the  obvious,  and  instead  relies  on 
tlieir  slow  process  of  cranking  toAvards  a decision. 
How  tjuickly  will  government  bureaucrats  adjust 
to  progress? 

“We  need  a more  timely  and  responsive  mecha- 
nism for  assessing  new  medical  technologies.  It 
seems  unfair  to  deny  children  transplants,  given 
the  evidence,”  added  Myron  Genel,  M.D.,  health 
policy  felloAV  for  the  subcommittee. 

For  Capt.  John  M.  Brokerick  of  Minden,  LA, 
denial  of  coAerage  means  that  his  2-year-old 
daughter  Adriane  may  die  of  biliary  atresia. 
“CHAMPUS  will  pay  for  her  to  die  in  a hospital 
but  not  for  the  operation  that  will  save  her  life. 
When  a transplant  becomes  necessary,  I am  on 
my  OAvn  for  the  bills,”  he  said.  Parents  of  two 


children  who  died  after  being  denied  coverage  are 
now  suing  CHAMPUS. 

Charles  Fiske  of  Bridgewater,  MA,  who 
launched  a massive  media  campaign  to  find  a liver 
for  his  daughter,  Jamie,  called  it  “the  tin  cup 
syndrome.” 

Even  when  money  is  available,  donors  often  are 
not.  At  the  llniversity  of  Pittsburgh,  physicians 
performed  1 1 1 liver  transplants  in  the  past  tAvo- 
year  period.  During  this  time,  another  54  patients 
died  while  waiting  for  a donor  liver. 

Very  few  organs  from  victims  of  sudden  death 
can  be  utilized  under  current  laAvs,  complained 
David  K.  Wiecking,  M.D.,  a medical  examiner  in 
Richmond,  VA.  Most  laws  state  that  permission 
from  the  next-of-kin  must  be  obtained.  This  per- 
mission reejuirement  causes  time  delay  and  makes 
the  organ  useless  for  transplant. 

Wiecking  recommends  giving  local  medical  ex- 
aminers and  coroners  the  right  to  routinely  obtain 
organs  during  autopsies,  “d’hen  the  transplant- 
able organs  could  be  used  in  a systematic  and 
expeditious  method,”  he  said. 

Asking  the  public  to  sign  ‘yes’  or  ‘no’  boxes  on 
their  drivers  licenses,  without  the  need  for  witness, 
could  encourage  other  donations,  said  G.  Melville 
4\411iams,  M.D.,  professor  of  surgery  at  Johns 
Hopkins. 

There  is  little  commitment  by  physicians  and 
nurses  to  locating  donors,  added  Donald  ^V. 
Denny  of  the  I'ransplant  Foundation  at  the  Uni- 
A'ersity  of  Pittsburgh.  Health  professionals  must 
be  trained  to  recognize  and  refer  potential  donors, 
lie  believes.  The  North  American  Transplant 
Coordinators  Organization  now  has  a 24-hour 
telephone  hotline  for  physicians  who  have  ques- 
tions or  who  want  to  refer  donors  but  do  not  knoAV 
hoAv  to  contact  local  procurement  programs. 

The  House  Committee  on  Science  aiul  Tech- 
nology—possibly  together  Avith  the  House  Com- 
mittee oil  Energy  and  Commerce  — Avi  11  make 
recommendations  later  this  sjniug  on  ways  to 
speed  the  pidilic’s  access  to  organ  transplants. 

AMA  HIGHLIGHTS  HEALTH  PROMOTION 
TO  CONGRESS 

In  an  unusually  friendly  Congressional  hearing 
April  26,  AMA  Board  Chairman  Joseph  F.  Boyle, 
M.D.,  got  the  chance  to  regale  the  Senate  Com- 
mittee on  Labor  and  Human  Resources  with 
ortranized  medicine’s  concerns  and  actions  iti  the 
areas  of  disease  prevention  and  Iiealih  promotion. 
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Invited  to  testify  by  Connnittee  Chairman 
Oirin  C.  Hatcli  (R-Ul  ),  Dr.  Boyle  ticked  off  a 
long  list  of  projects  and  programs  undertaken  by 
Ai\l.\  and  physicians  over  the  years  that  have  cx- 
teiuled  the  lifespan  of  Americans  and  made  this 
one  of  the  healthiest  nations  in  the  world.  Among 
the  current  projects  Boyle  cited: 

.\  strong  }ndilic  information  and  jmblic  serv- 
ice program  that  emphasizes  public  awareness 
of  health  hazards  and  encourages  healthfnl 
lifestyles; 

The  massive  pidilications  and  information 
exchange  program  of  .AMA  and  other  medical 
groups  ranging  from  the  Journal  of  the  Ameri- 
can Medical  Association  to  the  frecpient  scien- 
tific conferences  on  health  each  year; 

■Support  of  jmblic  health  through  legislative 
and  regidatory  activities  in  areas  like  alcohol 
and  drug  abuse,  food  additives,  drunk  driving, 
immunization,  cigarette  safety  and  smoking, 
and  jn  esci  ijjtion  drug  abuse. 

TIGHTER  RULES  FOR  PACEMAKER  IMPLANTS 

In  resjtonse  to  a Senate  investigation  last  year 
that  revealed  many  needless  imjrlantations  ol 
pacemakers,  the  Health  Care  Financing  Adminis- 
tration has  announced  a clampdown  on  jiace- 
maker  imjjlantation  under  Medicare. 

Seven  conditions  are  now  considered  inaji- 
]>ro|rriate  for  imjjlantation,  and  will  not  be 
reimbursable: 

★ syncojje  of  utidetermined  cause; 

★ sinus  bradycardia  without  significant  svmjj- 
toms; 

★ sinoatrial  block  or  sinus  arrest  without  signifi- 
cant symjjtoms; 

★ jjiolonged  R-R  intervals  with  atrial  fibrillation 
or  with  other  causes  of  transient  ventricular 
jraiise; 

★ bradycardia  during  sleeji; 

★ right  bundle  branch  block  with  left  axis  devia- 
tion without  syncojje;  asymjjtomatic  .secoml- 
degree  AV  block. 

.\s  techniques  in  cardiology  change,  judgements 
about  imjjlantation  also  wdll  change,  HCF.A 
jjiomises.  But  jiliysicians  warn  that  scrutiny  of 
the  newer  and  most  sojihisticated  jjacemakers 
should  continue. 

“(^f  course,  we  need  to  decide  when  to  apjirojjri- 
ately  imjalant  the  jracemaker.  But  we  should  also 
decide  what  tyjie  of  jjacemaker  we’re  implanting. 
Brand  new  multijnogrammable  or  AV  sequential 


pacemakers  can  cost  between  ,S4,()00  and  $.5,000. 
We  need  to  decide:  Do  all  jratients  need  these? 
When  are  they  justified?”  says  Howard  S.  Fried- 
man, M.D.,  of  Brooklyn  Hosjrital. 

. . . AND  FOR  SPECIMEN  TESTING 

Many  health  care  jtroviders  are  inajjjjrojjriately 
sending  specimens  to  the  Centers  for  Disease 
Control  laboratories  in  Atlanta,  G.A,  because  this 
testing  is  jjerformed  free  of  charge. 

CDC’s  jrrogram  is  intended  to  be  only  a backujj 
—or  reference— testing  service.  Yet  an  estimated 
46%  of  sjjecimens  tested  at  CDC  should  have  been 
tested  first  at  state  or  commercial  facilities,  says  an 
April  report  from  the  U.  S.  General  Accounting 
Office.  This  cost  federal  taxjxiyers  SI. 9 million. 

An  estimated  18%,  of  DCD  sjjecimens  were 
tested  without  any  information  concerning  pa- 
tient condition  or  treatment.  Thus,  CDC  testing 
may  cause  more  elaborate  or  less  jjrecise  tests  to 
be  jjerformetl  than  woidd  be  suggested  by  the 
jjatient’s  signs  and  symjjtoms. 

The  General  .Accounting  Office  has  recom- 
mended to  Health  and  Human  Services  Secretary 
Margaret  Heckler  that  the  CDC: 

★ screen  out  all  diagnostic  tests  that  should  be 
jjerformed  elsewhere; 

★ not  accejJt  sjjecimens  submitted  directly  from 
jjrivate  health  care  jrroviders  unless  authorized 
by  both  the  DCD  and  laboratory; 

★ and  charge  for  all  diagnostic  testing. 

CALL  FOR  CONSTITUTIONAL  AMENDMENT 
ON  ABORTION 

I.egislation  that  leaves  regulation  of  abortion 
ujj  to  each  of  the  50  states  has  been  ajjproved  by 
the  Senate  Judiciary  Committee,  but  its  future  on 
tbe  .Senate  floor  looks  doubtfid. 

SJ  Res.  3,  sjjonsored  by  Orrin  Ci.  Hatch  (R-UT), 
says  simjjly  that  “a  rights  to  an  abortion  is  not 
secured  by  the  Constitution.”  It  would  overturn 
the  Sujjreme  Court’s  Roe  v.  Wade  decision  and 
return  abortion  law  to  its  jjre-1973  status  when 
each  state  had  its  own  abortion  statute. 

The  amendment  is  the  first  sentence  of  a 1983 
Hatch  jjrojjosal  that  never  reachetl  the  .Senate 
floor.  But  this  year.  Hatch  has  been  promised  a 
floor  debate  sometime  during  the  next  two 
months. 

Hatch  believes  the  “states  right”  issue  will  be 
warmly  welcomed  in  the  Senate,  but  anti-abortion 
groups  may  jirove  to  be  his  strongest  ojjponents; 
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lliev  believe  only  an  all-out  ban  on  abortions  is 
acceptable. 

The  close  vote  in  the  committee—!)  to  !)— tilso 
make  its  chances  look  slim  on  the  Senate  lloor. 
kiti  ihermore,  the  timeiulment  must  be  approved 
by  two-thirds  of  the  members  of  the  Senate  and 
House  and  ratified  by  three-fourths  of  the  stales. 

The  \ ote  pleased  pro-aboi  lion  opponents  to  the 
amendment,  who  recogni/e  it  as  a turn-around 
from  the  10-7  committee  vote  on  last  year's  Hatch 
amendment.  I’wo  Senators— Joseph  R.  Biden,  Jr., 
(D  DF.)  and  .\l;m  K.  Simpson  (R-\VY)— changetl 
their  votes. 

The  American  Medical  Association  op]K)ses  the 
amendment,  believing  that  it  could  deny  a med- 
ically necessary  procedure.  If  the  legislation  is 
adopted,  it  could  pave  the  way  for  a “national 
jjolicy”  that  gives  the  fetus  the  legal  status  of  a 
person,  AM.\  said  in  a recent  statement  to  Senator 
Hatch.  It  is  improper  to  have  a medical  procedure 
singled  out  for  banning  or  restriction,  the  Associa- 
tion said. 

COMMON  CODING/BILLING  PROPOSED 
FOR  MEDICAID 

A recently-proposed  Medicaid  regulation  would 
retpiire  state  Metlicaid  Management  Information 
.Systems  (MMIS)  to  use  common  coding  and  bill- 
ing systems,  including  a coding  system  based  on 
the  AMA’s  Physicians’  Current  Procedural  Ter- 
minology-fourth edition  (CPT-4)  and  a common 
claim  form  designed  by  an  AMA-sponsoreil  group, 

MMIS  is  the  computer  model  most  state  Medic- 
aid agencies  use  for  claims  processing.  Forty  states 
have  an  operational  MMIS,  The  federal  govei  n- 
ment  will  pay  75%  of  the  cost  of  operating  an 
approved  system. 

Earlier  this  year,  HHS  signed  an  agreement 
with  the  .\M.\  to  |)ermit  Medicare  and  Medicaid 
to  use  CPT-4.  Medicare  carriers  are  already  con- 
verting to  a somewhat  modified  version  of  the 
CPT-4  called  the  HCFA  Common  Proceduie 
Coding  System  (HCPCS).  Under  regulations  jmb- 
lished  in  the  April  19  Federal  Register,  an  ap- 
proved state  MMIS  would  be  reeptired  to  use  the 
HCPCS  as  well. 

The  AMA  also  sponsored  a work  group  rvliich 
designed  a new  common  claims  form  for  physi- 
cians and  other  noninstitutional  providers.  ,\ 
modified  version  of  the  form  will  be  reeptired  for 
Medicare  and  for  an  approved  MMIS. 

1 he  regulations  also  mandate  the  nse  of  three 


other  billing  and  coding  systems:  the  Internation- 
al Classification  of  Diseases  9th  revision,  Clinical 
Modification,  (ICD-9-CM)  for  diagnostic  coding: 
common  claim  lorin  1450  for  hospital  billing;  and 
the  provider  electronic  billing  file  and  record 
formats  now  used  by  Medicare. 

CONGRESS  FEARS  MEDICARE  'BANKRUPTCY' 

Predictions  of  the  impending  bankruptcy  of  the 
Medicare  hospital  trust  fund  escalated  this  month 
as  budget  experts  for  both  the  Administration  and 
Congress  projected  the  fund  will  be  bankrupt 
before  the  end  of  the  decade— pet  haps  as  early  as 
1987. 

The  news  prompted  calls  for  various  task  forces 
and  commissions  to  try  to  do  for  Medicare  what 
the  .Social  Security  Commission  did  for  the  cash 
programs,  whose  problems  are  now  said  to  have 
been  less  “alarming’’  than  those  of  Medicare. 
Reps.  Claude  Pepper  (D-FU)  and  Henry  Waxman 
(D-CA)  called  for  a Commission  which  jjresuma- 
bly  would  supplement  the  work  of  a Social  .Securi- 
ty Advisory  Council  scheduled  to  make  recom- 
meinlations  for  Medicare  in  June. 

Meanwhile  .Senate  Democrats  and  others  are 
suggesting  that  Congre,ssional  committees  form 
task  forces  to  look  at  the  Medicare  pnd^lem. 

Congressional  Budget  Office  analysts,  who  say 
the  hospital  fund  could  be  S300  billion  in  debt  by 
1995,  have  analyzetl  a number  of  options  for  Con- 
gress’ consideration.  They  emphasize  that  no  one 
of  the,se  alone  will  make  much  of  a tletit  in  the 
ajjproaching  deficit.  The  options  indtide  increas- 
ing beneficiaries’  copayments,  increasing  payroll 
or  income  taxes,  and  reducing  payments  to 
providers. 

Meanwhile,  the  .Social  Security  Advisory  Coun- 
cil voted  April  25  on  the  first  recommendation  it 
will  make  to  Congress.  That  is  to  maintain  the 
current  assignment  system  for  Part  B,  except  for 
those  physicians  who  submit  an  agreement  to 
accept  assignment  on  all  cases  for  a year.  Physi- 
cians who  agreed  to  accept  all  cases  on  assignment 
would  be  paid  90”j,  of  the  allowable  fee  rathei 
than  80%,  would  have  paperwork  reduced,  and 
couhl  have  claims  processing  terminals  installed 
in  their  offices  at  Medicare’s  expense.  Their 
names  would  be  jn  inted  in  directories  supplied  to 
Medicare  patients. 

The  Council  also  is  looking  at,  but  has  not 
acted  on,  a recommendation  that  would  eliminate 
current  copayments  under  both  the  hospital  and 
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supplemental  medical  insurance  parts  of  Medi- 
care. The  loss  of  revenues  would  lie  made  up  for 
with  an  increase  in  taxes  on  alcohol  and  tobacco 
and  through  a new  premium  for  hospital  services 
covered  liy  Medicare.  CliO  also  suggested  tlie  use 
of  a hospital  premium— which  it  said  would  spread 
cost-sharing  among  all  Medicare  beneficiaries 
rather  tlian  concentrating  it  on  those  who  are 
Iiospitalized. 

On  another  front,  the  President’s  Private  .Sector 
Survey  on  Cost  Control,  a group  of  corporate 
executives  directed  to  look  for  ways  go\'ernmem 
agencies  can  reduce  costs,  has  recommended  that 
the  Heahli  Care  Financing  Administration  con- 
sider moving  Medicare  jrayment  to  physicians 
from  a fee-for-service  ty]je  of  arrangement  to  jnos- 
pectively  negotiated  fees. 

HCFA  already  had  been  directed  in  the 
recently-apjn oved  Social  Security  amendments  to 
study  this  possiijility  and  FICF.\  Administrator 
Carolyne  Davis  is  appointing  a group  of  physicians 
to  look  at  this  and  other  changes  that  have  been 
proposed  in  Medicare  reimbursement  of  jdiysi- 
cians.  The  AMA  rejiresentative  on  tlie  task  force 
will  be  Palma  Formica,  M.D.,  a New  Brunswick, 
N.  J.,  internist  who  is  an  alternate  delegate  to  the 
A^^A  House  of  Delegates. 

Meanwhile,  the  Robert  Wood  Johnson  Foun- 
dation has  awarded  a .|24,869  grant  to  North- 
western University's  Center  for  Health  Services 
and  Policy  Research  to  look  at  experiments  using 
changes  in  physician  reimbur,sement  to  slow 
health  cost  inllation.  The  project  w'ill  be  headed 
by  former  Blue  Cross  and  Blue  .Shield  Association 
President  Walter  IVTcNerney.  A series  of  meetings 
will  be  held  with  jrhysicians  and  insurers  to 
look  for  communities  ready  for  reimbursement 
demonstrations. 

INDO-AMERICAN  OPHTHALMOLOGY  SOCIETY 

Dr.  F.  Hampton  Roy  of  Little  Rock  and  Dr. 
James  E.  McDonald,  H,  ol  Fayetteville  have  re- 
cently tormed  the  Indo-American  Ophthalmology 
.Society. 

Membership  in  the  organization  is  open  to  Oph- 
thalmologists of  Indian  origin  from  throughout 
the  world  and  to  Anierictin  Ophthalmologists. 

Its  objects  are:  exchange  of  literature:  exc  hatige 
and  development  ol  ophthalmic  ec]uipment  in 
the  United  StJitcs  and  India;  exchange  of  jrost- 
gracluate  training  program  visits;  organizing  work- 
shops, seminars,  and  basic  science  courses;  spon- 


soring research  projects;  encouraging  the  set-up 
and  development  of  ophtalmic  institutions;  pai- 
ticipation  in  philanthropic  acti\ities,  i.e.,  eye 
camps  in  the  ritral  areas  and  examination  and 
educatiem  of  the  public. 

Fhe  Society  has  .set  up  boards  of  directors  in 
the  Ihiited  States  and  one  in  India.  Application  j 
has  been  made  for  501  (c)  3 public  foundation  ' 
status. 

I'he  Society  currently  has  three  goals.  One  is 
to  establish  an  audio  library  in  Amritsar  and  j 
Madras  so  that  audio  cassette  can  be  available  to 
the  Ophthalmologists  in  India.  The  second  is 
furnishing  copies  of  the  American  Academy  of  | 
Ophthalmology  tajres  to  India  to  establish  an  | 
audiovisual  library  in  Madras.  The  third  goal  is  | 
to  try  to  create  a home  study  course  in  India  that  t 
will  be  on  a similar  line  as  the  American  Academy 
of  Ophthalmology  Home  Study  Course.  The 
Indo-American  Ophthalmology  Society  is  trying 
to  adhere  also  to  the  guidelines  of  ]uojects  leading 
to  self-sullic  iency  in  India  and  maintaining  the 
ecjual  dignity  of  Ophthalmologists. 

Membershij)  is  $100.  Further  information  may 
be  obtained  by  writing  to  the  office  at  200  East 
25th  Street,  Little  Rock,  Arkansas  72206. 

DR.  TEXTER  EDITS  PUBLICATION 

Dr.  E.  Clinton  Texter,  Jr.,  of  Little  Rock  has 
edited  a new'  publication  on  the  subject  of  aging 
and  its  effect  on  the  gastrointestinal  tract,  THE 
AGING  GUT.  I'he  volume  presents  opinions  of 
seventeen  medical  specialists  on  current  clinical 
developments  regarding  the  effect  of  aging  on  the 
gastrointestinal  tract. 

As  the  percentage  of  older  people  in  our  pop- 
ulation continues  to  increase  significantly,  cli- 
nicians must  deal  more  and  more  frequently  with 
the  gastrointestinal  problems  of  the  elderly. 
THE  AGING  GUT  offers  a wealth  of  vital  infor- 
mation that  should  be  at  the  fingertips  of  every 
practicing  clinician. 

Among  the  topic  discussed  in  the  new  book  are 
the  role  of  nutrition  in  modifying  the  progression 
of  the  aging  process;  major  diseases  affecting  the 
elderly  — including  inflammatory  bow'el  disease 
and  colorectal  cancer;  and  gut-brain  peptides,  an 
exciting  area  on  the  forefront  of  research. 

IMMUNOHEMATOLOGY  REFERENCE 
LABORATORY  AT  UNIVERSITY 

The  University  of  Arkansas  for  Medical  Sci- 
ences Blood  Bank  has  been  named  as  an  Immuno- 
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hematology  Rercrciue  I.ahoialoiy  by  the  y\mer- 
ican  Association  ol  blood  banks.  This  designation 
makes  the  Ibiiversity's  Immnnohematology  Ref- 
erence Lalioratorv  one  of  only  lorty-fonr  such 
facilities  in  the  (onntiy  aiul  the  only  one  in  the 
state  of  Arkansas. 


information  on  t onsidtations  indiffit  iilt  blood 
typings,  antibody  identification,  and  patient  (om- 
patibility/cro.ssm:itching  problems  may  be  ob- 
tained by  contacting  Dr.  Robert  A.  Strauss,  ili- 
rector  of  the  reference  laboratory,  or  Ms.  bobby 
b.  Morgan,  tedinictil  snper\isor,  at  501 -66 1-5867. 


keeping  up 


Category  1 

Continuing  Medicai  Education 
Programs  Avaiiable  in 
Arkansas 


GYNECOLOGY  TUMOR  REVIEW 

Presenteil  by  Marion  Chnrth,  M.I).,  August  15, 
6:30  p.m..  Dining  Room,  Memorial  Hospital, 
North  Little  Rock.  One  hour  Oategors  I credit. 
No  registration  tee. 

NEUROLOGICAL  EMERGENCIES 

Presented  bv  Michael  H.  faizeckv,  M.D..  Cox 
Medical  Center,  Springfield,  Missouri,  Aiigust  16, 
7:00  p.m..  Education  building,  baxter  Ceneral 
Hospital,  Mountain  Home.  Two  hours  Category 
I credit.  No  registration  fee. 

CHEMOTHERAPY  OPTIONS  IN  THE 
MANAGEMENT  OF  CANCER  OF  THE 
LUNG  AND  LARGE  BOWEL 

Presented  by  Frank  |.  Panettiere,  M.D.,  August 
16,  7:30  p.m.,  bella  Vista  Country  Club,  bella 
\hsta.  One  hour  Category  1 credit.  Sponsored  by 
AHEC  NA\'. 

PRACTICAL  RHEUMATOLOGY  REVIEW 

Presented  by  Peter  Singleton,  M.D.,  F..\.C.P., 
Chief  of  Rheumatology  and  Clinical  Immunology, 
Letterman  .\rmy  .Medic;d  Center,  San  Eramisco, 
California,  September  20,  7:00  p.m..  Education 


building,  baxter  General  Hospital,  Mountain 
Home,  Ewo  hours  Category  1 credit.  No  regis- 
tration fee. 

TOPICS  IN  GLAUCOMA 

Presented  by  \Villiam  C.  Layden,  M.D.,  Pro- 
fessor and  Chairman,  Ophthalmology  Depart- 
ment, University  of  Southern  Florida,  Tampa, 
September  23,  8:30  a.m.,  Red  Apple  Inn,  Heber 
Springs.  Sponsored  by  the  .Mkansas  Academy  of 
Ophthalmology.  Six  hours  Category  1 credit.  Reg- 
istration fee  $50. 

ATLS  CONFERENCE 

Presented  by  Patrick  Osam,  M.D.,  and  ).  Ry- 
lancl  Munclie,  M.D.,  September  21-23  (me  time 
indicated),  LIAMS,  Ed  II  building.  Sponsored 
by  IbAMS.  16  hours  Category  I credit.  Registra- 
tion fee  $375. 

BIOLOGY  OF  AGING:  IMMUNOLOGIC  ASPECTS 

Presented  by  David  Lipschitz,  M.D.,  Septem- 
ber 29,  7:45  a.m.  to  12:30  p.m.,  U.\MS,  Shorey 
.\uclitorinm  (Ed  I)  . Four  hours  Category  I credit. 
No  registration  fee. 


RECURRING  EDUCATION  PROGRAMS 

Unless  othenvise  indicated,  progframs  are  for  one  to  two  hours  Category  I Credit. 

EL  DORADO  — AHEC  - South  Arkansas 

Surgical  Coiifei'ence,  first,  second  and  third  ^fonday,  12:45  p.m.  to  1:30  p.ni.,  .UHF.C-Soutli  .\ikansas. 

Piilhology  Conference,  second  1 neulay,  12:30  p.m.  to  1:30  p.m..  AHEC-Sonlh  .Uikansas. 

Colgoscopy-Fag  Smear  Clliii(,  foiiith  Tuesday,  12:00  noon  to  1:00  p.m.,  .\I  lEC  - South  .\ikansas. 

Ijiternal  Medidne  Conference,  first,  second,  and  foiiilh  Wedne.sday,  12:15  p.m.  to  1:30  p.m.,  .4HEC-,South  .Urkatisas. 

Chest  Conference,  third  4\ednesday,  12:30  p.m.  to  1:30  p.m.,  Warner  Ilrown  Hospital. 

Oh.'itetrics-Ciynecology  Confereiue,  second  and  fourth  I hnrsday,  12:45  p in.  to  1:30  i).m.,  .\HEC  - .South  Arkansas. 
liehaviorut  Sciences  Conferences,  first  and  fourth  Friday,  12:45  p.m.  to  1:30  p.m.,  .VHEC-South  Arkansas. 

Pediatric  Conference,  second  and  third  Friday,  12:30  p.m.  to  1:30  p.m.,  (second  Friday,  tVarner  Brown  Hospital,  third  Fri- 
day, I iiion  .Medical  Center)  . 

As  organizations  accredited  for  continuing  medical  education  bv  the  Accreditation  Council  for  Continuing  Medical  Education,  the  organization.s 
named  certify  that  these  continuing  medical  education  actisilies  meet  the  criteria  for  the  credit  hours  specified  in  Category  I of  the  Physician’s 
Recognition  Award  of  the  American  Medical  Association. 


Volume  80,  Number  2 — July,  1983 


123 


Keeping  Up 


FAYETTEVILLE  — AHEC  - x\W 

Medicine  Teaching  Conference,  each  Saturday,  7:30  a.m.  to  8:30  a.ni.,  \Vashingtou  Regional  Medical  Center. 

FAYETTEVILLE  — VA  MEDICAL  CENTER 

Pathology  Conference,  third  I hursday,  3:00  jr.m.,  Conference  Room. 

Ilndiology  Conference,  first  and  third  Thursday.  1:00  p.in..  Conference  Room. 

Minialitv  Conference,  second  1 hursday.  3:00  p.m..  Conference  Room. 

Peer  Exchange,  .\ugu.st:  "I’ulmonary”,  Roger  Rone.  M.D.:  September:  "Rheumatology”,  Eleanor  I.ipsmever,  M.D. 

I ORT  SMITH  — AHEC 

Tumor  Conference,  each  I uesday,  12:00  noon.  Sparks  Regional  Medical  Center.  Eourth  Floor  Conference  Room. 

Xeurology  Conference,  second  Euesday,  12:15  p.m..  Sparks  Regional  Medical  Center  Library. 

Dernutlology  Conference,  first  Thursday,  12:15  |).m..  Sparks  Regional  Medical  Center  Library. 

Thoracic  and  Cardiox'ascular  Conference,  third  Thtirsday,  12:15  p.m..  Sparks  Regional  Medical  Center. 

JONESBORO  — AHEC  - Northeast 

Interesting  Case  Conference,  second  and  fourth  Tuesday.  12:00  noon,  St.  Bernard’s  Dietary  Conference  Room. 

Methodist  Hospital  of  foxieshoro  CME  Staff  Conference,  second  I uesdav,  7:30  ]).m.,  Methodist  Hospital  of  Jonesboro 
( afeteria. 

Monthly  Medical  Eecture  Scries,  third  Tuesday.  7:30  p.m.,  rotates  each  month  betc\een  5\alnut  Ridge  and  Pocahontas. 
on  'GYX  PED  Conference,  last  1 uesday.  5:30  p.m.,  St.  Bernard's  Dietary  Conference  Room. 
l iiiuor  Conference,  fourth  tVednesdav,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room. 

Continuing  Medical  Eecture  Series,  each  Friday,  12:00  noon.  Stroud  Hall,  St.  Bernard's  .Annex  Building. 

Chest  Conference,  third  Friday,  12:t)0  noon,  St.  Bernard's  Dietary  Conference  Room. 

LITTLE  ROCK  — ARKANSAS  CHILDREN’S  HOSPITAL 

Pediatric  Radiology j Genetics  Conference,  each  Monday.  12:0i)  noon.  Burn  Conference  Room. 

Pediatric  Grand  Rounds,  each  I uesday,  8:00  a.m..  Physicians’  C.onference  Room. 

Primary  Care  Seminar,  each  AVednesday,  8:15  a.m..  Physician’s  Conference  Room. 

Infectious  Disease  Conference,  second  AVednesday,  12:00  noon.  Physicians’  Conference  Room. 

Problem  Case  Conferem  e,  each  1 h.ursday.  12:00  noon.  Physicians’  Conference  Room. 

LITTLE  ROCK— BAPTIST  MEDICAL  CENTER 

Pulmonary  Conference,  eacli  'Fuesclay,  12:00  noon  to  1:(I0  p.m.,  .Auditorium. 

Cardiopulmonary  Resuscitation  Course,  third  Tuesday,  7:00  p.m.  to  1:00  a.m.,  Sliuffield  .Auditorium.  Six  hours  Category 
I credit.  (Pre-registration  cvitii  Department  of  Medical  Education  recpiired,  phone  227-2672.) 

Emergency  Medicine  Conference,  first  AVednesday,  12:30  p.m.  to  1:30  jj.m..  Conference  Room  #1. 

Case  of  the  Month,  second  and  fourth  AVednesday,  12:00  tioon  to  1:00  jr.m..  Conference  Room  #1. 

Cjcneral  Internal  Medicine  Conference,  third  AA’ednesday,  12:00  noon  to  1:00  |).m..  Conference  Room  #1. 

Renal  Conference,  fifth  or  last  AA’ednesclay  each  month.  12:00  noon  to  l:t)0  p.m.,  C.onference  Room  #1.  (AA'hen  there  are 
four  AVednesdays  in  the  month,  conference  will  he  on  fourth  AA’ednesday  and  there  will  only  he  one  Case  of  the  Month 
Cionference.) 

Morbidity  and  Mortality  Conference,  first  Thursday,  8:00  a.m.  to  9:60  a.m..  Conference  Room  #1.  C.ANCEI.LED  IN 
.A((TST. 

Sjcrgov  Coufexuice,  seccuid.  ihiid,  fourth  and  and  fifth  1 hursday.  8:00  a.m.  to  9:00  a.m..  Conference  Room  #1.  C.AN- 
fiFI.LED  IN  ATCiTS  l . 

Auesthesiology  Conference,  third  I hursday,  7:00  a.m.  to  8:00  a.m.,  C.onference  Room  #2. 

( anliology  Conference,  fourth  1 liursday,  12:00  noon  to  1:00  jr.m..  Conference  Room  #1. 

LITTLE  ROCK  — ST.  VINCENT  INFIRMARY 

Interhospital  GI  Problems  Conference,  first  Monday.  6:00  p.m.  to  7:30  ]3.m..  Room  F-155,  Education  AA'ing.  C.ANCELLED 
L\  AUGCST. 

Pediatrh  Conference,  first  Fuesdac.  12:30  p.m.  to  1:30  p.m..  Room  E159.  Education  AA'ing. 

hiterhospital  I'rology  (.rand  Rounds,  first  Tuesday,  5:30  p.m.  to  6:30  p.m..  Room  F.159.  Education  AVing. 

Gyneerdogy  Conference,  second  Tuesday,  5:30  p.m.  to  6:30  p.m..  Radiology  C lassroom  S-1025.  C.ANC.EI.LED  IX  .ATGTST. 
Xeuropathology  Conference,  third  Tuesday,  5:30  p.m.  to  6:30  p.m.,  Room  S-1169,  Laboratory.  C.AXCELLED  IN  .ATGCST. 
Peripheral  Vascular  Disease  Conference,  third  Tue.sday,  6:00  ]).m.  to  7:00  p.m..  Room  E-I59,  Education  AA'ing.  C.AN- 
( EEEED  IN  Al’CT’S  I . 

Pulmonary  Conference,  iirst  and  third  1 htirsday,  12:00  noon  to  1:00  p.m..  Room  E159.  Education  AA’ing. 

H ematology-Ojicology  Conference,  Second  Thursday.  12:00  noon  to  1:00  p.m.,  Room  S-1169,  Laboratory. 

< (irdiology  Conference,  second  and  fourth  Thtirsday,  12:00  noon  to  1:00  p.m.,  Room  E-155,  Education  AA'ing.  C.ANCEI.LED 
FOR  ATGl  ST. 

l.JTTLE  ROCK  — UNIVERSITY  OF  ARKANSAS  FOR  MEDICAL  SCIENCES 

Psydiiatry  Grand  Rounds,  each  Monday,  12:00  noon  to  1:00  p.m.,  Cihild  Study  Center  .Auditorium. 

Medical  Service  Teaching  Conference,  each  Monday,  3:30  p.m.  to  1:30  p.m.,  A'.A  Building  58,  Room  301. 

Eraiture  Conference,  each  Tuesday,  7:00  a.m.  to  8:00  a.m..  Education  II  Building,  Room  C;i-I35. 

Ilibliography  Conference,  each  Tuesday,  8:00  a.m.  to  9:30  a.m.,  Education  II  Building,  Room  Gl-135. 
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()rlliol>at(ii(  (imnd  Houiid.s,  each  1 uesday,  1():()()  a. in.  to  Il:hO  a. in.,  Kducalion  II  Building,  Room  (.1  l.'i'). 
liasic  Sdt’iu cs  Conference,  each  Tuesdav,  II.OO  a. in.  to  12:00  noon.  Education  II  Building,  Room  Gl-135. 
Internal  Medicine  (iia)id  Rounds,  each  rhiii.sday,  8:00  a. in.  to  9:00  a.m.,  .Vuditoiiiun,  Slioiey  Building,  U.\MS. 
Surgery  Grand  Rounds,  each  .Satiivdav.  9:00  a.m.  to  10:01)  a.m..  Education  II  Building,  Room  GI-131  .\.^-B. 
TEXARKANA  — AHEC  Southwest 

AllEC  Tumor  Conference,  first  \\’edncsday.  7:00  a.m.,  St.  Michael  Hospital. 

AHEC  Regional  Xeplirology  Conference,  foiiith  tVediiesday,  7:00  a.m..  ,St.  Midiael  llosjiital. 

AllEC  Chest  Conference,  thiid  1 hiiisday.  12:30  p.ni.,  St.  Michael  Hos|iital. 


PERSONAL  AND  NEWS  ITEMS 


DR.  BOOP  ELECTED 

Dr.  W;  irren  Boop  ol  Little  Rock  i,s  jjresiclent- 
elect  of  tlie  Sotitheni  Neurosurgical  Society.  T he 
grou[)  is  the  largest  regional  organization  of 
Xetirosurgeons  in  the  country  with  approximately 
-100  inemlters.  Dr.  Rolrert  Watson  of  Little  Rock 
is  a [last  jtresiclent  of  the  organization. 

DR.  ROY  HONORED 

Dr.  F.  Hampton  Roy  of  Little  Rock  was  selected 
Ai  kansas  Man  of  1982  l)y  the  Arkansas  Detnocral. 
He  was  honored  for  his  activities  in  ophthal- 
mology, international  htimanitarianism,  and  his- 
toric jjreservation. 

DR.  BIONDO  RECEIVES  AWARD 

Di  . Raymond  Biondo  of  North  Little  Rock  has 
received  tlie  Silver  .Antelope  Avcartl  from  the 
South  Central  Region  of  the  Boy  Scouts  of  .Amer- 
ica. d'he  atvard  is  the  highest  presented  to  a vol- 
unteer in  a five-state  region.  Dr.  Biondo  is  Chair- 
man of  the  National  Health  Careers  Exploring 
Committee  of  the  Boy  Scouts  of  America. 

DR.  McDonald 

Dr.  H.  P.  McDonald  of  Fort  Smitli  was  pre- 
sented the  '‘Layperson  of  the  Year”  award  l)y  the 
^Vestern  Arkansas  Chapter  of  Phi  Delta  Kajipa. 

DR.  LOWERY  SPEAKS 

Dr.  Douglas  Lowery  of  Ru,ssellville  was  guest 
speaker  at  a meeting  of  the  Russellville  (ailture 
Club.  Dr.  Lowery  spoke  on  “Stress." 

DR.  READ  ELECTED 

Dr.  Raymond  C.  Read  of  Ldttle  Rock  is  the 
new'ly  elected  president  of  the  Southwestern  Sur- 
gical Congress.  Dr.  Read  was  installed  during  the 
annual  meeting  held  in  Pherenix. 


DR.  JUSTUS 

Dr.  Michael  |ustus  of  Malvern  discussed 
“Stress”  at  a meeting  ol  the  Malvern  Business  and 
Professional  Women’s  Club. 

DRS.  MITCHELL  AND  RILEY  ON  PROGRAM 

Drs.  George  K.  Mitchell  and  ^\dlliam  H.  Riley 
of  Little  Rock  participated  in  the  program  for 
the  animal  meeting  of  the  Arkansas  Pidilic  I lealth 
Association. 

DR.  LEWIS  SPEAKS 

Dr.  James  Lewis  of  Searcy  addressed  Searcy  Ro- 
tarians  on  the  development  ol  a pre-natal  unit 
at  Central  Arkansas  General  Hos|)ital  for  tise  in 
newborn  emergency  care. 

SEMINAR  ON  CANCER 

Dr.  Francis  M.  Patton  of  Helena  acted  as  mod- 
erator for  a panel  program  on  breast  cancer  pre- 
sented by  the  Helena  Hospital  and  the  Cancer 
Society. 

Other  part  ic  ijxmts  were  Dr.  Lance  Whaley  of 
Helena;  Dr.  Maurice  Elovitz,  Helena:  Dr.  Bernard 
Kordan,  Helena;  Dr.  Robert  Miller,  Helena;  and 
Dr.  W.  Ducote  Haynes  of  Little  Rock. 

DR.  STERN  SPEAKS 

Dr.  Howard  Stern  of  Pine  Bltdl  presented  ;i 
program  “Open  Your  Jiyes  and  See"  to  the  New 
Horizon  group  in  Pine  Bluff. 

DRS.  SMITH  AND  SWINGLE  HONORED 

Marked  Free  citizens  honored  Dr.  V.  B.  Smith 
and  Dr.  C.  G.  Swingle  at  an  appreciation  bantjuet. 
The  baiKjuet  was  a feature  of  the  Appreciation 
Day  festivities  jilanned  for  the  local  ]rhysicians. 

DR.  GILLEAN 

Dr.  John  Gillean  of  .Ashdown  was  instructor 
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lor  a course  on  “Cardiac  Arryilimia  Interpreta- 
tion” given  by  Ijttle  River  Memorial  Hospital. 
The  course  was  a part  of  the  Continuing  Educa- 
tion Program  of  the  Hospital. 

CANCER  SMYPOSIUM 

Dr.  fohn  Henry  Moore,  El  Dorado,  acted  as 
program  director  for  the  .Second  Annual  Cancer 
Symposium  recently  sponsored  by  the  Union 
Ccjunty  Unit  of  the  Arkansas  Division  of  the 
.Vmerican  Cancer  Society. 

Dr.  George  Warren  of  Smackover,  president  of 
the  LInion  County  Unit,  gave  the  president’s  ad- 
dress. Drs.  Donna  Zahniser  and  Richard  C.  Pills- 
bury,  both  of  El  Dorado,  also  ]:)articipated  in  the 
jnogram. 

DR.  BERENSON  LOCATES 

Dr.  I.es  Berenson  has  joined  Drs.  Tom  and 
Tina  Jefferson  and  Dr.  John  Smith  at  O/ark  Spe- 
cialties Clinic  iti  Ozark.  1);.  Berenson  will  prac- 
tice Internal  Medicine  and  Eamily  Medicine. 

DR.  RODGERS  ELECTED 

Dr.  Porter  Rodgers,  Jr.,  of  Searcy  was  elected 
19H3-84  president  of  Santa  Gertrudis  Breeders  In- 
ternational at  the  association’s  recent  annual 
meeting  in  Kings\ille,  Texas. 

DR.  CLARKE  CONDUCTS  SEMINAR 

Dr.  James  Clarke  of  Mountain  Home  condticted 
a seminar  for  nurses  at  the  Central  Ozarks  Med- 
ical Center  in  Yellville.  d he  seminar  W'as  on  post- 
anesthesia recovery. 

DR.  KIRBY  HONORED 

North  Arkansas  College  selected  the  family  of 
Dr.  Henry  Kirby  of  Harrison  for  presentation  of 
an  award  as  “Boone  County  Pioneer  Eamily  of 
the  Year.”  Dr.  Kirby  was  honored  as  the  present- 
day  lepresentative  of  a jjioneer  family  of  prac- 
ticing physicians  in  Boone  County.  Dr.  Leonida 
Kirby  began  practice  in  Boone  Cotinty  in  1871. 

DR.  TURNER  SPEAKS 

Dr.  William  I'urner  of  Port  Smith  presented 
“Cancer  Care:  Motlern  Medicine”  (hiring  a work- 
shop at  Sparks  Regional  Medical  Center. 

DR.  ROBINSON  HONORED 

Dr.  G.  .Mien  Robinson  of  Harrison  was  hon- 
ored by  the  Board  of  Trtistees  of  the  North  Ar- 
kansas Comnuinity  College.  Dr.  Robinson  was 
given  an  award  in  appreciation  of  his  sujjport  to 
the  College  since  its  incejuion. 

DRS.  PRITCHARD  AND  MILLAR  HONORED 

Drs.  Jack  Pritchard  and  Patti  Millar  ol  Stutt- 
gart were  given  awards  by  the  Stuttgart  Memorial 
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Hospital  medical  staff  for  the  twenty-five  years 
of  service  to  the  community. 

DR.  DOW  SPEAKS 

Dr.  R.  W.  Dow  of  Fayetteville  spoke  to  the  Al- 
zheimer’s Disease  and  Related  Disorders  Support 
Group.  He  discussed  diagnosis,  progression  and 
behavior  management  of  victims  of  the  disease. 

DR.  YOUNG  LOCATES 

Dr.  Walter  Russ  Young,  a Family  Physician,  has 
located  in  W’aldron. 

BREAST  EXAMINATION  CLINIC 

Prescott  physicians  who  served  as  volunteer  phy- 
sicians for  a recent  Self-Breast  Examination  Clinic 
were  Drs.  Richard  Portis,  Michael  ’S'oung,  Carroll 
E.  Corbell  and  James  Russell. 

DR.  SCHUELLER  LOCATES 

Dr.  Steven  Schueller,  formerly  of  Dubuque, 
Iowa,  has  moved  to  Crossett.  He  is  a General 
Surgeon. 

DR.  STEWART  ATTENDS  CONFERENCE 

Dr.  Jerry  Stewart  of  Fort  Smith  attended  the 
1983  Conference  of  Component  Society  Officers 
of  the  American  Society  of  Internal  Medicine  re- 
cently held  in  Washington,  D.C.  Dr.  Stewart  is 
president  of  the  Arkansas  Society  of  Internal 
■Medicine. 


ANSWER— Electrocardiogram  of  the  Month 

DISCUSSION:  On  the  samples  shown,  the  patient  has  two 
PR  intervals,  one  of  0.17  seconds  at  a heart  rate  below 
58/minute,  and  the  other  of  0.48  seconds  at  a heart  rate 
of  67/minute.  As  alluded  to  above,  it  was  noted  that  very 
small  changes  in  heart  rate  would  yield  a very  significant 
difference  in  her  PR  interval.  Indeed,  careful  measure- 
ments revealed  that  atrial  cycle  lengths  between  970  and 
1,210  m sec.  were  followed  by  a PR  interval  of  0.17  sec. 
while  those  between  870  and  960  m sec.  were  followed  by 
a PR  internal  of  0.48  sec.  Thus,  with  a 10  m sec.  shortening 
in  atriol  cycle  length,  the  PR  intervol  abruptly  prolonged. 
This  strongly  suggests  the  presence  of  a duel  A-V  nodal 
pathway,  a fast  conduction  pathway  with  a long  refractory 
period  and  a slower  pathway  of  conduction,  but  with  a 
shorter  refractory  period.  In  this  particular  patient,  the 
refractory  period  of  the  fast  pathway  is  960  m sec.,  the 
point  at  which  sudden  prolongation  of  the  PR  interval  took 
place.  Thus,  one  can  speculate,  on  the  presence  of  a dual 
A-V  nodal  pathway  in  this  patient  and  in  any  other  patient 
when  it  is  noted  that  there  is  a large  change  in  the  PR 
interval  relating  to  a small  change  in  the  heart  rate.  The 
section  editor  wishes  to  thank  Dr.  Ding-Kwo  Wu,  who  re- 
cently concluded  a year  of  study  at  UAMS,  for  his  assist- 
ance with  this  month's  feature. 
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DR.  JAMES  A.  ADRIAN 

Dr.  .\drian  has  joinetl  the  lienton  County  Med- 
ical Society. 

He  was  born  in  Little  Rock.  In  1959  he  received 
a Bachelor  of  .Arts  degree  from  the  University  of 
.Arkansas  at  Favetteville.  He  was  graduated  from 
the  University  of  .Arkansas  College  of  Medicitie 
in  1963. 

Dr.  Adrian  served  his  ititernship  at  St.  Francis 
Hospital  in  Wichita,  Kansas.  His  residency  train- 
ing was  with  St.  Francis  Hospital  and  the  Kansas 
University  Medical  Center  in  Kansas  City.  He  is 
board  certified  in  .Anesthesiology. 

From  1966  to  1968,  Dr.  .Adrian  was  Chief  of 
.Anesthesia  at  the  Lhiited  States  Naval  Flospital 
in  Key  W'est,  Florida.  He  moved  to  Tulsa  in  1968. 
While  in  Tulsa,  he  was  on  the  staff  of  Hillcrest 
Medical  Center,  served  as  vice  president  of  the 
d ulsa  .Anesthesiologists,  Inc.,  and  as  an  .Assistant 
Clinical  Professor  of  .Anesthesia  for  the  FJniver- 
sity  of  Oklahoma  College  of  Medicine. 

Dr.  .Adrian  joined  the  staff  of  Rogers  Memorial 
Hospital— St.  Mary’s  in  1982. 

Dr.  Adrian  specializes  in  .Anesthesiology.  His 
office  is  located  at  601  North  13th  in  Rogers. 


DR.  NITA  B.  OGLESBY 

Dr.  Oglesby,  a new  member  of  the  Cleburne 
County  Medical  Society,  was  born  in  Conway. 

She  attended  the  University  of  Central  .Arkansas 
and  the  University  of  .\rkansas  College  of  Med- 
icine, receiving  her  M.D.  degree  in  1979.  She  com- 
pleted a Family  Ptaclice  residency  at  the  Uni- 
versity. 

.After  practicing  Emergency  Medicine  at  Baptist 
Medical  Center  in  Little  Rock  for  a year,  Dr.  Og- 
lesby moved  to  Fleber  Springs. 

Dr.  Oglesby  specializes  in  Family  Practice.  Her 
office  is  located  at  121  South  Seventh  Street  in 
Heber  Springs. 

DR.  JOHN  R.  HOVIOUS,  III 

Dr.  Hovious  is  a new  member  of  the  Mississippi 


County  .Medical  Society.  He  was  bom  in  Nash- 
ville. I ennessec. 

He  is  a 1975  graduate  of  David  Lipscomb  Col- 
lege ill  Ntishville  and  a 1979  graduate  of  the  Uni- 
versity ol  1 ctincssee  for  Health  Sciences  in  Mem- 
phis. His  residency  was  with  l.eBoneur  Children's 
Medical  Center  in  Memphis.  He  is  a Junior  Fel- 
low of  the  .\merican  .Academy  of  Pediatrics. 

Dr.  Hov  ions  specializes  in  Pediatrics.  His  office 

is  located  at  515  North  6th  in  Blythcville. 

# * * * 

I'he  Pulaski  County  Medical  Society  has  four 
new  members: 

DR.  JOE  L.  HARGROVE 

Dr.  Hargiove  was  born  in  Grady.  He  received 
a Bachelor  of  Science  degree  from  .A.M&N  College 
in  Pine  Bind,  a Master  of  Education  degree  Irom 
Fuskegee  Institute,  .Alabama,  and  did  graduate 
study  at  Cornell  ITniversity  in  Ithaca,  New  York. 
He  is  a 1976  graduate  of  Case  AV^estern  Reserve 
University  School  of  .Medicine  in  Cleveland, 
Ohio. 

Dr.  Flargrove  received  his  Internal  Medicine 
training  at  Cleveland  Metropolitan  General  Hos- 
pital, Ohio,  and  the  University  of  .Arkansas  Col- 
lege of  Medicine.  Fie  also  received  training  in 
Cardiology  at  the  University.  He  was  board  certi- 
fied in  Internal  Medicine. 

Dr.  Hargrove  specializes  in  Cardiology  and  In- 
ternal Medicine.  His  office  is  located  at  5326  "WTst 
Markham  in  Little  Rock. 

DR.  PAULETTE  S.  JOHNSON 

Dr.  Johnson,  a native  of  Lincoln,  Nebraska, 
attended  the  Lhiiversity  of  Arkansas  at  Fayette- 
ville. She  is  a 1973  graduate  of  the  University  of 
Arkansas  College  of  Medicine. 

Dr.  Johnson  trained  in  Pediatrics  at  the  Uni- 
versity of  Kansas  Medical  Center  and  the  LTniver- 
sity  of  .Arkansas  College  of  Medicine.  She  is  board 
certified  in  Pediatrics.  Dr.  Johnson  has  practiced 
at  Little  Rock  Air  Force  Base. 

Dr.  Johnson  specializes  in  Pediatrics  at  1100 
West  Alain  in  Jacksonville. 

DR.  MICHAEL  T.  KING 

Dr.  King,  a native  of  .Alexandria,  Louisiana, 
was  graduated  from  the  El  Dorado  High  School. 
He  is  a 1971  graduate  cjf  the  University  of  .Arkan- 
sas at  Eayctteville  and  a 1978  graduate  of  the  Uni- 
versity of  .Arkansas  College  of  Medic  ine. 

.After  an  internship  with  Baylor  College  of  Med- 
icine .Affiliated  Hospitals,  Dr.  King  returned  to 
Little  Rock  for  a residency  in  Radiology  at  the 
ETniversity  and  a fellowship  in  Diagnostic  Imag- 
iiip.  He  is  certified  bv  the  .American  Board  of 
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Radiology. 
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Dr.  King  specializes  in  Radiology.  His  office 
is  located  in  Suite  1100  of  the  Medical  Towers 
Building  in  Little  Rock. 

DR.  MICHAEL  SUNG 

Dr.  Sling  is  a native  of  China.  He  is  a grathiate 
ol  the  National  Taiwan  University,  I'aijrei,  Tai- 
wan. He  is  a 1974  graduate  of  the  College  of 
Medicine,  National  Taiwan  University  in  4 aipei. 
He  trained  in  Surgery  anti  Emergency  Medicine 
at  the  Central  Clinic  in  Taipei.  He  trained  in 
Preventive /Oct  iipational  Medicine  with  the  4’ni- 
versity  of  Cine  innati  Medical  Center  in  Ohio  from 
1980  to  1982. 

Dr.  Sung  specializes  in  Family  and  Occupa- 
tional Medicine.  His  office  is  located  at  6917 

C»eyer  Springs  Roatl  in  Little  Rock. 

# * # # 

DR.  MARY  J.  ATKINS 

Dr.  Atkins,  a new  member  of  the  Saline  County 
Medical  Society,  was  born  in  Valdosta,  Georgia. 

She  attended  High  Point  College,  North  Caro- 
lina, and  received  her  Bachelor  of  Arts  from  Em- 
ory University  in  Atlanta,  Georgia.  Dr.  Atkins 
is  a 1966  graduate  of  Emory  Ebiiversity  School  of 
•Medicine. 

After  an  internship  and  one  year  of  resiliency 
in  Medicine  at  Illinois  Masonic  Hospital  in  Chi- 
cago, Dr.  Atkins  entered  a Pediatric  residency  at 
Mayo  Clinic  in  Rochester,  Minnesota. 

Dr.  Atkins  practiced  in  Georgia  from  1970  to 
1976.  She  jjracticed  with  the  Conway  Human  De- 
velopment Center  from  1976  to  1982.  She  located 
in  Benton  in  April  1982. 

She  is  board  certified  in  Pediatrics  and  is  a Fel- 
low of  the  American  Academy  of  Pediatrics. 

Dr.  Atkins  specializes  in  Pediatrics.  Her  office 
is  located  at  825  North  Main  in  Benton. 

RESIDENT  MEMBERS 

1 he  Jefferson  County  Medical  Society  has  three 
new  resident  members; 

DR.  L.  T.  ALEXANDER 

Dr.  Alexander  is  a giaduate  of  the  University 
of  Arkansas  at  Pine  Bluff  and  the  MeHarry  Med- 
ical College  in  Nashville,  Tennessee.  He  is  in  the 
Family  Practice  program  at  the  Area  Health  Edu- 
cation Center  in  Pine  Bluff. 

DR.  DAVID  F.  MULLINS 

Dr.  Mullins  is  a Family  Practice  resident  at 
.\HEC  in  Pine  Bluff.  He  attended  the  University 
of  Arkansas  in  Fayetteville  and  is  a 1982  graduate 
of  the  Lhiiversity  of  Arkansas  College  of  Medicine. 


DR.  JANET  L.  TITUS 

Dr.  Litus  is  also  a Family  Practice  resident  at 
AHEC  in  Pine  Bluff.  She  is  a graduate  of  the 
Lhiicersity  of  Iowa  and  the  LIniversity  of  Iowa 
College  of  Medicine. 


LETTERS 

TO  THE  EDITOR 

June  3,  1983 

Editor,  Journal  of  the  Arkansas  Medical  Society 
Alfred  Kahn,  M.D. 

1300  West  6th  Street 
Little  Rock,  AR  72201 
'Ll)  the  Editor: 

Arkansas  Medical  Society  Members  and  all  who 
knew  Dr.  H.  Elvin  Shuffield  feel  a great  loss  at 
the  untimely  death  of  this  fine  gentleman  and 
physician.  Dr.  Shuffield  was  respected  by  phy- 
sicians and  lay  people.  My  thirteen  year  associa- 
tion with  Dr.  Shuffield  will  be  something  that  I 
remember  the  rest  of  my  life.  He  was  always  avail- 
able in  his  kind  and  considerate  way  to  help  me 
deliver  service  to  my  patients  and  was  always  ready 
to  teach.  Over  a period  of  thirteen  years,  I re- 
ferred many  patients  to  Dr.  Shuffield  and  1 recall 
not  one  patient  ever  being  dissatisfied  with  his 
service. 

The  example  of  this  kind  and  compassionate 
jrhysician  displayed  throughout  his  medical  ca- 
reer should  always  serve  as  a challenge  to  us  who 
continue  to  jrractice  medicine.  Anyone  with  a 
knowledge  of  the  workings  of  the  Medical  Society 
knew  that  Dr.  Shuffield  dedicated  many  hours  to 
the  betterment  of  our  lot  and  to  the  improved 
delivery  of  medical  care  in  Arkansas.  I will  cher- 
ish the  association  I had  with  this  fine  man  and 
the  memory  of  him  will  always  serve  as  an  inspir- 
ation to  me. 

Charles  H.  Rodgers,  M.D. 

Little  Rock 
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OBITUARY 

DR.  H.  ELVIN  SHUFFIELD 

Dr.  Shuffield  died  on  May  2(),  1983.  He  wa.s 
l)orn  in  \asliville,  Arkansas,  on  .\]nil  22,  1917. 
He  was  the  son  oi  the  late  I)i  . foe  Shnllield,  who 
hail  served  for  many  years  as  ihairman  of  the 
l.egislative  Cionnnitiee  of  the  .Vrkansas  Medical 
Soi  iety. 

Dr.  Shuffield  was  a graduate  of  Little  Rock  (un- 
ioi  Lollege  and  the  Ihiiversity  of  .Vrkansas  School 
of  Medicine.  He  served  with  the  llnited  States 
.Vrmy  for  one  year  after  his  1911  graduation  fiom 
.Medical  School. 

Dr.  Shuffield  had  practiced  ()rlho]raedit  Sur- 
gery in  Little  Rock  since  1947.  He  was  a member 
of  the  .Vrkansas  Orthopaedic  Society  and  the  In- 
ternational College  of  Surgeons.  He  was  a past 
president  of  the  Pidaski  County  Medical  Society 
and  a former  chief  of  staff  at  the  Baptist  Medic  al 
Center.  He  had  also  served  on  the  Board  of  Di- 
rectors of  the  Baptist  Health  Foundation. 

Dr.  Shuffield  was  on  the  Board  of  Directors  of 
the  .Vmerican  Physicians  Insurance  Exchange. 

He  was  one  of  the  Society  representatives  on  the 
.Vrkansas  State  Medical  Board.  He  Iiacl  served  on 
the  Board  since  1972  and  was  elected  to  the  chair- 
manship in  1982. 

Dr.  Shuffield  served  as  chairman  of  the  Society’s 
Committee  on  Medical  Legislation  for  almost 
twenty-five  years.  He  gave  unselfishly  of  his  time 
during  sessions  of  the  legislature  over  the  years, 
working  to  ensure  that  the  best  interests  of  the 
citizens  ol  the  State  were  served  iti  legislation  en- 
acted. Fhe  Society  purchased  eejuipment  for  the 
medical  considtation  room  at  the  f.egislature  in 
his  honor  and  the  Legislature  named  the  room  in 
his  honor. 

Dr.  Sludfieltl  had  served  as  secretary  of  the  Ar- 
kansas Medical  Society  since  1958. 

In  1981,  both  the  University  of  Arkansas  School 
of  Medicine  and  the  Arkansas  Hospital  .Associa- 
tion honored  him  with  their  “Distinguished  .Sen- 
ice  .Award.” 

Dr.  Slndfield  retired  from  the  active  practice  of 
surgeiN  in  1981  and  became  a consultant  for  the 
Medicaid  Department  of  .Arkansas  Social  Services. 

He  is  survived  by  his  wife,  .Ada,  two  sons  and 
two  daughters. 

I ^ 


RESOLUTIONS 


DR.  H.  ELVIN  SHUFFIELD 

AV'HERE.VS,  the  members  of  the  Pidask  i Coun- 
ty Medical  .Society  note  with  sincere  and  deep 
sorrow  the  death  ol  one  of  its  most  esteetned 
members,  H.  Elvin  Shttllield,  M.D.,  and 

W'HERE.A.S,  he  has  Ireen  a valuable  member  of 
the  .Society  lor  thirty-si.x  years,  dttring  which  titne, 
with  tmselfish  devotictn,  he  served  organized  med- 
icine iti  positions  ol  responsibility  inclttding  tlie 
Presidency  in  19()4;  and 

W'EIERE.AS,  his  long  years  ol  sercice  as  legis- 
lative chairman  h;tve  been  aticl  will  contitute  to 
be  lor  years  to  come,  of  inestitnable  benefit  to 
all  physicians  iti  the  State  of  .Arkansas; 

W’HERE.A.S,  Dr.  Shttffielcl  h;ttl  been  a faithhtl 
member  ol  the  Society’s  E.xecutive  Committee  for 
more  than  twenty  years,  heljjing  to  shajie  the  di- 
rection of  the  organization  itt  every  imporitttu 
decision  during  that  time. 

BE  1 I THEREEORE  RESOLAHH): 

1 H.Al’,  this  resoltitioti  be  adopted  as  a me- 
morial to  Dr.  Shu  I field  atid  that  it  be  made  a jiart 
ol  the  Society’s  permanetit  achives;  and 

EH.A'E,  a copy  be  lot  warded  to  Dr.  Shull  ielcl  s 
family  as  an  e.xpression  ol  our  sincere  sympathv; 
and 

I’HA'E,  a copy  be  sent  to  the  Journal  of  the 
.Arkansas  .Medical  Society  lor  jjublication. 
.Adopted:  June  7,  1983 
/s/  Kelsy  J.  Caplinger,  M.D.,  President 
Pulaski  County  Medical  Societ) 

DR.  RAYMOND  V.  McCRAY 

W'HERE.VS,  the  members  of  the  Hot  S|)ring 
County  .Medical  .Society  are  grieved  by  the  recent 
death  ol  our  friend  and  colleague,  Raymond  V’. 
McCrtiy,  M.D.,  and 

^\’HERE.VS,  Dr.  .McCray  was  a beloved  mem- 
ber ol  his  community  and  both  friend  and  phv- 
sician  to  his  patients.  ;mcl 

Wd  lERE.AS,  Dr.  .VlcCray  was  active  in  medical, 
church,  community,  and  civic  affairs  for  many 
years,  contributing  to  the  lietterment  of  all. 

BE  EE  THEREEORE  RESOLVED: 

EH.Vl’,  this  resolution  be  made  a part  of  the 
permanent  records  of  this  .Society;  and 

I’H.Vl  , a copy  ol  this  resolution  be  forwarded 
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to  Dr.  McCray’s  family  as  a token  of  our  deep 
sympathy;  and 

a copy  be  forwarded  to  the  Journal  of 
the  Arkansas  Medical  Society  for  publication. 

BY  ORDER  OF  THE 
HOT  SPRING  COUNTY 
MEDICAL  SOCIETY, 

/s/  N.  B.  Kersh,  M.D.,  President 

Michael  Justus,  M.D.,  Vice  President 
Bruce  White,  M.D.,  Secretary 


THINGS 


V 

COME 


July  28-30 

36th  Annual  Scientific  Asseynbly,  Arkansas 
Academy  of  Family  Physicians.  “Keeping  Amer- 
ica Healthy.”  Statehouse  Convention  Center  and 
Excelsior  Hotel,  Little  Rock.  14  Prescribed  Hours, 
American  Academy  of  Family  Physicians.  Pro- 
gram is  as  follows: 


Thursday,  July  28 

10:30  a.m.  Board  of  Directors  Meeting 

1 1 : 00  a.m.  Registration 

Afternoon  Session:  "Practice  Management 
Seminar"  Les  Anderson,  M.D.,  Moderator 

1:00  p.m.  “Managing  the  Business  Side”  — 
Richard  Endress,  Ph.D.,  Program 
Director,  Department  of  Practice 
Management,  American  Medical 
Association 

4:00  p.m.  “Advances  in  the  Management  of  Di- 
abetes Mellitus”  — John  Eaddy, 
M.D.,  Associate  Professor,  Depart- 
ment of  Family  Medicine,  Lhiiver- 
sity  of  Tennessee  College  of  Med- 
icine 

6:30  p.m.  Cocktail  Party 

Friday,  July  29  Preventive  Health  Measures 

6:00  a.m.  5K  Run 


Morning  Session:  "Nutrition" 

Charles  H.  Rodgers,  M.D.,  Moderator 

8:00  a.m.  “Infant  and  Child  Nutrition”— Rob- 
ert Fiser,  M.D.,  Professor,  Depart- 


ment of  Pediatrics,  LJniversity  of 
Arkansas  College  of  Medicine 
9:00  a.m.  “Nutrient  Density:  The  Key  to  Good 
Nutrition  and  Weight  Control”— 
Richard  Lewis,  Ph.D.,  Professor, 
University  of  Arkansas,  Little  Rock 

10:30  a.m.  “Clinical  Nutrition”  — Margaret 
Flynn,  Ph.D.,  Health  Science  Cen- 
ter, Columbia,  Ohio 

11:30  a.m.  Panel  Discussion  by  I.ewis,  Flynn, 
Fiser,  Bradke 

12:00  noon  Business  Luncheon 
Election  of  Officers 


Afternoon  Session:  Robert  Etherington,  M.D., 
Moderator 

1: 15  p.m.  “Altering  the  Pathophysiology  of  Es- 
tablished Atherosclerotic  Disease” 
Don  Lee  Bradke,  M.D.,  Assistant 
Professor,  Department  of  Nutri- 
tion, Tulane  University,  New  Or- 
leans; Medical  Director,  Pritikin 
Hospital  Plan,  Universal  Health 
Services,  Inc. 

2:00  p.m.  “Exercise  and  Cardiovasular  Health” 
—James  Atkins,  M.D.,  Department 
of  Internal  Medicine,  Cardiopul- 
monary Division,  University  of 
Texas  Health  Science  Center  at 
Dallas 


2:45  p.m.  Panel  Discussion  — Bradke,  Atkins 
and  Lewis 


3:30  p.m. 
4: 15  p.m. 


6:30  p.m. 
7:30  p.m. 


“Modern  Management  of  Angina”— 
James  Atkins,  M.D. 

“Overview  of  Cancer,  Prevention, 
Detection,  Treatments  and  the 
Future.”  Joseph  T.  Painter,  M.D., 
M.D.  Anderson  Hospital  and  Tu- 
mor Institute,  Texas  Medical  Cen- 
ter, Houston 

Cocktail  Party 

Banquet  and  Dance  (|25  per  person 
—pre-registration) 


Saturday,  July  30 

7:00  a.m.  Razorback  Breakfast 

Guest  Speaker— Jessie  Branch,  As- 
sistant Football  Coach,  ETniversity 
of  Arkansas  at  Fayetteville 


Morning  Session:  Lee  Parker,  M.D.,  Moderator 

8:15  a.m.  “Problems  and  Solutions:  Should 
Mild  Hypertension  be  Treated?”— 
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Things  to  Come 


Edward  D.  P'rolidi,  M.D.,  Director, 
I l\  {)crteiisivc  Disease,  Alton  Odis- 
ner  Clinic,  Nerv  Odcans 
‘J:15a.in.  “Management  <,)!  Astlnna"— Dick  D. 

liriggs,  M.D.,  Director  ol'  Pnlinon- 
ary  Medicine,  University  ol  Ala- 
bama in  Birmin«liam,  College  of 
Medicine 

lOririaan.  “Office  Manager  of  the  Arthritides 
from  the  Viewpoint  of  an  Ortho- 
paedic Surgeon”  — Alvin  Ingram, 
M.D.,  Campbell  Clinic,  Memphis 
12:00  luron  Installation  of  Officers  Luncheon 
hosted  by  Glaxo  Pharmaceuticals. 
Guest  Speaker:  Gerald  Gehringer, 
M.D.,  President  of  the  American 
Academy  of  Family  Physicians 

Registration  fee  $75  for  members,  $85  for  non- 
members, $5  for  residents;  there  is  no  registration 
fee  for  students  or  spouses. 

For  further  information  or  to  register  for  meet- 
ing, contact  Alta  Good,  Executive  Secretary,  Ar- 
kansas Academy  of  Family  Physicians,  Post  Office 
Box  5721,  Little  Rock  72215;  or  phone  227-1633. 


October  30  - November  4 

9()lh  Cotwetit io7i—The  Associalio^i  of  Military 
Surgeons  of  the  United  Stales.  'I'henie:  “Federal 
llealth  Challenges:  Sharing  in  Progress— A Na- 
tional Commitment.”  Convention  Center,  San 
Antonio,  Texas.  For  further  information  contact: 
Ciol.  R.  M.  (Mike)  Luckey,  Chief  of  Public  Af- 
fairs, IIQ,  U.S.  Army  llealth  Services  Command, 
Fort  Sam  llotiston,  Texas  78234  (telephone  512- 
221-6213  or  F'l  S 746-6213)  or  CDR  T.  G.  Mc- 
Mahon, Asst.  Executive  Director,  AMSUS,  Post 
Office  Box  104,  Kensington,  Maryland  20895 
(telephone  301-933-2801) . 

December  8-10 

National  Conference  on  Advances  in  Cancer 
Therapy.  American  Cancer  Society.  New  York 
City,  New  York.  16.5  hours  Category  I,  American 
Medical  Association;  16.5  hours  Category  2-D, 
American  Osteopathic  Association;  15  prescribed 
hours,  American  Academy  of  Eamily  Physicians. 

Eor  further  information,  write:  Nicholas  G. 
Bottiglieri,  M.D.,  Advances  in  Cancer  Therapy 
Conference,  American  Cancer  Society,  777  3rd 
Avenue,  New  York,  New  York  10017. 
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The  True  Meaning  of  Trismus:  A Review  of  Tetanus 

G.  Don  Slaton,  M.D.  and  Robert  W.  Bradsher,  M.D.* 


INTRODUCTION 

I'etamis  is  an  acute,  otteii  latal  l)ul  jMevenlable 
disease  caused  by  au  exotoxiu  proiluced  iu  a 
wound  by  Clostridium  tetani.  Worldwide,  the 
incidence  has  been  estimated  at  3()0,()0()  to  500, 000 
cases  per  year,  with  a mortality  rate  ol  about  -15 
percent. !■-  In  the  United  States  the  incidence  has 
steadily  declined  for  decades. ^ In  the  past  ten 
years,  200  cases  were  reported  annually  but  the 
mortality  rate  of  40  percent  remains  approximate- 
ly the  same  as  for  underdeveloped  areas.  In  1980, 
95  cases  were  reported  in  the  United  States;  only 
two  cases  were  reported  from  Arkansas.^  Attack 
rates  of  tetanus  appear  to  be  the  highest  in  three 
age  groups:  neonates,  30-39  years  oltl,  and  persons 
over  age  50.  Hie  highest  mortality  rate,  approxi- 
matelv  70  percent,  occurs  in  the  two  age  ex- 
tremes.^ I'here  is  no  racial  predilection,  but  the 
male-to-female  ratio  is  2.5:1,  even  among  neonates. 
4 he  highest  incidence  of  disease  is  among  non- 
whites in  the  rural  south  and  occurs  almost  exclu- 
sively in  nonimmuni/ed  or  only  partially  immu- 
nized individuals. - 

Tetanus  is  a treatable  disease.  Because  it  is 
infretjuently  seen  in  this  country,  the  diagnosis 
and  treatment  are  often  delayed.  These  iactors 
may  contrilmte  to  the  higher  mortality  rates.  We 
presetit  an  elderly  jratient  who  was  cured  of 
tetanus  to  discuss  the  methods  of  treatment  in 
this  disease,  with  particular  emphasis  on  newer 
aspects. 

CASE  REPORT 

A 75-year-old  black  male  with  no  precious  im- 
mnnizations  of  any  type  injured  his  right  thumb 
on  barbed  wire.  He  was  found  on  a roadside  three 
clays  later  in  a stuporous  state  and  was  taken  to  an 
emergency  room.  .\1  though  he  was  able  to  talk, 
he  complained  of  stiffness  in  his  jaws  since  the 
previous  evening.  He  also  complained  of  dyspha- 
gia and  dyspnea.  He  was  noted  to  have  marked 
trismus  and  a swollen,  infected  right  thumb.  Fob 

^Department  of  Medicine.  University  of  Arkansas  for  Medical 
.Sciences.  Little  Rock,  Arkansas. 

Correspondence  and  Reprint  Recpiests:  Robert  Bradsher.  M.D.. 
Division  of  Infectious  Diseases.  L'niversity  of  .Arkansas  for  Medical 
Sciences,  4301  West  Markham,  Mail  Slot  519,  Little  Rock.  Arkansas 
72205. 


lowing  treatment  lor  the  presumptice  diagnosis 
ol  tetanus  with  one  million  units  of  atjueous 
penicillin,  3009  units  ol  human  tetanus  immune 
glcjbulin,  and  0.5  cc  tetanus  to.xoid,  he  was  pro- 
phylactically  intubated  and  transferred  to  U.AM.S. 
During  the  lour-hour  transler  to  U.\M.S,  the  pa- 
tient had  a marked  increase  in  his  muscle  spasms. 

l'|)on  admission,  the  physical  exam  revealed  an 
elderly  black  male  who  was  intubated,  with 
marked  trismus,  and  intermittent  generalized 
muscle  spasms.  He  had  a blood  ]jressureof  120  70, 
with  a regular  pulse  ol  72,  and  temperature  of 
99.3°F  rectally.  His  neck  was  extended  and  there 
was  a draining,  fonl-smelling  wound  on  the  volar 
aspect  of  his  right  thumb.  He  was  alert  and 
responsive  to  verbal  and  auditory  stimuli. 

The  laboratory  data  revealed  a white  count  of 
10,000,  hematocrit  38.4,  normal  electrolytes,  CXR 
and  ECCi.  Blood  gases  on  room  air  showed  a Pa(U 
of  04,  PaUO^,  of  30,  pH  ol  7.38,  bicarbonate  of  17. 
.A  radiograph  of  the  right  thumb  did  not  reveal 
subcutaneous  gas. 

.After  surgical  debridement  of  his  right  thumb,, 
the  patient  was  placed  in  the  AHULJ  and  con- 
tinued on  ventilatory  support.  He  was  given 
another  1000  units  of  human  tetanus  immune 
globulin  and  aLso  begun  on  Xafcillin,  one  giam 
every  six  hours,  and  acjueous  penicillin,  three 
million  units  every  six  hours. 

VAalium  10  mg  every  four  hours  plus  pavulon 
one  mg  every  hour  I\'  push  was  re(]uired  before 
adecjuate  control  of  his  muscle  spasms  was  ob- 
tained. He  was  also  begun  on  enteral  hyperali- 
mentation, cimetidine,  antacids  and  subcutaneous, 
heparin. 

I he  first  three  weeks  of  his  hospitalization  was 
complicated  by  copious  respiratory  secretions  rvith 
atelectasis  and  severe  autonomic  dysfunction  man- 
ifested as  labile  blood  jMessnres,  tachybradyar- 
rhythmias  and  bowel  motility  dysfunction.  In 
spite  of  vigorous  chest  physical  therapy,  postural 
drainage  and  20  sighs  ]jer  hour  with  a 1200  cc 
sigh  volume,  he  still  recjuired  three  therajjeutic 
bronchoscopies  to  correct  atelectasis.  Whth  the 
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addition  of  5 cm  of  PEEP  the  incidence  of 
atelectasis  markedly  decreased. 

The  patient  experienced  variations  within 
minutes  in  both  his  systolic  blood  pressure  from 
60  to  200  and  pnlse  rate  from  40  to  120.  Tbe 
hypotensive  episodes  responded  well  to  IV  fluids 
and  Trendelenburg  position;  the  hypertensive 
episodes  and  tachyarrhythmias  responded  to 
projnanolol. 

The  patient’s  neurological  and  cardiovascular 
status  gradually  stabilized  as  the  autonomic  dys- 
function abated.  He  was  extubated  one  month 
after  his  injury  and  w'as  transferred  to  the  wards 
tw’o  days  later.  He  continued  to  require  vigorous 
pulmonary  toilet  as  w'ell  as  physical  therapy  and 
nutritional  support.  His  improvement  continued 
and  he  was  transferred  to  a rehabilitation  hospital 
two  months  after  admission  for  further  rehabilita- 
tion. At  the  time  of  his  transfer,  he  w’as  ambula- 
tory with  a walker  and  eating  a regular  diet.  His 
mental  status  w'as  normal.  The  only  further  sig- 
nificant history  obtained  from  the  patient  after 
his  recovery  w^as  that  he  had  not  seen  a doctor  in 
20  years  and  had  never  received  vaccinations. 

DISCUSSION 

I he  clinical  disease,  tetanus,  a result  of  a toxin 
produced  by  tlie  micro-organism  Clostridium 
tetani,  which  is  an  anaerobic,  gram  positive 
bacillus  that  exists  in  both  vegetative  and  sporn- 
lated  form.  This  bacteria  is  found  in  the  super- 
ficial layers  of  soil  and  as  a saprophyte  in  the 
intestinal  tract  of  man  and  certain  animals. 
.S])ores  develop  in  an  environment  w’hich  then 
may  survive  for  prolonged  periods.  These  spores 
have  been  found  in  soil,  in  lioth  household  and 
hospital  dust,  and  rarely,  from  human  feces. 
Ehider  normal  conditions,  no  disease  will  occur  if 
spores  are  introduced  into  a w'ound.  However, 
under  anaerobic  conditions  produced  by  either 
trauma,  introduction  of  a foreign  body,  or  necrosis 
w’ith  local  suppuration,  tliese  spores  may  trans- 
form into  the  vegetative  form  that  produces  toxin. 
Once  converted,  the  vegetative  form  may  produce 
two  toxins:  tetanolysin  which  produces  hemolysis 
only  in  vitro  or  tetanospasmin,  a neurotoxin  that 
])roduces  the  signs  and  symptoms  of  the  clinical 
disease.  With  the  exception  of  botulinum  toxin, 
this  soluble  exotoxin  is  tbe  most  powerful  poison 
known. 1 

Infections  caused  by  the  tetanus  bacillus  remain 
strictly  localizetl,  but  the  tetanospasmin  produced 


is  transported  to  the  nervous  system  by  one  of 
tw'o  routes:  either  intraaxonal  or  blood-borne. 
Tetanospasmin  may  act  on  a number  of  sites  in 
the  nervous  system.  Inhibition  of  the  release  of 
acetylcholine  from  nerve  terminals  at  the  motor 
end  plates  in  .skeletal  muscles  is  one  effect  of  the 
toxin  while  the  effect  on  the  spinal  cord  leads  to 
dysfunction  of  antagonistic  muscles.  The  combi- 
nation of  the,se  twm  features  creates  one  of  the 
primary  manifestations  of  tetanus,  that  is,  reflex 
irritability.  Seizures  occur  in  some  cases  and  are 
perhaps  due  to  fixation  of  toxin  directly  in  the 
brain  by  cerebral  gangliosides.^  Einally,  the  sym- 
pathetic nervous  system  may  become  hyperactive 
and  dysfunctional  as  the  disease  progresses. 

The  disease  is  disturbing  in  the  fact  that  neither 
a history  of  trauma  nor  a detectable  anaerobic 
wound  is  found  in  20  percent  of  patients;  most 
cases  follow  injury  to  the  hands  or  feet.^  A wide 
variety  of  portals  of  entry  has  been  described, 
including  thermal  injury,  omphalitis  in  neonates, 
septic  abortions  and  breaks  in  the  skin  ranging 
from  very  minor  lesions  such  as  pierced  ear 
lobes  for  cosmetic  effect  to  postoperative  sites  or 
ischemic  ulcers.  Increasingly  important  entry 
sites  for  the  bacteria  are  injection  sites  of  narcotic 
addicts,  especially  those  wdio  give  themselves  sub- 
cutaneous rather  than  intravenous  injections. 
Most  cases  have  onset  of  symptoms  within  three 
weeks  of  inoculation  but  the  range  extends  to 
several  months.  An  incubation  period  shorter 
than  three  days  is  distinctly  unusual. 

The  three  clinical  types  of  tetanus  that  have 
been  described  are  localized,  cephalic  and  gen- 
eralized. The  three  hallmark  features  of  trismus, 
muscle  rigidity  and  reflex  spasms,  are  seen  in 
generalized  tetanus  which  is  the  most  common 
form  of  the  disease.  It  is  not  uncommon  for  den- 
tists to  see  these  patients  first  since  up  to  75  per- 
cent of  these  patients  have  only  trismus  initially. 
Other  complaints  include  the  progression  of  neck 
rigidity,  stiffness,  dysphagia  and  reflex  spasms. 
The  muscle  rigidity  often  results  in  the  unusual 
facial  expression  called  risns  sardonicns.  As  the 
disease  progresses,  the  abdominal  and  lumbar 
mirscles  are  involved  followed  by  vise-like  con- 
strictions of  the  chest  muscles.  Intense,  persistent 
spasms  of  the  back  musculature  can  result  in 
opisthotonos.  The  seizure  that  is  typical  of  teta- 
nus is  characterized  by  a sudden  burst  of  tonic 
contractions  of  muscle  gi'oups  causing  opisthoto- 
nos, flexion  and  adduction  of  the  arms,  clenching 
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oi  the  lists  oil  the  thorax  and  extension  of  the 
lower  extremities.^  Reflex  spasms  are  often  easily 
provoked  by  stimuli  to  the  patient  siuh  as  noise 
or  mani|)nlation.  Sustained  spasms  may  leave  the 
patient  hypoxic  and  exhausted:  laryngeal  spasm 
( an  lead  to  asphyxia. 

Local  tetanus  is  rare  and  is  characterized  by 
persistent,  unyielding  rigidity  of  the  group  of 
muscles  in  close  proximity  to  the  site  of  the  injury. 
Symptoms  may  jiersisl  for  several  weeks  or  even 
for  a tuimber  of  months,  finally  disappearing 
without  residual  signs.  I'his  form  of  the  disease 
is  a milder  disease,  ivith  a mortality  rate  of  1 per- 
cent^  but  may  precede  generalized  tetanus. 

Cephalic  tetanus  is  an  unusual  form  of  the 
disease  that  has  a shorter  incubation  period  of 
only  one  or  tivo  days  and  characteristically  follows 
injuries  of  the  head  or  ctlitis  media.  The  jirognosis 
is  considered  to  be  extremely  poor  with  this  form 
of  tetanus.  .\n  outstanding  feature  of  cephalic 
tetanus  is  dysfunction  of  the  cranial  nerves,  singly 
or  in  anv  combination.  Generalized  tetanus  fol- 
lows the  development  of  cephalic  disease  in  some, 
but  not  all,  cases. 

The  diagnosis  of  tetanus  remains  a clinical  one, 
with  a history  of  injury  to  an  unimmtmized  per- 
son followed  Ity  the  signs  and  symptoms  described 
above.  Cultures  are  positive  in  less  than  ,50  jier- 
cent  of  patients  and  are  not  reliable  in  making  the 
diagnosis  since  C.  tctaiii  may  be  found  in  the  stool 
of  normal  persons.  The  wliite  blood  cell  count 
may  be  normal  nr  increased.  Examination  of  the 
C.SF  is  normal.  The  diagnosis  often  results  after 
exclusion  of  trismus  due  to  localized  conditions, 
phenothiazine  toxicitv,  meningitis,  tetanv  dne  to 
hypocalcemia  or  alkalosis,  “stiffrnan  svndrome,” 
strychnine  poisoning,  sublnxation  of  the  mandi- 
ble, hysteria,  and  acute  anxiety  attacks  with  hyper- 
ventilation. In  those  patients  with  tetanus  the 
increased  muscle  tone  in  the  masseters,  abdominal 
and  paraspinal  muscles  ]iersists  between  spasms.*^ 

Tetanus  should  be  treated  in  an  intensive  care 
setting  where  the  expertise  of  various  subsi)ecial- 
ists  are  readily  available.  The  mainstay  of  treat- 
ment is  outlined  in  Table  1.  Passive  antibody 
therapy  ■will  not  neutralize  neurotoxin  already 
fixed  in  the  CNS,  but  it  will  prevent  further 
fixation  of  toxin  and  it  appears  that  it  does  reduce 
mortality."  Although  the  optimum  dose  has  not 
been  determined,  human  tetanus  immune  globu- 
lin (TIG),  3000-()000  units  is  recommended  to  be 
given  intramuscularly  early  after  diagnosis. 


TABLE  1. 

TREATMENT  MODALITIES  FOR  TETANUS 

Passive  antibody  therapy  ( LIG) 
Debridement  ol  wound 
.\ntil)iotic 
. V i 1 \v  a y m a n agent  e n t 
Neuromuscular  control 
.Sedation 
Spasm 
Seizures 
Immunization 
Ouiet  cm  ironment 

Equine  antitoxin  apitears  to  be  etjually  effective 
as  human  TIG,^  but  clearly  the  preference  is  with 
the  human  product.  Debridement  of  the  wound 
is  important  in  order  to  remove  loxin-piaxlucing 
organisms  and  alter  the  anaerobic  environment. 
Debridement  slntuld  perhaps  be  delayed  until 
several  hours  after  the  patient  receives  the  anti- 
toxin because  free  tetanospasmin  may  be  mobil- 
ized into  the  bloodstream  at  the  time  of  debride- 
ment.i  .Antibiotics  have  a less  clear  role  but  are 
usually  administered  to  destroy  any  organisms 
remaining  after  debridement.  Penicillin  is  the 
drug  of  choice  because  it  is  highly  ellective  against 
the  tetanus  bacillus  and  its  limited  spectrum  is 
less  likely  to  jjredispose  ])atients  to  supcritifection. 
The  dosage  is  1.2  million  units  of  jienicillin  G 
intravetiously  every  six  hours  for  ten  days,  or  1.2 
million  units  of  procaine  penicillin  ome  dailv  for 
ten  days.  Tetracycline,  chloramphenicol  and 
erythromycin  are  also  effective  against  G.  tetani. 
Our  patient  received  staphylococcal  coverage  with 
the  semisynthetic  penicillin  in  addition  to 
])enicillin. 

Because  of  the  high  incidence  of  respiratory 
complications  iti  tetanus,  particularly  laryngeal 
spasm,  the  impoitance  of  early  airway  manage- 
ment is  critical.  Ititubation  of  the  trachea  should 
be  carried  out  if  maintenance  of  the  airway  is  in 
any  dordx.  The  intubation  of  our  patient  prior 
to  transfer  is  one  of  the  major  reasotis  he  walked 
out  of  our  hospital. 

Control  of  the  neuromuscular  manifestations 
of  tetanus  is  also  important.  Diaxepam  (Valium) 
has  been  considered  to  be  the  drug  of  choice  in 
treating  tlie  muscular  rigidity.  Dosages  vary  from 
two  to  20  mg  every  one  to  eight  hours,  titrated  to 
produce  the  desired  effects  of  reduced  muscle 
rigidity  and  mild  sedation.  Oxygen  consumption 
has  been  shown  to  be  three  to  five  times  above 
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normal  in  patients  with  tetanus  and  treatment 
avitli  diazepam  returns  oxygen  consumption  to 
near  normal.-  Amnesia  is  a secondary  but  uselul 
feature  of  the  drug.  In  mild  cases,  diazepam  may 
be  the  only  therapy  needed.  However,  it  does  not 
jnevent  retlex  spasms;  adjunctive  therapy  with 
nem omuscular  blocking  agents  is  retpiired  for 
this  manifestation.  Cihlorpromazine  (Thorazine) 
in  doses  of  four  to  12  mg  in  the  infant,  and  50  to 
150  mg  IM  in  adults  every  four  to  eigiit  hours  lias 
been  used  in  concert  ^vith  diazepam  to  minimize 
rigidity  and  decrease  the  frequency  of  sjjasms 
while  sparing  the  sensorium  and  respirations.  As 
described  below,  autonomic  instability  is  often 
prc.sent:  therefore,  Itlood  pressure  must  be  closely 
monitored  because  of  the  hypotensive  effect  of 
phenothiazines  in  some  patients. 

The  barbiturates,  secobarbital  (.Seconal)  and 
])entobarbital  (Nembutal),  are  frecpiently  used  to 
treat  the  seizures  that  may  occur  in  tetanus.  The 
initial  dose  is  thiee  to  five  mg  per  0.5  mg  IM  for 
children,  and  100  to  150  mg  IM  for  adults  every 
one  to  lour  hours,  and  should  be  titrated  to  tbe 
])oint  of  producing  some  sedation  and  preventing 
convulsions  but  maintaining  a semi-arousable 
state  for  the  patient. 

Severe  cases  of  tetanus  with  prolonged  clonic 
reflex  spasms  leading  to  hypoxia  should  receive 
neuromuscular  blocking  agents  and  mechanical 
ventilation.  Patients  treated  in  this  way  should 
be  adetpiately  sedated  to  avoid  normal  mentation 
while  paralyzed.  A combination  of  diazepam  and 
narcotics  |jroduce  sedation,  amnesia,  and  pain 
rebel.  D-tubocurarine  has  been  the  mainstay  of 
neuromuscular  Itlocking  agents  used  to  treat  se- 
vere cases  ol  tetanus,  but  has  been  shown  to  cause 
hypotension  by  histamine  release  and  ganglionic 
blocking.  Metocurine  (.Metid^ine)  lacks  this  hyqx)- 
tensive  ellect  while  producing  paralysis. 1 his 
agent  then  miglit  be  a better  choice  than  D- 
tubocurarine  in  preventing  the  hypoxia  that  ac- 
companies seizures  in  these  patients.  Pancuron- 
ium (Pavidon)  was  utilizeil  in  our  jjatient  as  an 
effective  neuromuscular  blocking  agent. 

(General  supportive  measures  (Table  2)  are  also 
critical  in  the  care  of  the  patient  with  tetanus  in 
addition  to  the  specific  methods  described  above. 
Attention  must  be  directed  to  nutrition,  either 
jjarenterally  or  via  tube  feedings,  since  a three  to 
four  week  period  without  eating  should  be  antici- 
patetl.  Atelectasis  after  tracheal  intubation  should 
be  minimized  with  the  use  of  sighs  from  the  me- 
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TABLE  2. 

COMPLICATIONS  TO  BE  AVOIDED 
BY  GENERAL  SUPPORT  MEASURES 

Malnutrition 
Atelectasis,  Pneumonia 
Skeletal  contractures 
Decidiitus  ulcers 
Pulmonary  emboli 
Gastric  stress  ulcers 

chanical  ventilator.  Despite  these  efforts  in  our 
jratient,  therapeutic  bronchoscopy  was  required. 
Avoidance  of  contractures  from  long-term  immo- 
bility is  attempted  by  physiotherapy  during  con- 
valescence. Fretjuent  turning  of  the  patient  mini- 
mizes the  occurrence  of  decubitus  ulcers.  A 
patient  with  tetanus,  like  any  patient  with  this 
degree  of  immobility,  is  at  increased  risk  for 
pulmonary  emboli;  low  doses  of  subcutaneous 
heparin  (5000  units  every  12  hours)  might  be  use- 
ful to  prevent  deep  vein  thrombosis.  Antacids 
should  be  given  in  severe  cases  in  an  attempt  to 
avoid  stress  idcers  of  the  gastric  mucosa.  As  much 
as  it  is  po,ssible,  the  patient  shoidd  be  in  a quiet, 
semidark  environment  for  the  necessary  nursing 
care.  A patient  should  be  manipulated  as  little  as 
jtossible  to  avoid  initiating  reflex  spasms. 

Complications  remain  major  contributors  to 
the  morbidity  and  mortality  of  tetanus.  Respira- 
tory complications  are  frequent.  A restrictive 
ventilatory  defect  results  from  rigidity  of  chest 
wall  muscles  which  leads  to  reduced  pulmonary 
defenses.  Tliis  increases  the  incidence  of  atelecta- 
sis and  bacterial  pneumonia.  Nosocomial  penu- 
monia  is  a major  cause  of  death  in  these  patients 
and  is  found  pathologically  in  50  to  70  percent  of 
cases  that  come  to  autopsy.-  In  addition,  it  has 
been  noted  that  patients  with  tetanus  have  a de- 
creased ventilatory  response  to  CO^  which  returns 
to  normal  after  recovery.^ 

Cardiac  complications  may  be  either  the  result 
of  hypoxemia  or  a direct  myocarditis  from  the 
toxin.-  Others  have  postidated  toxin-induced 
brainstem  failure  with  sidrsequent  cardiovascular 
dysfunction  from  vagal  nerve  ilisruption.**  Pa- 
tients are  also  prone  to  arrhythmias  and  as  many 
as  30  percent  manifest  ST-T  wave  changes  in  the 
ECG  which  appear  to  be  caused  either  directly  by 
lesions  in  the  CN.S  or  indirectly  via  increased 
sympathetic  activity.^*^ 

An  often  overlooked  but  major  contribution  to 
cardiovascular  complications  is  sympathetic  ner- 
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\()ii.s  .system  dysluiK  I ioii.  These  abnormalities 
usually  develo])  dm  inf>  the  second  or  third  week 
and  may  be  considered  to  occur  in  three  phases. 
Hecanse  of  the  importance  in  treatino  these  com- 
plications to  reduce  mot  tality,  iliscnssion  in  some 
detail  is  ])resentcd.  Initially,  the  sympathetic  ner- 
vous system  becomes  increasingly  overact ive  and 
may  manifest  itself  as  a “sympathetic  ci  isis.’’  'This 
[)ha,se  was  first  described  in  l!)bS  and  it  is  the  most 
serious  complication  of  tetanus  once  the  airway 
has  been  .secured.  .\n  isolated,  unexplained  tach- 
ycardia may  be  an  early  indication  of  the  onset  ot 
this  phase,  but  the  predominant  features  are  a 
progressive  increase  in  the  mean  systolic  blood 
pressure  bitt  with  rviile  swings  of  blood  jnessure 
readings  along  with  high  cardiac  output,  tachy- 
arrhythmias and  an  increase  in  the  systemic  vascu- 
lar resistance.  .\n  example  of  the  autonomic 
dysfunction  in  our  jratient  is  the  marked  lability 
of  blood  pressure  :is  shown  in  Table  3.  Myocar- 
dial irritability  is  indicated  by  frecpient  prema- 
ture ventricular  contractions.  Profuse  sweating 
may  occur  in  the  absence  of  fever,  and  hypeipy- 
rexia  may  be  seen  in  the  absence  of  infection. 

Prompt  recognition  and  therapy  of  this  jrhase 
of  sympathetic  nervous  system  overactivity  are 
important  in  reducing  mortality  in  this  disease. 
I he  treatment  ntili/ed  to  modidate  sympathetic 
overactivity  has  two  main  aims  and  retpnres  ag- 
gressive monitoring  including  direct  blood  pres- 
sure measurement  and  pulmonary  artery  cath- 
eterization. The  first  aim  is  to  block  alpha  ad- 
renergic tierve  endings  to  retluce  the  systemic 
vascular  resistance  and  thereby  control  the  hypet- 
tensive  crises.  Phentolamine,  pentolinium  and 
guanethidirie-type  drugs  may  be  used  foi  this 

TABLE  3. 


SYSTOLIC  BLOOD  PRESSURES  OVER  A 
FOUR-HOUR  PERIOD  IN  A PATIENT 


WITH 

TETANUS 

T imt* 

Systolic  Pressure** 

0 

130 

120 

220 

15 

Ml 

135 

150 

30 

120 

150 

220 

15 

125 

165 

170 

60 

170 

180 

1 10 

lb 

100 

195 

80 

90 

«() 

210 

90 

105 

180 

235 

1 10 

250 

88 

Minnies. 

**No  therapeutic  intervention  was  given  during  this  lime. 


ptirpose.  rile  setond  aim  ol  therapy  is  to  redttte 
the  ,sym[)atheii(  drive  to  the  heart  by  ])artial  beta 
blockade  with  propranolol  which  may  be  given 
either  1\'  or  by  \(i  tube.  It  should  be  letalled 
tluti  parenteral  doses  should  start  at  0.,5  mg  and 
be  titrated  according  to  heart  rate.  Life-tin eaten- 
ing  episodes  of  bradycardia  with  subsetjuent 
cardiac  arrest  have  been  reported  in  these  jiatients 
on  pro|)i  anolol  iluring  tracheal  sm  tion.  Hypoxia 
may  contribule  to  this  complication  and  might 
be  eliminated  or  minimized  by  preoxygenation 
and  caieful  suction  technicpies.''^  Paraldehyde  in 
doses  up  to  12  cc  every  six  hours  by  NO  or  LM 
has  also  been  projxised  to  prevent  the  complica- 
tions of  synijiathetic  overactivity  in  the  same  way 
that  it  has  been  used  for  delirium  tremens.’-  d’he 
differential  of  this  synijiathetic  overactivity  in- 
cludes jiulmonary  emboli,  jineumonia,  jineumo- 
thorax,  sejiticemia,  other  concurrent  illness  such 
as  acute  ClI  bleed  or  visceral  jierforat ions.  d'he,se 
comjilications  must  obviously  be  exc  luded  before 
ascribing  the  signs  to  autonomic  overactivity. 

1 he  second  jiliase  of  autonomic  dysfunction  is 
characterized  by  hyjiotension.  Synijiathetic  ac- 
tivity ajijiears  to  lie  minimal  excejit  when  the 
jiatient  is  stimulated.  The  cardiac  index  during 
this  hyjioteiisive  jieriod  is  only  slightly  less  than 
normal  and  urine  outjiut  is  usually  well  main- 
tained. I’he  hyjiotension  can  be  managed  by 
using  jihysiologic  stimuli,  such  as  elevation  of  the 
legs  which  increa.ses  blood  return  or  tracheal  suc- 
tioning or  jiainful  stinudation  which  releases 
endogenous  catecholamines.  If  necessary,  exoge- 
nous catecholamines  such  as  dojiamine  may  be 
used  if  fluid  rejilacement  alone  is  not  succe.ssful. 

In  the  third  jihase  there  is  a lesurgence  of 
synijiathetic  activity  although  not  to  the  ex- 
cessive levels  seen  in  the  early  jihase.  Phis  ac  tivity 
gradually  moderates  and  normal  autonomic  fuuc- 
tion  reajijiears  during  the  recovery  jieriod. 

Orthojiedic  c (inijilications  include  dislocation 
of  the  temjioro-mandibular  and  shoulder  joints. 
Fractures  of  mid-thoracic  vertebrae  ajijiear  to  be 
clue  to  severe  sjiasms,  and  are  jiarticularly  com- 
mon among  children  and  adolescents.  1 hey  usu- 
ally do  mil  result  in  neurological  secjuelae  cither 
than  jiain  at  the  site  of  the  fracture. 

Retention  of  mine  results  when  jieiineal  mus- 
cles ate  aflecled  with  sjiasm.  G1  comjilicatious 
include  stress  ulcers,  jiaralytic  ileus  and  severe 
constijiation.  High  fever  usually  indicates  a sec- 
ondary iideclion.  Pneumonia  is  the  most  ccim- 
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inon  infection  but  may  lie  difficult  to  diagnose 
because  of  the  fiecjnency  of  atelectasis.  Other  fre- 
quent sites  of  infection  include  the  original 
wound,  decubitus  ulcers  and  the  urinary  tract. 
Ihine  evaluation  I)y  urinalysis  and  culture  if  in- 
dicated should  be  routinely  done  twice  weekly. 

1 here  are  several  controversial  treatments 
available.  The  use  of  steroids,  both  intrathecally 
and  systemically.  has  been  advocated  but  their 
use  is  generally  not  accepted  in  this  country.^ 
Hyperbaric  oxygen  is  impractical  in  most  areas 
and  has  not  been  proven  to  be  effective.  Recently 
use  of  cholinesterase-restoring  agents  such  as  prali- 
doxime  has  been  recommended. A recent  re- 
port of  the  efficacy  of  human  TIG  given  intra- 
ihecally  is  intriguing.  The  group  receic  ing  stand- 
ard intramuscular  TIG  had  a significantly  higher 
incidence  of  more  severe  manifestations  and  death 
than  a similar  group  that  had  I'lG  given  into  the 
lumbar  GSF.’-'  ']  hese  data  need  confirmation  but 
may  offer  a real  advance  in  tetanus. 

Several  factors  are  useful  to  assist  in  deter- 
mining the  prognosis  of  the  disease.  higher 
mortality  rale  has  been  seen  in  the  very  young 
and  very  old,  in  patients  with  a short  incidjation 
period,  and  in  those  with  s)mpathetic  overactiv- 
ity. Elevations  of  BUN  and  SGOT  upon  admis- 
sion also  ajipear  to  be  associated  with  a poc^r  prog- 
nosis.Several  portals  of  entry  are  associated 
with  an  unfavorable  outcome,  especially  those  of 
narcotic  addicts  that  are  “skin  poppers,"  i.e.,  drug 
users  who  give  themselves  subcutaneous  rather 
than  IV^  injections.  Perhaps  this  is  because  heroin 
is  frequently  “cut"  with  t|uinine,  which  tan  dras- 
tically lower  the  redox  potential  at  the  site  of  in- 
jection and  favor  the  growth  of  C.  tetani.’’ 


Tetanus  is  a completely  preventable  disease. 
Since  Clostridium  tetani  is  so  ubiquitous  in 
nature  the  only  hope  for  prevention  of  tetanus 
lies  in  immunization  programs.  Since  “herd  im- 
munity,” as  occurs  with  measles  or  rubella,  is  not 
applicable,  each  indic  idnal  must  have  antibody 
lor  protection.  A person  is  protected  from  tetanus 
after  a course  of  active  immunization  (see  Table 
-1).  A child  or  adult  has  had  adecjuate  immuniza- 
tion against  tetanus  if  he  has  had  three  closes  of 
tetanus  toxoid  followed  by  a booster  one  year 
after  the  last  close. In  a child,  this  is  accom- 
plished by  immunizing  with  diptheria  and  teta- 
nus toxoids  and  pertussis  vaccine  at  two,  four, 
six  and  eighteen  months  of  age.  Any  patient  who 
had  childhood  immunization  does  not  need  an- 
other booster  for  at  least  ten  years,  except  if  he 
has  a tetanus-prone  wound.  An  adult  without 
childhood  immunization  can  be  immunized  ade- 
cpiately  by  giving  three  tetanus  toxcjid  injections 
at  one  month  intervals  and  a booster  injection 
one  year  after  the  third  injection.  In  a person 
previously  adecptately  immtinized,  a booster  of 
tetanus  toxoid  will  produce  safe  antibody  titers 
in  24  hours  or  less.  Adequate  immunizations  of 
mothers  will  prevent  neonatal  tetanus  as  well. 
Because  tetanospasmin  is  so  potent,  a person  with 
tetanus  may  not  be  immnnizetl;  the  toxin  is  not 
present  in  cpiantities  suflicient  to  invoke  an  im- 
mune response. 

Determinations  of  “aclec|uate”  immunization 
in  the  presence  of  a fresh  wound  is  a frecjuent 
problem.  It  the  history  of  immunity  is  negative 
or  unknown  and  the  wound  is  obciously  con- 
taminated, as  in  a penetrating  abdominal  wound, 
c rush  injury  or  in  a grossly  dirty  or  old  laceration. 


TABLE  4. 


GUIDELINES  FOR 

TETANUS  IMMUNIZATION 

Il'ouud* 

I’revioits  Iiinniiiiization 

f.oii’-Riik 

High-Risk 

Neglected 

None  or  incomplete 

retaniis  to.xcjid** 

l etanus  toxoid 

Tetanus  toxoid 

( 1 or  2 doses) 

plus  50011  tig*** 

plus  500  U TIG 

Ftdl  but  with  no 

1 etanus  toxoid 

Tetanus  toxoid 

l etanus  toxoid 

booster  or  >10 
years  since  booster 

plus  500  U TIG 

Eull  wdth  bocjster 

None 

Tetanus  toxoid 

l etanus  toxoid 

within  10  years 

if  >5  years 
since  booster 

plus  500  U TIG 

* ^Vou^(l;  High-risk  are  those  tvith  anaerobic  conditiojis  or  more  likely  to  have  been  exposed  to  tetanus  spores. 
Neglected  are  those  with  anaerobic  conditions  that  have  not  received  medical  attention  for  >24  hours. 

**  Tetanus  toxoid  should  be  given  as  Td  for  adults  to  include  diphtheria  toxoid.  In  6-ycar-old  or  less,  DPT  should  be 
utilized. 

#*#  xiG:  Human  tetanus  immune  globidin. 
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human  I'lCi  .shouki  be  given  at  a dose  ol  at  least 
500  units  in  patients  ten  years  or  older,  125  units 
in  patients  live  to  10,  ;tnd  75  nnits  in  jiatients 
less  than  live.  In  addition,  ac'li\e  innnuni/;tt ion 
should  l)e  started  at  the  dose  of  0.5  cc  IM  and 
ttdtlil ionttl  injections  of  tetanus  toxoid  repettted 
until  the  series  is  complete,  d'he  TKi  and  toxoid 
should  be  given  with  different  syringes  at  tlif- 
ferent  sites  but  may  be  given  at  the  same  time. 
Similar  tre;ttmcnt  is  ttppropiiate  if  the  patient  is 
known  to  Ittive  had  two  or  fewer  tetanus  toxoid 
immuni/ations  in  the  face  of  a (ontaminaied 
wound. 

Patients  with  incomplete  but  partial  immuni/;t- 
tions  who  have  recent  and  dean  wounds  should 
leceive  standard  tetanus  toxoid  immuni/at ion, 
tvith  completion  of  the  series  at  the  apjjropriate 
intervals. 

While  inadetptatc  immunization  may  have  dis- 
asterous  consetjuences,  overimmunization  may  be 
undesiralile  as  well.  Imliscriminate  administia- 
tion  of  tetanus  toxoid  has  been  shown  to  produce 
antibody  levels  10  to  2,500  times  the  minimal 
protective  level.  Such  excessively  high  antibody 
titers  may  be  responsible  for  an  increased  inci- 
dence of  such  ttdverse  reactions  to  the  booster  ;is 
urticaria,  angionenrotic  edema  and  the  Arthns 
phenomenon.^'’ 

In  snnnnary,  we  have  recently  had  the  oppor- 
tunity to  snccesslully  treat  a ptiticnt  with  severe 
tetanus.  His  case  allows  discussion  of  the  ejhde- 
miology,  pathophysiology,  clinical  manifestations 
and  treatment  of  this  serious  illness.  It  is  ittigic 
that  anyone  develops  tetanus  sim  e it  is  completely 
preventable  with  oidy  minimal  meilical  interven- 
tion. However,  continued  interest  in  this  disetise 
that  is  rare  in  Aikansas  must  be  maintained  by 
medical  personnel  to  ensuie  adetpiate  immunity 
by  the  population. 
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National  Institutes  of  Health  Consensus  Development 
Conference  Statement  — Coronary  Artery  Bypass  Surgery: 

Scientific  and  Clinical  Aspects 


December 

Consensus  Development  Conference  was 
held  at  the  National  Institutes  of  Health  on  De- 
cemher  3,  4,  and  5,  11)80.  The  purpose  of  the 
conference  was  to  consider  the  status  of  coronary 
artery  byjtass  surgery  in  relation  to  five  specific 
questions: 

1.  What  is  overall  management  of  patients 
with  coronary  artery  disease  — that  is,  in 
what  context  shoidd  coronary  artery  surgery 
be  considered? 

2.  What  constitutes  a reasonable  diagnostic 
workup  before  recommending  medical  or 
surgical  therapy? 

3.  What  is  known  aljout  long-term  survival 
with  coronary  artery  bypass  surgery  in  spe- 
cific patient  grotqjs? 

4.  What  is  known  about  long-term  cjuality  of 
life  following  coronary  artery  l)ypass 
surgery? 

5.  Wdrat  is  the  range  of  success  rates  for  the 
procedure  in  \arious  settings,  and  what 
factors  may  be  important  in  influencing 
this  f)utcome? 

1.  What  is  overall  management  of  patients  with 
coronary  artery  disease  — that  is,  in  what 
context  should  coronary  artery  surgery  be 
considered? 

Coronary  heart  disease  may  be  recognized  by 
the  physician  as  the  clinical  syndromes  of  angina 
pectoris,  acute  myocardial  infarction,  sudden 
cardiac  arrest  or  ischemic  cardiomyopathy.  It 
may  also  be  recognized  in  an  asymptomatic  form 
by  defection  ol  elect)  ocardiographic  evidence  of 
pi  ior  myocardial  infarction  not  recognized  din- 
ing the  acute  episoile  or  by  characteristic  abnor- 
malities of  the  electrocardiogram  during  exercise 
testing  of  a|iparently  healthy  persons.  Once  sus- 
]jected  by  the  jihysician,  the  diagnosis  may  be 
confirmed  with  various  levels  of  certainty  by 
utilization  of  one  or  more  special  diagnostic  tests. 
'The  tests  most  commonly  used  include  the  elec- 
trocardiogram recorded  during  and  after  moni- 
tored graded  exercise,  in  some  institutions  radio- 
nuclide studies  of  myocardial  perfusion  and  ven- 
tricular function  at  rest  and  in  response  to  exer- 
cise, and  coronary  arteriograjihy  with  left  ven- 


-5,  T980 

tricular  angiography.  In  addition  to  confirming 
tlie  diagnosis,  such  studies  may  provide  informa- 
tion as  to  the  pathological  anatomy  of  the  coro- 
nary arteries,  the  functional  condition  of  the  left 
ventricle  and  the  overall  response  of  the  circula- 
tion to  stress.  I hese  data  may  be  ccrmbined  with 
those  obtained  from  the  medical  history  and 
physical  examination  and  with  detailed  knowl- 
edge of  the  natural  history  of  the  disease  derived 
from  many  long-term  follow-up  studies  of  pa- 
tients having  such  testing  to  form  definable  sub- 
sets of  jiersons  with  widely  different  prognoses. 
Since  a fundamental  aspect  of  advanced  coronary 
heart  disease  is  a greatly  increased  probability  of 
sudden  death  or  myocardial  infarction,  such 
jjrognostic  information  strongly  influences  the 
decision  on  whether  to  add  coronary  artery  by- 
pass surgery  to  the  overall  lifelong  medical  man- 
agement recommended.  If  the  combined  data  in- 
dicate that  the  patient  is  at  high  risk  of  sudden 
death  or  infarction  — for  example,  the  patient 
with  .severe  stenosis  of  the  main  trunk  of  the  left 
coronary  artery  or  severe  and  proximal  stenosis 
of  midtiple  major  coronary  branches  — especially 
serious  consideration  is  given  for  surgery.  On 
the  other  hand,  if  the  studies  indicate  that  there 
is  no  critical  stenosis  of  any  major  coronary 
branch,  then  clearly  surgery  is  not  indicated  and 
medical  treatment  is  advised. 

But  a very  large  percentage  of  patients  fit  be- 
tween these  extreme  examples.  In  these  patients, 
1 ecommendations  for  medical  or  surgical  therapy 
are  based  upon  two  fundamental  (juestions.  One 
(juestion,  often  most  anxiety  provoking  to  the 
patient,  relates  to  the  perception  of  the  physician 
and  the  patient  as  to  which  course  provides  the 
greatest  protection  from  disafiling  myocardial 
infarction  or  death.  The  second  question  relates 
to  which  course  will  allow  the  patient  to  obtain 
a satisfactory  quality  of  life  according  to  his  own 
standards.  The  answers  to  the.se  (juestions  remain 
highly  judgmental.  The  answer  to  the  first  is 
heavily  based  upon  the  physician's  interpretation 
of  a large  volume  of  sometimes  contradictory  data 
of  extraordinary  complexity.  The  answer  to  the 
second  is  heavily  ba.sed  upon  the  individual  pa- 
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tic'iu's  response  to  inedie;il  lliempy  and  to  his  or 
Iier  priorities. 

It  is  (ominon  practice  lor  tlie  physician  and 
patient,  wlien  laced  with  this  prohlein,  to  initiate 
( c)inpreliensi\e  medical  tlierapy  with  siihsecpicnt 
periodic  reevaluation  ol  the  jKitient's  i espouse  to 
his  treatment.  It  is  critically  important  to  recog- 
nize that  apjtropriate,  compi ehensive  medical 
care  ot  the  jjatient  with  corotiary  heart  disease  le- 
cpiires  an  intensive  ellort  on  the  jtart  ol  the  phy- 
sician, invohittg  consitlei ation  ol  almost  eveiv 
aspect  ot  the  patients  lile.  It  recpiires  carelul 
education  of  the  [jatient  and  sjroirse  oti  the  nature 
ot  the  disease  and  its  matiagement  so  as  to  allow 
adecpiate  sclt-care  on  a cotitinuing  basis  and  to 
allow  the  patient  to  participate  knowledgeably 
in  major  decisiotis  altecting  his  or  her  life.  It 
lecpiires  optimal  control  of  risk  factors  for  ather- 
osclerosis and  modification  of  lifestyle  approjtri- 
ate  to  the  constraints  imposed  by  the  illness, 
riiis  may  affect  both  work  and  leisure  acticities. 
It  may  recpiire  long-term  administration  of  such 
potent  medications  as  nitroglycerin,  beta-adren- 
ergic blocking  drugs,  long-acting  nitrates,  anti- 
arrhythmic  agents  and  digitalis,  among  others. 
Kffective  and  safe  utilization  of  these  therapeutic 
agents  recjuires  careful  titration  of  dosage  against 
both  subjective  and  objective  indices.  If.  after 
such  careful  and  intensive  medical  treatment, 
the  patient  believes  that  the  cjuality  of  life  is  so 
adversely  affected  that  other  alternatives  must  be 
sought,  then  surgical  therapy  may  fte  advised  in 
patients  suitable  tor  this  operation.  It  must  also 
be  recognized  that  in  many  cases  dissatisfaction 
with  the  altered  lifestyle  itnposcd  by  the  ilhiess 
is  the  result  of  itiadecpiate  attention  to  the  de- 
tails ol  management;  failitre  of  the  physiciati  to 
educate  the  patient  coticerning  approjniatc  use 
of  the  indicated  medicatiotis  tnay  be  a partic  ularly 
importatit  cause  of  this  outcotne. 

In  patietits  with  chronic  stable  angina  atul 
good  ventricular  performance,  aorto  coronary  re- 
vascularization of  the  heait,  whether  with  auto- 
logous vein  or  artery,  has  had  a progressive  de- 
clitie  iti  t:)i:ierative  mortality  to  levels  as  low  as 
1 to  2 percent  at  major  surgical  centers.  A cor- 
responcling  decrease  iti  perioperative  myocardial 
itdarction  has  been  achieved,  d’hese  lesults  are 
assutned  to  relate  to  better  matiagement  ol  anes- 
thesia, more  complete  myocardial  revasculariza- 
tion and  improved  methods  for  protecting  the 
heart  during  the  period  of  coronary  grafting. 


I heie  seems  to  be  no  doubt  that  coionai  y bypass 
sitrgery  can  imprene  myocardial  perlitsion.  Pa- 
tency of  aorto-c Ol onai  y saphetious  veiti  gi  alts  has 
been  iti  the  range  of  SO  to  S.5  percent  two  years 
after  operation.  I lie  procedure  has  been  widely 
accepted  as  treatmetit  iti  patietits  with  utiaccept- 
able  sytnptoms  on  medical  therapy  atid  iti  certaiti 
other  subsets  of  patietits  with  corotiary  artery 
disease. 

2.  What  constitutes  a reasonable  diagnostic 
workup  before  recommending  medical  or 
surgical  therapy? 

reasonable  diagnostic  workup  of  a patient 
with  angitia  pectoris  de|)ends  upoti  the  clitiical 
problem  at  issue.  Instability  and  severity  of 
angitia,  elfect  of  disease  on  the  cpiality  ol  lile, 
cardiac  function  atid,  to  a certain  degree,  age, 
play  a role  in  determitiing  the  workup  of  each 
patient.  I'lie  workup  should  be  clotie  as  efficient- 
ly as  possible  to  provide  definitive  itiformatioti 
upon  which  clinical  decisiotis  can  be  made.  Ibi- 
necessary  and  redundant  jirocedures  slionld  be 
ac'oicled. 

In  some  patients  the  clinical  jiicture  itidicatcs 
the  need  for  anatomic  defitiition  of  the  coronary 
anatomy  to  determine  operability,  d here  is  con- 
sensus that  patients  with  stable  atigitia  whose 
cjuality  of  life  is  signific atitly  impaiicd  by  their 
syni|itoms  should  undergo  coronary  arteriogra- 
phy. Further,  in  patients  with  unstable  atigina, 
corcrtiary  arteriography  shoitld  be  performed  chtr- 
itig  the  initial  phase  of  hospitalization:  if  max- 
imal medical  therapy  does  tiot  relieve  sytnptoms, 
this  procedure  should  be  clotie  urgently.  Fhere 
is  cotisensus  that  corotiary  artery  bypass  graft 
surgery  is  itidicated  in  patietits  with  unacceptable 
symptotns  on  appropi  iate  medical  treatment  or 
w'ith  recurrent  unstable  atigina,  but  the  dccisioti 
to  operate  must  also  depend  on  results  of  itivasi\'e 
stitches. 

Iti  patietits  with  ty|)ital  angitia  not  sufficiently 
severe  to  dictate  surgery  for  relief  of  sytnptoms, 
notiinvasive  cardiac  testing  may  be  carried  out 
initially  in  the  attetnpt  to  idcntily  those  at  high 
risk  for  major  cardiac  events.  However,  there  is 
lack  ol  cotisetisus  oti  the  value  of  notiiinasive  test- 
ing iti  the  workup  ol  such  jiatients.  .Some  phy- 
sicians prefer  coronary  arteriogra]jhy  as  the  ini- 
tial diagnostic  |)rc)cechtre,  particularly  iti  the 
young  patient.  Others  recotimiend  exercise  elec- 
trocardiography in  an  altenijit  to  idetitily  pa- 
tietits with  significant  left  inaiti  or  triple-vessel 
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disease.  Such  patients  will  often  show  early 
and/or  excessive  ST  segment  deviations,  pro- 
longed ST  segment  tlepression  into  the  recovery 
period,  or  decrease  in  blood  pressure  during  the 
test.  In  this  category  of  patients  coronary  arteri- 
ography should  be  carried  out  and,  if  high- 
risk  pathology  is  found,  coronary  artery  bypass 
surgery  considereil.  d’he  use  of  radionuclide 
studies  to  idetitify  high-ri.sk  patients  with  left 
main  and  or  triple-vessel  coronary  disease  needs 
further  evaluation. 

There  is  lack  of  consensus  on  the  approach  to 
evaluation  of  patients  with  cpiestionable  or  atyp- 
ical angina.  Iti  such  patients  exercise  electro- 
cardiography may  be  helpful  in  the  identifica- 
tion of  those  with  significant  coronary  disease: 
such  identification  may  be  enhanced  by  radio- 
nuclide studies  in  conjunction  with  exercise  test- 
ing, particularly  in  jratients  with  resting  electro- 
cardiographic abnmnialiiies  which  impair  the 
interpretation  of  the  exercise  electrocardiogram. 
The  presence  of  (oronary  artery  tlisea,se  may  be 
indicated  by  tratisient  myocardial  perfusion  de- 
fects, wall  motion  abnormalities  or  an  abnormal 
response  of  the  left  ventricidar  ejection  fraction 
to  exercise.  Further  research  is  needed  to  de- 
termine the  role  of  ncrninvasive  testing  in  pa- 
tients with,  or  those  suspected  of  has  ing,  coronary- 
artery  disease. 

Survivors  of  an  acute  episode  of  myocardial 
infarction  are  at  high  risk  of  sudden  death  during 
the  first  year  after  the  infarction.  Recent  studies 
have  demonstrated  one-year  mortality  ranging 
from  10  to  15  percent  of  all  survivors.  Several 
investigators  have  rejiorted  that  these  patients 
can  be  divided  into  high-  and  low-risk  subgroups 
on  the  basis  of  clinical  information  and  such 
noninvasive  testing  as  exercise  electrocardiogra- 
phy, radionuclide  studies  of  ventricular  function, 
and  ambulatory  21-hour  electrocardiographic 
recording.  It  is  believed  that  high-risk  patients 
should  undergo  coronary  arteriography  and  left 
ventricular  angiography  followed  by  surgical  in- 
tervention if  the  coronary  anatomy  and  left  ven- 
tricular function  are  appropriate.  It  should  be 
recognized,  however,  that  the  course  of  these 
patients  undergoing  surgery  may  differ  from  that 
of  patients  with  stable  or  unstable  angina  and 
apparently  similar  coronary  anatomy  and  ven- 
tricular function,  in  that  they  appear  to  exhibit 
a greater  tendency  for  major  ventricular  arrhyth- 
mia. It  is  also  recognized  that  there  is  as  yet  in- 


sulficient  data  to  determine  whether  surgical  in- 
tervention will  reduce  the  mortality  of  this  spe- 
cial subset  of  patients  with  coronary  heart  disease. 
Because  of  the  relatively  large  number  of  patients 
included  in  this  high-risk  post-myocardial  infarc- 
tion subset,  and  the  present  uncertainty  as  to  the 
proper  course  of  management,  an  urgent  need 
exists  for  further  investigation  of  this  problem. 

d'he  problem  of  the  patient  with  coronary  dis- 
ease presenting  with  congestive  heart  failure 
needs  special  consideration.  It  is  important  to 
determine  whether  a lesion  amenable  to  surgery 
is  (ontrilniting  significantly  to  the  heart  failure, 
e.g.,  a ventricular  aneurysm,  severe  mitral  incom- 
])etence  and/or  a post-myocardial  infarction  ven- 
tricular septal  defect.  I’wo-dimensional  echo- 
cardiography or  radionuclide  ^ entriculography 
may  be  noninvasive  technicjues  of  help  in  the 
evalmition  of  such  patients. 

3.  What  is  known  about  long-term  survival  with 
coronary  artery  bypass  surgery  in  specific 
patient  groups? 

Fhe  impact  of  corcmary  artery  bypass  graft 
surgery  on  survival  of  patients  with  coronary 
artery  disease  has  been  the  focus  of  extensive  de- 
bate since  its  introduction.  In  considering  data 
on  survival,  the  severity  of  left  ventricular  dys- 
function has  been  determined  to  have  an  adverse 
effect  on  survival,  and  comparisons  betw'een  sur- 
gical and  medical  therapy  must  take  this  into 
account  as  well  as  the  anatomic  location  and  ex- 
tent of  disease  defined  by  coronary  arteriography. 

It  is  well  recognized  that  the  interpretation  of 
the  residfs  of  surgical  .series  by  compari,son  with 
historical  controls  is  difficult.  It  is  especially 
hazardous  in  the  assessment  of  coronary  artery 
surgery  because  of  marked  changes  between  early 
and  recent  results,  both  for  surgically  treated  and 
for  medically  treated  patients.  Several  recently 
published  series  with  long-term  follow-up  of  pa- 
tients undergoing  coronary  artery  bypass  surgery 
have  documented  an  impressively  low  operative 
mentality  with  remarkable  long-term  survival. 
At  the  same  time,  other  studies  have  noted  a 
marked  improvement  in  recent  years  in  the  sur- 
vival of  medically  treated  patients.  Accordingly, 
it  seems  unlikely  that  convincing  evidence  of  the 
betiefits  of  surgery  in  appropriately  defined  sub- 
groups can  be  effectively  assessed  from  other  than 
adeipiately  controlled  studies. 

There  is  consensus  that  coronary  artery  bypass 
surgery  in  patients  with  angina  pectoris  and 
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giCiiier  than  5(1  pt'Kcnt  narrowing  ol  tlic  hnninal 
diameter  of  the  left  main  (oionary  artery  resnits 
in  improved  snivival  when  compared  wiili  le- 
sidts  on  medically  treated  |)atieiits  legaiclless  of 
Iclt  ventricniar  limction  or  degree  ol  angimi 
pectoris.  (Sincival  rates  with  medical  and  sin- 
gic  al  therapy  were  (iO  and  SI)  percent  resjrec  t ively 
at  four  years  in  the  trial,  and  (>7  peicent 

and  (S9  percent  at  five  years  in  the  Eniopean  trial. 
Lett  main  coronary  artei  y stenosis  of  this  severity 
is  reported  in  approximately  10  percent  of  pa- 
tients nnclergoing  coronary  arteriography.*) 

There  are  only  a few  pros|)ective  randonri/ed 
trials  and  observational  studies  with  conenrrent 
medically  treated  controls  to  assess  the  impact  of 
surgery  on  survival.  Furthermore,  the  a])plica- 
tion  of  such  resnits  to  the  o\erall  population  with 
symptomatic  coronary  artery  disease,  treated  in 
a variety  of  centers,  must  he  done  with  caution. 
This  compounds  the  problem  of  judging  the  ef- 
fects of  coronary  artery  b\pass  surgery  on  sur- 
vival in  patients  tvith  three-vessel  disease  for 
whom  conflicting  data  exist.  (Three-vessel  coro- 
nary artery  disease  of  surgical  significance  is  re- 
potted in  30  to  40  jjercent  of  angiogiaphic 
studies.*)  The  V.A.  Cooperative  Randomized 
Trial  was  reviewed.  The  initial  report  failed  to 
demonstrate  imjMoved  survival  with  surgery  in 
]jatients  with  three-vessel  disease,  the  majority  of 
whom  had  moderate  impairment  of  left  ventrio 
idar  limction.  However,  if  one  accepts  the  analy- 
sis oi  the  y.\.  data  for  the  10  hospitals  (which 
include  87  percent  of  the  patients)  in  which  the 
average  operative  mortality  tvas  3.1  percent  and 
eliminates  the  three  outliers  in  which  the  aveiage 
operative  mortality  was  23  percent,  a significantly 
improved  survival  with  surgery  is  obseiwed. 
There  is  evidence  from  obser\ ational  studies 
which  suggests  improved  survival  in  patients  with 
lhrc?e-vessel  disease  and  moderate  impairment  of 
global  lelt  ventricular  function,  i.e.,  left  ventric- 
ular ejection  fraction  in  the  range  of  25  to  50 
percent. 

Data  were  re^  iewed  that  suggested  imjiroved 
survival  after  coronary  artery  bypass  grafting  in 
patients  with  three-vessel  disease  and  good  left 
ventricular  function  defined  as  left  ventricular 
ejection  fraction  greater  than  50  percent.  The 
European  Collaborative  Randomized  d’rial  clem- 

* Estimates  of  prevalence  of  lesions  found  on  coronary  angiograpliy 
have  a significant  dependence  on  the  criteria  for  angiograph\;  thus 
considerable  variability  may  exist  among  individual  institutions. 


onstrates  improved  sur\  ival  lor  .surgiciilh  treaied 
patients  in  this  subset,  d hough  the  dillerences 
observed  in  the  Eurt)|)ean  irial  ;ne  impressive 
(survival  rate  ;it  00  months  was  82  percent  for  the 
meclic;il  group  ;mcl  01  jxMcent  for  the  surgical 
grou|)),  there  is  c consensus  th;it  c onl irmation  of 
these  linclings  by  additional  studies  is  needed  be- 
lore  a linn  conclusion  can  be  re;ichecl  on  the 
ejuestion  of  improved  survival  in  p;itients  with 
three-vessel  disease  ;mcl  good  left  ventric  ular  func  - 
tion ifs  delinecl.  Other  smaller  randomized  trials 
and  observiitiomd  studies  have  yielded  conllict- 
ing  results  in  this  subset. 

d'he  two  large  randomized  studies  examined 
do  not  pros  icle  es  iclence  for  impros  ed  sni  vival 
with  surgery  of  jiatients  svith  two-ve.ssel  disease 
regardless  cvf  the  status  of  the  lelt  ventricle,  while 
some  observational  studies  have  suggested  im- 
provement in  survival  with  surgery  of  patients 
with  two-vessel  disease  and  moderate  impairment 
of  left  ventric  ular  limction.  There  is  no  evidence 
currently  available  to  sujfport  improved  survival 
after  surgery  in  patients  with  single-sessel  disease 
regardless  of  left  ventricular  functional  status. 

We  do  not  find  data  adecpiate  to  supjiort  the 
conclusion  of  im|)rovecl  survisal  with  surgery  in 
patients  with  severe  degrees  of  left  ventricular 
functional  impairment,  i.e.,  left  ventricular  ejec 
tion  fraction  less  than  20  percent. 

Review  of  the  National  Heart,  Lung,  and 
Blood  Institute  Multicenter  Randomized  Ihi- 
stable  .Angina  Pectoris  fi  lial,  whic  h exc  luded  pa- 
tients with  left  main  coronary  artery  disease  or 
jiersistent  unstahle  angina,  has  failed  to  sliow 
imprened  survival  of  those  treated  liy  urgent 
surgery  compared  to  tliose  treated  exclusively  by 
medical  management  unless  surgery  w.is  dictated 
by  chronic  symptomatology.  4 he  extent  to  which 
results  in  this  highly  selected  group  of  jiatients 
can  be  extrapolated  to  other  subsets  of  unstable 
angina  patients  is  not  established. 

It  is  iinjxmant  to  reemphasize  that  smgery 
may  still  be  ap])i opriate  in  patient  subsets  wdiere 
evidence  ol  improced  survival  with  surgery  is 
lacking  if  symptoms  of  myocardial  ischemia  are 
sufficiently  severe  or  if  large  areas  of  myocardium 
are  in  jeopardy.  Further  attempts  .should  be  en- 
couraged at  identifying  other  variables,  currently 
unmeasured,  which  may  affect  survival  and  thus 
provide  methods  for  more  critical  testing  of 
therapeutic  effec  tiveness. 
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4.  What  is  known  about  the  long-term  quality 
of  life  following  coronary  artery  bypass 
surgery? 

There  arc  lew  objective  criteria  Ijy  wliicli 
c|iiality  of  life  can  ite  assessed  following  coronary 
artery  byjiass  surgery.  'The  symptom  of  angina 
pectoris  is  reported  to  Ite  relieved  in  80  to  90 
percent  of  patients  undergoing  operation  for 
(hronic  stable  tingina.  Bypass  surgery  has  re- 
duced tlie  sidtsetpient  number  of  cardiac-related 
events,  amount  of  medication  recpiired  and  fre- 
cpiency  of  hospitalizations.  The  majority  of  post- 
operatice  patients  have  been  able  to  increase  their 
exercise  capacity  and  their  New  York  Heart  As- 
sociation functional  class.  "This  has  been  docu- 
mented by  improvements  in  functional  exercise 
testing,  angina  threshold,  left  ventricidar  wall 
motion,  left  ventricular  ejection  fraction  during 
exercise,  indices  of  myocardial  oxygen  consump- 
tion during  exercise  and  greater  lactate  extraction 
across  the  myocardium. 

Improvements  in  symptenns  and  functional 
capacity  associated  with  coronary  bypass  surgery 
theoretically  should  residt  iti  more  individuals 
returning  to  gainful  employment.  I’he  consensus 
is  that  this  expectation  has  not  been  accomplished. 
It  is  recognized  that  physicians  do  not  make  con- 
sistent recommendations  to  patients  regarding 
exercise  potential  and  enij^loyability  after  suc- 
cessful coronary  bypass  surgery.  Factors  extrane- 
ous to  the  ]jatient-physitian  relationship  such  as 
preoperative  work  status,  availability  of  nonwork 
income,  percejjtion  of  health,  age,  level  of  educa- 
tion, and  employer  attitudes  all  appear  to  influ- 
ence the  postoperative  etnployment  status. 
Whether  or  not  the  patient  returns  to  work  after 
coionary  bypass  surgery  depends  on  too  many 
nonmedical  factors  to  allow  any  conclusions  re- 
garding efficacy  of  therajry  based  on  this 
jjarameter. 

It  is  reported  that  angina  will  recur  err  progress 
after  bypass  surgery  in  about  5 percetit  of  pa- 
tients per  year.  In  approximately  two-thirds  of 
these  patients,  symptoms  are  related  to  closure  of 
the  vein  graft  or  progression  of  disease  in  the 
native  circidation.  This  tnay  be  related  to  per- 
sistent elevation  of  blocrd  lipids  or  poor  control 
of  other  risk  lac  tors.  The  entire  cpiestion  of  mech- 
anisms invoiced  in  progression  of  atherosclerosis 
in  the  cenonary  circidation  and  in  grafts  is  ini- 
jjortant  and  recpiires  further  investigation. 

■Similar  results  regarding  cjuality  of  life  have 


been  observed  in  patients  undergoing  coronary 
bypass  surgery  for  unstable  angina,  but  the  re- 
ported follow-up  data  are  of  shorter  duration 
than  those  cited,  which  are  based  predominantly 
upon  patients  with  stable  angina. 

5.  What  is  the  range  of  success  rates  for  the 
procedure  in  various  settings,  and  what  fac- 
tors may  be  important  in  influencing  this 
outcome? 

The  institutional  setting  in  which  bypass  graft 
surgery  is  performed  may  importantly  influence 
the  rate  of  success  of  the  operation  in  various 
clinical  subgroups.  Excellence  can  be  achieved 
in  a variety  of  hospital  settings  provided  ap- 
propriate medical  and  technical  support  is  avail- 
able to  complement  an  experienced  and  skilled 
surgical  team.  This  would  include  expertly  per- 
formed angiography  in  suitably  ecjuipped  labora- 
tories, the  availability  of  other  subspecialty  re- 
sources and  appropriate  laboratory  and  blood 
banking  facilities. 

Successful  intraoperative  management,  reflected 
in  low  rates  of  mortality,  perioperative  infarction 
and  other  postoperative  complications,  and  short 
hospital  convalescence  will  depend  not  only  upon 
surgical  skill  and  judgment,  but  also  upon  the 
availability  of  competent  anesthesiologists,  ef- 
ficient extracorporeal  support,  ojrtimal  myocar- 
dial preservation  techniejues  and  minimal  dura- 
tion of  myocardial  ischemia  consistent  with  op- 
timal revascularization. 

Postoperative  management  recpiires  a suitable 
intensive  care  facility,  dedicated  personnel  and 
the  availability  of  circulatory  support  systems. 

^Vith  the  experience  that  has  been  accumulated 
to  date,  the  following  expectations  for  hospital 
mortality  and  perioperative  infarction  are  achiev- 
able: 

• In  patients  with  chronic  stable  angina  pectoris 
and  normal  or  moderately  impaired  left  ven- 
tricular function,  a hospital  mortality  rate  of 
1 jiercent  is  generally  attainable,  and  a rate  of 
less  than  1 percent  is  possible.  The  incidence 
of  electrocardiographically  documented  peri- 
operative infarction  might  approximate  .5  per- 
cent. 

• In  the  syndrome  of  unstable  angina  pectoris, 
early  results  will  depend  upon  the  institution's 
approach  to  management.  A somewhat  higher 
incidence  of  morbidity  and  mortality  may  re- 
sidt from  earlier  ojierative  intervention  com- 
pared to  lesser  risks  after  a longer  period  of 
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slaI)ili/;uion  and  exclusion  ol  patients  \vith 
e\c)l\ing  inlaictions.  W ith  initial  stabili/alion 
.nul  noneuiei gene  y ojcei ation,  hospital  mor- 
tality and  pet  ioperatise  itilarc  tion  lates  should 
approach  those  ior  patients  with  chronic  stable 
angina  pectoris.  Even  with  early  intervention, 
a hospital  mortality  ol  (i  percetit  is  generally 
attainable,  and  periopei ative  inlarction  might 
approximate  10  percent. 

• Ehe  existence  of  left  main  coronary  artery  in- 
volvement has  been  associated  with  high  op- 
erative risks  in  the  past.  Currently,  and  except 
utuler  emergeticy  conditions,  individuals  with 
this  lesion  can  he  operated  upon  with  morbidity 
atid  mortality  rates  only  slightly  higher  than 
for  those  with  chronic  stable  angina  with  other 
coronary  anatomy. 

• Bypass  grafting  in  patients  with  severe  lelt  ven- 
tricular dysfunction  has  been  associated  with 
high  operative  morbidity  and  mortality.  Re- 
cent improvements  in  perioperative  manage- 
ment have  lessened  the  risks.  In  patients  with 
very  severe  myocardial  dysfunction  — that  is, 
ejection  Iractions  of  less  than  2,5  percent  — a 
hospital  mortality  rate  no  greater  than  15  to 
20  percent  is  generally  achievable. 

• .\t  this  time  there  is  insufficient  information  to 
identify  the  role  of  bypass  surgery  in  patients 
with  acute  myocardial  infarction,  intractible 
ventricular  arrhythmias  or  asymptomatic  pa- 
tients with  jeopardized  myocardium. 

For  all  categories  of  patients,  average  one-year 
graft  patency  of  85  to  90  percent  shcnild  be  achiev- 
able. I'he  roles  of  anticoagidant  and  anti|jlatelet 
therapy,  as  well  as  other  interxentions  which  may 
affect  late  graft  patency  and  retard  the  arterio- 
sclerotic process  are  not  known  at  this  time  and 
recjuire  further  study. 

Conclusion 

I here  is  consensus  of  the  Panel  that  coronary 
artery  bypass  surgery  represents  a major  advance 
in  the  treatment  of  patients  with  coronary  artery 
disease.  Evidence  has  been  presented  to  support 
the  conclusion  that  improvement  in  the  c|uality 
of  life,  decreased  myocardial  ischemia,  and  in- 
creased survival  in  selected  subsets  of  patients 
have  been  demonstrated  follow'ing  coronary  artery 
bxpass  surgery. 

I bis  Consensus  Conference  on  Coroudry  Artery 
Bypass  Surgery:  Scientific  and  Clinical  Aspects 
was  s]Jonsored  by  the  Ntitional  Heart,  Fung,  and 


Blood  Institute  in  conjunction  with  the  \ation;il 
Center  lot  Health  (kite  technology  and  with  the 
assisttmee  ol  the  Oflice  lor  Medical  .\|j|)lic;itions 
of  Resettle h,  Oflice  of  the  Director,  NIH.  Ehe 
Consensus  l)evelo]mient  Panel  consisted  of  the 
lollowing  persons; 

Rofiert  L.  Erye,  M.l).  ( Chairtnan ) 

(diairman,  Dix  ision  of  Cdn  cliovascular 
Diseases 
Mayo  Clinic 
Rochester,  Minnesota 
\V.  (Teralcl  .Austen,  M.D. 

(diief  of  Surgical  Servic  es 
Massaclmsetts  Cieneral  Hospital 
Boston,  Massachusetts 
Paul  A.  Ebert,  M.D. 

Professor  and  Chairman 
Department  of  Surgery 
University  of  (diliforniti 
San  P'rancisco,  California 
Charles  K.  P'rancis,  Jr.,  M.D, 

Assistant  Professor  ol  .Medicine 
Co-Director,  (dncliac  Cditheterization 
Eaboratory 

Division  of  Cardiology 
Yale  Unix  ersty  Sc  hool  ol  Medicine 
Xexv  Haven,  (Connecticut 
Nicholas  I . Kouchoukos,  M.D. 

Professor  of  Snrgei  ) 

Universitx  of  Alabama  in  Birmingham 
Birmingham,  Alabamti 
Ptiul  Meier,  Ph.D. 

Dejxu  tment  of  Statistics 
University  of  (Chicago 
Chicago,  Illinois 
HiltrucI  S.  Mueller,  .M.D. 

Professor  of  .Medic  ine  and  (Chief  of 
Cardiology 

St.  I.ouis  Lhiiversity  School  of  Medicine 
St.  Louis,  Missouri 
PClIiot  Rapaport,  M.D. 

Professor  of  .Medicine 
University  of  (Calitornia,  San  Frtincisco 
San  Erancisco,  (Calilorniti 
1’.  Josejih  Reeves,  M.D. 

Director,  (Cardiovascular  Laboratory 
St.  PClizabeth's  Hospital 
Beaumont,  Eexas 
David  (C.  Sabiston,  Jr..  M.D. 

Professor  and  (Chainmin 

Department  of  Surgery 

Duke  University  Medical  Center 
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Dui  hain,  North  Carolina 
William  C.  Sheldon,  M.D. 

Chairman,  Department  of  Cardiolog)' 
Cleveland  Clinic  Foundation 
Cleveland,  Ohio 
Robert  L.Vitn,  M.D. 

Saginaw,  Michigan 
Assistant  Clinical  Prolessor  of  Family 
Practice 

College  of  Htiman  Medicine 
Mic  higan  State  Lhiiversity 
East  l,ansing,  Michigan 
James  FT.  Ware,  Ph.D. 

Associate  Professor  of  Biostatistics 
Harvard  School  of  Public  Health 
Boston,  Massachtisetts 

Special  participants  in  the  discussions  of  the 
Panel  induded  the  following: 

Samuel  Gorovitz,  Ph.D. 

Chairman,  Department  of  Philosophy 
University  of  Maryland 


College  Park,  Maryland 
David  C.  Levin,  M.D. 

Associate  Professor  of  Radiology 
Harvard  Medical  School 
Boston,  Massachusetts 
William  B.  Stason,  M.D. 

Associate  Professor  of  Health  Policy  and 
Management 

Harvard  School  of  Public  Health 
Boston.  Massachusetts 

Copies  of  this  Consensus  Statement  may  be  ob- 
tained from  the  Office  for  Medical  Applications 
of  Research,  National  Institutes  of  Health,  Build- 
ing 1,  Room  216,  Bethesda,  Maryland  20205. 

It  is  anticipated  that  papers  presented  at  this 
Consensus  Conference  will  be  published  as  a pro- 
ceedings. For  further  information,  contact  Pub- 
lic Inquiries  and  Reports  Branch,  National  Heart, 
Lung,  and  Blood  Institute,  Building  31,  Room 
4A21,  Bethesda,  Maryland  20205. 
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The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 


(See  Answer  on  Page  152) 


HISTORY:  L.  B.  is  a 53-year-old  alcoholic  who  has  presented  because  of  edema,  nocturnal 
dyspnea,  and  shortness  of  breath  on  exertion.  He  has  a blood  pressure  of  90/60  mmHg,  a 
positive  hepatojugular  sign,  rales,  and  an  S;  gallop.  What  do  you  think  of  his  ECG? 


John  W.  Watson,  M.D. 
UAMS-LRVAMC  Division  of  Cardiology 
Little  Rock,  Arkansas 
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Chemonucleolysis 


R.  Barry  Sorrells,  M.D.* 


A new  word  has  been  introduced  into  our 
medical  vocabulary.  Cbeino  (chemical),  nucleo 
(nucleus  — as  in  nucleus  pulposus),  and  lysis  (dis- 
solving) are  combined  to  create  the  word  chemo- 
nucleolysis. This  literally  means  “the  dissolution 
o£  the  nucleus  pulposus  with  a chemical 
substance.’ 

.Although  chemonucleolysis  (“CNL”)  is  by  no 
means  an  office  orthopedics  technique,  all  pri- 
mary treating  physicians  should  be  able  to  dis- 
cuss the  procedure  wdth  their  patients  and  make 
appropriate  reconmiendations  based  on  an  ade- 
quate understanding  of  that  procedure.  The  pur- 
pose of  this  article  is  to  offer  a very  basic  discus- 
sion regarding  the  problem,  the  drug,  the  patient 
selection,  the  procedure,  the  potential  complica- 
tions, and  the  anticipated  result. 

The  Problem 

.Acute  and  chronic  low  hack  pain  are  among 
the  most  common  complaints  for  which  patients 
seek  a physician’s  advice  and  treatment.  Popula- 
tion studies  suggest  that  at  least  50%  of  the  adult 
population  is  incapacitated  at  some  time  by  low 
back  pain.  .About  25%  of  tlie  population  com- 
plains of  disturbing  low  back  pain  on  a regular 
basis.  It  has  been  suggested  that  at  least  1%  of 
the  adult  population  at  some  time  will  have  a true 
herniated  disc  syndrome.^  It  is  estimated  that  ap- 
proximately 200,000  patients  in  the  United  States 
each  year  undergo  laminectomy  or  repeated  lami- 
nectomy in  an  attempt  to  correct  a herniated  in- 
tervertebral lumbar  disc.^ 

The  Drug 

In  1964,  Dr.  Lyman  Smith  published  his  first 

•Little  Rock  Orthopedic  Clinic,  9500  Idle  Drive,  P.  O.  Box  5270, 
Little  Rock,  Arkansas  72215. 


article  on  the  use  of  chymopapain  and  its  dis- 
solution of  the  nucleus  pulposus  in  humans.^  Dr. 
Smith  had  serendipitously  discovered  the  effect 
of  chymopapain,  an  enzyme  derived  from  the 
papaya  plant,  after  he  had  injected  the  material 
into  the  ears  of  rabbits  and  noticed  that  their 
ears  became  “floppy.”  He  reasoned  that  the 
chemical  had  apparently  dissolved  the  cartilage 
in  the  rabbits’  ears  and  he  ultimately  hypothe- 
sized that  it  might  bring  about  similar  changes 
in  the  intervertebral  disc  of  man.  Chymopapain 
changes  the  chemical  composition  of  the  nucleus 
pulposus  by  proteolytic  action.  It  breaks  down 
the  sulfhydryl  bonds  of  the  mucopolysaccharides 
of  the  nucleus  pulposus  but  has  no  activity  on  the 
collagen  of  the  annulus  fibrosis.^ 

.After  a raging  twenty-year  controversy,  the 
Food  and  Drug  Administration  in  November  of 
1982  approved  Chymopapain  as  a safe  and  effec- 
tive treatment  for  people  suffering  from  symp- 
toms of  herniated  nucleus  pulposus  in  the  lumbar 
spine. 

The  Patient  Selection 

Chemonucleolysis  is  not  a treatment  for  the 
patient  with  only  low  back  pain.  It  is  a sjaecific 
procedure  indicated  only  for  the  patient  with 
herniation  of  the  nucleus  pidposus  and  nerve  root 
impingement.  Furthermore,  it  should  be  con- 
sidered only  for  the  patient  who  has  been  given 
an  adecjuate  trial  of  conservative  management  in- 
cluding complete  bedrest,  analgesics,  and  physical 
therapy  with  no  improvement  over  a reasonable 
period  of  time.  There  should  be  a definite  radic- 
ulopathy as  demonstrated  lay  some  or  all  of  the 
following:  radicular  pain  or  numbness  into  the 
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leg  along  a sjjceific  clermaloiue,  sensory  loss  in- 
volving the  same  dermatome,  weakness  of  ankle 
dorsiflexion  or  plantar  flexion,  a limited  straight 
leg  raising  test,  or  depression  of  a deep  tendon 
reflex.  An  ttbnormal  m)elogram,  CT  scan,  e[)i- 
dnral  venogram,  or  electrodiagnostic  study  should 
correlate  with  clinical  findings  to  cotdirm  the 
suspicion  of  herniated  nucleus  pidposus.  'I’he  pa- 
tient who  is  a candidate  for  chemonucleolysis  is 
the  patient  tvho  is  also  a good  candidate  for  sur- 
gical discectomy.  Chemonucleolysis  is  an  alterna- 
tive procedure  to  surgical  discectomy  and  not  a 
panacea  for  the  patient  with  low  back  pain! 

Certain  patients  are  not  candidates  for  chemo- 
nucleolysis. Those  with  major  weakness  in  a 
muscle  group  or  rapidly  progi  essive  muscle  weak- 
ness remain  a candidate  for  surgical  treatment. 
Likewise,  diose  patients  who  demonstrate  sphinc- 
ter disturbance  due  to  disc  protrusion  on  the  cau- 
da  equina  or  conus  should  undergo  early  discec- 
tomy. If  extensive  spondylosis  or  spinal  stenosis 
exists  in  the  lumbar  region  it  is  unlikely  that 
chymopapain  will  be  effective.  Any  patient  who 
has  an  allergy  to  papaya  or  to  meat  tenderizer 
(which  contains  papaya  extract)  should  be  ex- 
cluded from  this  treatment.  Furthermore  if  a pa- 
tient has  had  a previous  chymopapain  injection, 
he  shoidd  not  undergo  a second  injection  due  to 
the  risk  of  an  allergic  response  as  a residt  of  hyper- 
sensitivity produced  by  the  first  injection. 
Chymopapain  has  not  been  evaluated  in  pregnant 
females  or  young  children. 

The  Procedure 

Chemonucleolysis  has  been  performed  success- 
fully with  local  anesthesia  but  general  anesthesia 
with  endotracheal  intubation  is  generally  pre- 
ferred in  the  U.S.A.  The  technique  involves  in- 
troducing an  extra  long  (6"-8")  hypodermic 
needle  through  an  oblique  approach,  passing 
through  the  paraspinous  musculature  at  a 45  de- 
gree angle  to  the  sagital  plane,  so  as  to  avoid 
the  spinal  canal,  the  great  vessels,  and  bone,  to 
enter  the  center  of  the  disc.  Bi-plane  fluoro.scopy 
is  essential  for  proper  positioning  of  the  needle. 
Once  the  needle  tip  is  centered  in  the  nucleus 
pidposus,  a radiopaque  dye  is  injected  and  the 
resulting  discogram  is  evaluated.  This  is  diag- 
nostically beneficial  in  that  a positive  discogram 
further  confirms  the  impression  of  a degenerated 
nucleus  pidposus.  It  also  shows  where  the  enzyme 
will  be  distributed.  After  an  adeijuate  period  of 


lime  lo  observe  the  patient  for  a possilile  reattiou 
to  the  radiographic  dye,  a test  dose  of  chymo- 
papain is  injectetl.  After  about  fifteen  minutes 
of  observing  tlie  patient  for  potential  reaction  to 
the  enzyme,  the  remainder  of  tiie  therapeutic  dose 
(1.5  cc/disc)  is  introduced  into  the  nucleus  pulpo- 
sus.  4'he  jialient  is  monitored  for  a period  of 
lime  in  the  operating  room  and  then  for  at  least 
an  adtliiional  ninety  minutes  in  the  recovery 
room.  Over  95%  of  the  reactions  will  occur  in 
the  first  two  hours  following  enzyme  injection. 

The  Potential  Complications 

(Chemonucleolysis  is  not  without  potential 
complication!  Anaphylaxis  occurs  in  approxi- 
mately one  percent  of  patients  treated  with 
chymopapain.  Since  this  reaction  may  occur  with 
a much  greater  severity  than  most  of  the  anaphy- 
lactoid type  reactions  that  are  usually  seen  by  the 
anesthesiologist  or  surgeon,  it  is  important  that 
all  Ire  familiar  with  and  alert  to  this  possible  com- 
plication and  knowledgeable  in  management 
should  it  occur.  The  sooner  anaphylaxis  is  recog- 
nized and  the  correct  treatment  started,  the 
greater  the  possibility  for  survival  of  the  patient. 
Following  injection  of  the  antigen  (chymopapain) 
a reaction  may  occur  and  may  be  severe  or  even 
fatal.  In  one  study  of  1,500  patients,  two  patients 
died  of  anaphylactic  reaction.  Investigation  is 
currently  being  carried  out  toward  the  develop- 
ment of  a jrre-procedure  allergen  lest.  Pre-treat- 
ment with  Hi  and  H2  blocker  medications  will 
probably  reduce  not  only  the  severity  of  anaphy- 
laxis but  perhaps  its  incidence  as  well.  Careful 
monitoring  by  the  anesthesiologist  will  result  in 
more  rapid  institution  of  treatment  should  ana- 
phylaxis occur  and  hopefully  result  in  a signifi- 
cant lowering  of  potential  mortality. 

.Another  complication  is  the  occurrence  of  sig- 
nificant back  muscle  spasm.  This  has  been  re- 
ported in  as  many  as  36%  of  the  patients.  This 
problem,  with  conventional  treatment,  is  usually 
re,solved  within  a few  hours  to  several  days.  Other 
conqdications  are  possible  but  occur  so  rarely 
that  they  need  not  be  covered  here. 

The  Anticipated  Result 

Relief  may  be  immediate  or  may  require  as 
much  as  six  weeks.  Dramatically,  many  patients 
awaken  in  the  recovery  room  completely  relieved 
of  their  radicular  symptoms.  Others  may  demon- 
strate a gradual  improvement  over  a six-week 
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jjeriod.  Numerous  stmlies  on  large  numbers  of 
jjatients  have  concurred  that  good  to  excellent 
results  are  obtained  in  75%  to  80%  of  projx^rly 
selected  patients  subjected  to  chemonucleolysis. 
Should  tlie  patient  fail  to  respond,  the  possibility 
of  idtimate  surgical  intervention  is  not  compro- 
mised by  previous  chemonucleolysis. 

Summary 

Herniated  nucleus  puljjosus  of  the  lumbar 
sjune  is  a common  source  of  chronic  and  acute 
pain  in  patients  seen  in  the  physician’s  office, 
d Ite  office  jnactitioner  should  be  aware  that 
chemonucleolysis  offers  an  alternative  step  in  the 
treatment  of  herniated  discs  while  avoiding  some 
of  tlie  complications,  morbidity,  and  hospital  ex- 
])ense  concomitant  with  open  back  surgery.  It  is 
not,  however,  a miracle  cure.  The  patient  must 
lie  jiioperly  selected  and  must  be  an  ideal  candi- 
date for  the  ])rocedure.  In  such  patients,  chemo- 


nucleolysis properly  carried  out  may  offer  dra- 
matic improvement  ami  jiossibly  a complete  re- 
mission of  symjitoms  or  clinical  cure  of  the 
patient. 
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PUBLIC  HEALTH  AT  A GLANCE 


Arkansas  Department  of  Health 
Childhood  Immunization  Program 

Jim  Farrell* 


Tie  Iinnumi/atioii  Program,  as  it  is  struc- 
tiirecl  today,  originated  in  1963  when  the  State 
of  Arkansas  applied  lor  and  received  its  first  im- 
munization project  grant  monies  under  the  Na- 
tional Vaccination  Assistance  Act.  At  that  time, 
the  thrusts  of  immunization  programs  were  aimed 
at  the  elimination  of  paralytic  polio  through  mass 
administration  of  newly  introduced  Sabin  (live) 
oral  polio  r accine. 

As  polio  was  brought  under  control,  the  Arkan- 
sas Immunization  Program  turned  its  attention 
toward  providing  children  with  newly  developed, 
safe  and  effective  measles  and  rulrella  vaccines. 
From  1967  to  1972,  jjrogram  resources  and  staff 
were  channeled  into  conducting  special  mass 
clinics  throughout  the  State  in  an  effort  to  im- 
munize as  mail)  children  as  pos,sil)le  against 
measles  and  ridiella.  As  the  numl)ers  attending 
mass  measles /ruljella  clinics  grew  smaller,  the 
program's  direction  again  changed. 

In  1973  the  State’s  First  Lady,  Mrs.  Betty 
Bumpers,  became  interested  in  promoting  im- 
munizations alter  reviewing  some  survey  statistics 
that  showed  dangerously  low  national  and  state 
levels  of  childhood  immunizations.  She  betian 
with  the  “F\er)  Lhilcl  by  ’71  ” campaign  aimed 
at  raising  immunization  levels  in  children  against 
diphtheria,  tetanus,  pertussis,  polio,  measles,  and 
ridjella. 

Following  a statewide  mass  program  in  Sep- 

*.\rkansas  Department  of  Health,  4815  West  Markham  Street, 
Lillie  Rock.  Arkansas  72201. 

jini  Farrell  was  born  on  June  20.  1944  in  Brooklvn,  New  York. 
He  received  liis  A.A.S.  degree  from  ihe  University  of  New  York  and 
his  B.S.  degree  from  Kansas  State  University.  He  is  a Public  Health 
Advisor,  employed  by  the  Centers  for  Disease  Control  in  Atlanta, 
Georgia  and  has  been  assigned  to  the  Arkansas  Department  of 
Health  since  January  IJ^80.  Previous  work  experience  includes 
several  years  in  South  Carolina  and  Fairbanks.  Alaska  w'orking  in 
State  Venereal  Disease  Control  Programs  and  several  years  in  Anchor- 
age, Alaska  as  Director  of  the  Childhood  Immunization  Program. 


tember  1973,  emphasis  was  placed  on  continued 
public  health  education  regarding  the  need  for 
immunization.  Ffforts  to  enlorce  the  school  im- 
munization law  reejuirements  were  increased 
along  with  more  vigorous  disease  surveillance  and 
outlireak  control  programs.  Mrs.  Bumpers’ 
“Fivery  Ciiiild”  campaigns  set  precedence  for  con- 
tinuing support  for  immunization  from  the  office 
of  the  Ciovernor. 

In  1977,  Secretary  of  tlie  Department  of  Health, 
Echication,  and  \Velfare  (DFIFAV')  Joseph  Cali- 
fano,  largely  through  j^rompting  by  Mrs.  Bump- 
ers, announced  the  National  Immunization  Ini- 
tiative with  the  goal  of  raising  immunization 
levels  across  the  board  to  90%  or  better  nation- 
wide, by  October  1979.  .\lthougli  living  in  Wash- 
ington, I).  C.,  Mrs.  Bumpers  actively  participated 
in  Arkansas’  Immunization  dri\e  by  continuing 
to  serve  as  Flonorary  Chairman  of  tlie  Statewide 
Immunization  Task  Force,  estaldished  dining  her 
first  1973  campaign. 

File  significance  of  tlie  .Vrkansas  Immuniza- 
tion Program  on  boili  the  state  and  national  level 
is  enormous.  Mrs.  Bumpers’  “Every  Child  ” cam- 
paigns were  uniejue  nationally  and  .\rkansas’  jiro- 
gram  was  adopted  as  a nationwide  model  for  the 
ensuing  National  Immunization  Initiative.  The 
“Every  Child  Iiy’’  slogan  was  adopted  nationwide 
liy  ifie  1976  Bicentennial  (iommittee.  I’lirough 
Mrs.  Bumpers’  efforts,  .Vrkansas  has  gained  a na- 
tional reputation  as  a leader  in  the  immunization 
field. 

'I'he  need  for  an  immunization  program  will 
be  present  for  as  long  as  vaccine  preventalile  dis- 
eases are  endemic  in  this  country.  Because  of 
Arkansas’  success  in  meeting  the  liasic  goal  of 
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90%  or  better  immuni/ation  levels  set  forth  by 
the  National  Immunization  Initiative,  the  Im- 
munization Program  can  be  considered  in  a main- 
tenance ])hase.  I'he  success  of  this  phase  is  de- 
jjendent  upon  maintaining  these  high  levels  of 
immunization  and  upgrading  them  where 
possil)le. 

A successful  maintenance  program  will  elimi- 
nate any  future  need  for  major  immunization 
drives  such  as  the  "E^ery  Child”  campaigns  and 
the  National  Immunization  Initiative. 

Today’s  Childhood  Immunization  Program 
focuses  on  several  jiiiority  issues.  We  must  imple- 
ment a system  that  ensures  that  90%  or  more  of 
all  (hildren  comjdete  basic  immunizations  by 
age  2.  This  will  retjuire  the  joint  commitment 
of  public  and  private  health  care  providers  to 
recall  any  child  delinquent  in  one  or  more  im- 
munizations. The  computer-based  recall  system 
(urrently  in  use  by  all  public  health  providers  is 
now  available  to  private  physicians. 

.-V  second  thrust  of  the  Immunization  Program 
is  to  significantly  reduce  the  number  of  suscep- 
tibles  to  rubella  in  the  adolescent  and  young 
adult  age  gioups.  d'his  is  being  accomplished  by 
providing  rubella  vaccine  to  these  age  groups  in 
all  public  and  private  medical  facilities.  In  addi- 
tion, emphasis  is  being  jdaced  on  assisting  col- 
leges and  universities  in  developing  programs  and 
policies  that  will  ensure  that  all  students  are  pro- 
tected against  rubella  disease  prior  to  attending 
school.  A recent  change  in  Health  Department 
])olicy  now  requires  that  all  new  employees  to  the 
Arkansas  Department  of  Health  show  proof  of 
rubella  immunization  or  immunity  or  be  vac- 
cinated jtrior  to  beginning  work. 

A third  focal  point  is  to  maintain  an  elfective 
program  of  rapid  identification  and  follow-up  of 
suspected  measles  cases.  I'o  be  successful  in  this 
area  we  must  ojterate  a surveillance  system  that 
will  find  and  report  public  and  private  cases  of 
measles  within  the  shortest  possible  time.  This 
system  centers  around  the  24-hour  Code-A-Phone 
reporting  system  that  is  available  statewide  to  all 
public  and  private  health  care  providers.  Arkan- 
sas is  well  on  the  road  to  the  eradication  of  in- 
digenous measles  and  now  more  than  ever  it  is 
vitally  important  to  quickly  follow-up  on  any 
and  all  suspected  cases  of  measles. 


The  Immunization  Program  maintains  surveil- 
lance of  potential  risks  of  vaccination  to  con- 
tinually re-evaluate  whether  individual  vaccina- 
tion are,  on  balance,  good  for  people.  This  state 
surveillance  system  is  part  of  a national  system 
monitored  by  the  Centers  for  Disease  Control  in 
Atlanta,  GA.  Such  surveillance  is  important,  not 
only  to  provide  potential  vaccinees  with  accurate 
information  about  the  consecpiences  of  vaccina- 
tion, but  also  to  stiimdate  improvements  in  the 
vaccination  process  or  recommendations  that  will 
minimize  or  eliminate  the  risks. 

The  Immunization  Program  also  maintains  a 
system  that  provides  adequate  notification  of  the 
risks  and  Ix^nefits  of  immunization  to  100%  of 
public  patients.  This  system  is  also  available  to 
all  private  health  care  providers  and  is  currently 
being  used  by  a few.  This  system  centers  around 
a set  of  Important  Information  Forms  that  pro- 
vide the  patient  with  current  information  about 
the  disease  they  are  being  vaccinated  against  as 
well  as  the  risks  and  benefits  associated  with  the 
vaccine  they  are  about  to  receive.  Once  the  pa- 
tient has  reviewed  the  Important  Information 
Forms,  any  questions  he /she  has  are  answered  by 
the  health  care  provider. 

In  summary,  the  Arkansas  Immunization  Pro- 
gram is  changing  with  the  times.  Past  successes 
have  dictated  these  changes  in  direction  and  our 
intentions  are  to  maintain  the  gains  we  have  made 
while  aggressively  striving  to  improve  specific 
program  tomponents. 


ANSWER  — Electrocardiogram  of  the  Month 

DISCUSSION:  The  patient  has  two  P-waves  for  each  QRS 
complex,  with  a P-wave  rate  of  300  per  minute  and  a 
QRS  rate  of  150/minute.  The  P-waves  are  best  seen  in 
II,  III,  and  AVF  and  there  is  a ^'saw-toothed"  appearance 
to  the  baseline.  This  looks  like  atrial  flutter.  Additionally, 
the  trace  meets  full  criteria  for  left  ventricular  hypertrophy, 
as  judged  from  axis,  voltage,  ST-T  changes,  and  intrinsicoid 
deflection.  The  ECG  then  shows  atrial  flutter  and  left 
ventricular  hypertrophy.  From  a clinical  point  of  view, 
the  patient  was  thought  to  have  an  alcoholic  cardiomy- 
opathy manifested  by  congestive  heart  failure.  This  par- 
ticular patient  responded  to  Lanoxin  and  diuretics. 
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Concerning  Regulatory  Peptides  and  Hormones 

Alfred  Kahn,  Jr.,  M.D. 


y\^inong  the  more  interesting  articles  recently 
published  for  practicing  physicians  is  one  entitled 
“Regulatory  Peptides:  Key  Factors  in  the  Con- 
trol of  Bodily  Functions’’  ijy  J.  M.  Polak  and  S. 
R.  Bloom  (British  Medical  Journal,  page  1461, 
\'olnme  286,  May  7,  198.S).  A vast  amount  of 
literature  has  been  written  about  regulatory  pep- 
tides in  recent  years  and  it  is  succinctly  sum- 
marized by  these  authors.  As  they  point  out, 
there  has  long  been  a controversy  about  their 
functions.  In  their  introduction,  Polak  and 
Bloom  make  the  very  important  jwint  that  these 
peptides,  which  they  prefer  to  call  regulatory  pep- 
tides, can  be  made  and  set  free  from  both  the 
endocrine  system  and  from  neural  tissue;  fur- 
ther, they  state  that  these  substances  can  perlorm 
as  circulatory  hormones,  local  regulator,  and 
neural  transmitter  — or  combinations  of  these. 
Accompanying  the  article  is  a very  nice  chart  in 
whicli  they  outline  the  13  regulatory  peptides 
which  have  been  definitely  jjroved  to  be  func- 
tional. In  the  course  ol  their  discussion,  they 
not  alone  outline  the  characteristics  of  the  hor- 
mone but  also  the  interworking  of  the  hormone 
in  various  organ  systems. 

It  is  of  interest  that  they  credit  secretin  as  be- 
ing the  first  discovered  regulatory  ])epticle  (1902) 
and  gastrin  was  the  second  (1905).  The  discovery 
of  vasoactive  intestinal  jjolypepticle  is  credited  to 
a physician  doing  pulmonary  work.  It  is  said  to 
be  found  in  most  parts  of  the  body  and  is  “local- 
ized to  autonomic  nerves.’’  The  authors  liken  this 
regulatory  jjeptide  to  the  situation  with  liver 
disease  where  there  is  .socalled  non-;\,  non-B 
hepatitis  — and,  in  this  case,  there  are  portions 
of  the  autonomic  nervous  system  which  they 
called  “non-adrenergic,  non-cholinergic.'’  The 
action  of  vasoactive  intestinal  polypeptides  is  that 
of  vasodilatation;  it  also  relaxes  smooth  muscles; 


it  has  some  secretory  activities.  1 here  is  specula- 
tion as  to  whether  vasoactive  intestinal  polypep- 
tide is  a neural  transmitter  in  the  classic  sense  of 
the  word,  but  the  authors  indicate  that  it  could 
be. 

Substance  P was  said  to  have  been  discovered 
by  Von  Euler  and  Gacldnm.  It  was  first  noted, 
according  to  Polak  and  Bloom,  when  it  was  lound 
that  there  was  a substance  which  caused  muscle 
contraction  that  could  not  be  blocked  by 
Atropine. 

Cholecystokinin  causes  a contraction  of  the 
gall  bladder.  It  is  the  same  factor  which  for  a 
time  was  known  ;is  pancreozymin  because  it  was 
noted  to  stimulate  the  release  of  pancreatic  en- 
zymes. lire  authors  state  that  cholecystokinin  has 
various  molecular  forms,  but  there  are  certain  es- 
sential portions  necessary  for  its  specific  function. 
Becau.se  of  the  variety  of  forms  in  which  chole- 
cystokinin can  exist,  it  has  been  speculated  that 
it  is  lK)th  a circulatory  hc:)rmone  and  a neural 
transmitter. 

Somatostatin  was  originally  thought  to  be  a 
substance  which  inhibited  the  release  of  growth 
hormone.  The  authors  report  that  later  tests  of 
somatostatin  proved  that  it  inhibits  many  hor- 
mones in  various  parts  of  the  body  and  is  an  ex- 
tremely potent  substance. 

Bombesin  is  anotber  regulatory  peptide.  It  is 
interesting  that  it  is  said  to  be  found  in  the  skin 
of  frogs  — aticl  thus  it  got  its  name,  it  is  further 
said  to  be  an  imj)oi  tant  discovery  because  this 
substance  releases  regulatory  peptides  in  contrast 
to  the  action  of  somatostatin. 

In  this  article,  Polak  and  Blc:)om  also  gave  a 
discussion  of  opiate  peptides  which  arise  in  the 
body,  a stdjstance  called  peptide  with  histidine 
isoleucine  and  peptide  tyrosine /tyrosine  and  neti- 
ropeptide  with  tyrosine.  Polak  and  Bloom  state 
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that  nuicli  ol  the  work  in  discovering  the  locale 
ol  tliesc  regulatory  peptides  was  done  using  radio- 
imnuino  assay  and  inniumocytocliemistry.  Using 
these  technit|ues,  it  has  been  found  that  the  reg- 
ulatory peptides  are  extremely  widely  distriljuted. 
'I  liey  are  commonplace  in  many  tissues  and  the 
antliors  indicate  that  tliere  is  so  much  tissue  that 
seems  to  contain  regulatory  peptides  tliat,  in  all 
probability,  some  of  these  substances  have  not  yet 
been  discovered.  Polak  and  Bloom  have  an  ex- 
cellent, brief  account  ol  regulatory  peptides  in 
the  gastrointestinal  tract;  this  has  been  widely 
studied.  The  regulatory  peptides  in  this  gastro- 
intestinal trac  t are  said  to  be  found  in  either  the 
mucous  membrane,  endocrine  cells,  or  in  nerves 
supplying  the  gastrointestinal  tract.  .Some  diseases 
particularly  affect  these  gastrointestinal  regula- 
tory substances  as  Hirschsprung’s  disease  and 
Crohn’s  disease. 

In  the  central  nervous  system,  the  authors  state 
that  more  than  15  regulatory  peptides  have  been 
discovered.  Other  reviewers  state  that  there  are 
more  than  this  number  — but  probably  the  num- 
ber varies  according  to  an  author’s  definition  of 
what  is  the  minimum  standard  for  a regulatory 
])epticle.  To  the  practicing  physician,  it  is  of  in- 
terest to  know'  that  there  is  an  abnormal  distribu- 
tion of  these  regidatory  peptides  in  some  disea.ses 
such  as  Al/heimer’s  clisea.se,  Huntington  chorea, 
and  .schi/ophienia. 

I he  respiratory  tract  is  stated  to  have  six  known 
regulatory  peptides  and  it  is  inferred  that  more 
might  e.xist.  d he  function  cjf  th.ese  regulatory 
peptides  is  altered  in  the  presence  of  disease. 
Polak  and  Bloom  state  that  vasoactive  intestinal 
]K)lypepticle,  lor  examjile,  is  a potent  mcrscle  re- 
laxant and  Substance  P,  on  the  other  hand,  con- 
tracts muscle;  this  may  play  a role  in  asthma. 

d'he  genitourinary  tract,  of  course,  contains 
regulatory  peptides.  The  exac  t function  of  these 
substances  in  the  genitourinary  tract  is  unclear, 
d he  authors  report  on  the  regulatory  peptides  in 
other  jrlaces  in  the  body  and  state  that  they  ap- 
jK'ar  to  come  from  larger  precursor  sidvstances; 
some  of  these  precursor  chemicals  are  thought 
themselves  to  have  biologic  action. 

In  summarizing,  the  authors  postulate  that  one 
cell  might  produce  several  regulatory  substances 
and,  if  this  is  positive  proved,  it  represents  a con- 
siderable change  in  onr  previous  understanding 
of  this  group  of  chemicals  — and  the  manner  in 
w’hic  h they  are  produced. 


In  The  Lancet  (page  1008,  \'ohime  1 for  1983, 
May  7,  1983)  is  an  interesting  article  entitled 
“Xeuropeptide  d’yrosince  (NPY)  — A Major  Car- 
diac Neuropeptide”  by  Gu,  Polak,  Adrian,  Allen, 
d'atemoto,  and  Bloom.  Gu,  et  al,  state  that  this 
jjeptide  has  been  found  in  large  cjuantities  near 
the  atrioventricular  node.  It  is  a 36  amino  acid 
peptide  which  is  thought  to  act  on  the  heart 
separately  from  acetylcholine  and  ncrrepine- 
phrine.  d he  authors  feel  that  neuropeptide 
tyrosine  may  have  .some  relationship  to  the  con- 
trol of  myocardial  perfusion,  but  they  did  not 
know  any  specific  functions  for  this  regulatory 
peptide.  Its  den,se  concentration  in  certain  areas 
of  the  heart  and  widespread  presence  throughout 
the  heart  w'ould  certainly  indicate  some  type  of 
cardiac  function,  but  additional  physiologic 
studies  have  to  be  performed,  dhis  substance 
may  turn  out  to  be  just  as  important  to  the  heart 
as  cholinergic  and  adrenergic  substances  — but  its 
function  is  still  speculative. 

Idvo  articles  of  |)assing  interest  concerning  hor- 
mones ajjpear  in  the  May  12,  1983,  issue  of  Ttie 
Xew  E)ig}a)id  Journal  of  Medicine.  One  con- 
cerned ‘‘Abnormalities  in  Plasma  and  Cerebro- 
spinal Fluid  Arginine  Vasopre.ssin  in  Patients 
with  Anorexia  Nervosa.”  Afost  physicians  are  in 
;igreemcnt  that  anorexia  nervosa  is  a psychiatric 
illness.  .Some  investigators  have  reported  hor- 
monal changes  which  are  present  in  the  presence 
of  anorexia  nervosa.  Gold,  Kaye,  Robertson,  and 
Ebert  studied  arginine  va.sopressin  in  anorexia 
nervosa  and  found  that  the  response  to  hypertonic 
saline  was  abnormal.  They  further  state  that  the 
levels  of  arginine  vasopressin  in  the  plasma  and 
cerebro-spinal  fluid  do  not  revert  to  normal 
rapidly  even  if  the  individual  regains  weight. 
I'hey  report  that  there  are  really  two  varieties  of 
this  disorder.  The  first  is  a lack  of  vasopressin; 
the  other  variety  was  described  as  being  ‘‘an 
erratic  or  osmotically  uncontrolled  release  of 
arginine  vasopressin.  It  wxis  characterized  by  er- 
ratic fluctuations  in  plasma  levels  of  the  hor- 
mone that  bore  no  apparent  relation  to  changes 
in  the  jjlasma  levels  of  sotlium.  This  pattern  is 
in  marked  contrast  to  that  in  healthy  adults  who 
invariably  have  a somewhat  progressive  rise  in 
vasopressin  levels  that  correlates  closely  wdth  the 
rise  in  plasma  sodium  levels.”  Gold,  et  al,  state 
that  they  are  not  certain  as  to  the  origin  of  the 
faulty  osmoregulation.  It  is  of  interest  that  their 
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subjects  had  an  incicascd  uiiiiary  output  and 
ihev  cvondeied  whether  or  not  the  patients  had 
some  type  o[  polydipsia. 

1 lie  other  article  of  interest  concerned  “High- 
.\ltitude  Pituitary-Thyroid  Dyslunction  on 
Mount  Everest"  by  Mordes,  Blume,  Boyer,  Z.heng, 
and  Braverman.  The  adaptation  to  high  altitude 
has  been  a matter  of  great  interest  to  medical  sci- 
entists — there  are  numerous  studies  on  people 
echo  live  habitually  at  high  altitudes.  There  are 
not  nearly  so  many  scientific  observations  on  peo- 
ple who  ordinarily  live  at  sea  level  and  go  to  high 
altitudes.  I’he  studies  in  this  report  were  carried 
out  on  17  men.  It  was  found  that  there  was  a 
progressive  increase  in  serum  thyroxine  and 
serum  triiodothyronine  concentrations,  d he  au- 


thors tilso  found  th;u  the  level  ol  thyroid  stimu- 
lating hormone  went  up  in  the  face  ol  an  elecated 
thyroxine  level.  Serum  thyroxine  globulin  did 
not  increase  notably  and  Mordes,  et  ;d,  inter- 
preted this  as  “tending  to  rule  out  enhanced 
secretion  of  thyroid  hormone.”  I'he  authcers  con- 
clude that  the  thyroid-pituitary  relationship  is 
disturbed  and  it  may  be  due  to  a faulty  pituitary 
conversion  of  1-4  to  1-3.  I hey  describe  the  con- 
dition found  here  as  a hyperthyroxinemic  state 
in  euthyroid  sitbjects. 

There  is  a vast  and  accelerating  amoitnt  of 
literature  on  the  chemistry  of  the  body.  These 
studies  cpioted  above  are  a sampling  of  some  of 
the  more  interesting  research  which  is  being 
carried  out. 


Othef  Ifeai-j  "* 


Journal  of  the  Arkansas  Medical  Society 
\'ol.4  No.  2 August  15,  1893  p.  69-70 

COl’NTY  SOCIETIES 
The  .Arkansas  Industrial  Lbiiversity,  Medical 
Department.  — Dr.  C.  S.  Gray,  so  long  and  favor- 
ably known  throughout  Arkansas,  has  been  elected 
to  the  chair  of  ophthalmology  and  otology.  This 
chair  has  been  still  further  strengthened  by  the 
election  of  Dr.  Frank  V'insonhaler  to  the  position 
of  clinical  professor  of  these  branches.  Dr.  S.  H. 
Kempner  has  been  elected  professor  ol  histology. 


pathology  and  urinology.  feev  minor  changes 
have  been  made  which  will  facilitate  instruction 
in  the  institution.  Xotwithstancling  the  high 
stand  taken  by  this  school  in  inaugurating  the 
three-course  standard  adopted  by  all  the  good 
schools  in  the  United  States,  the  indications  are 
that  the  next  class  will  be  a large  one.  It  is  a 
true  sign  of  progress  in  medical  education  when 
students  seek  schools  which  are  first  class,  rather 
than  those  that  ha\e  only  cheapness  and  two 
short,  irregular  terms  to  recommend  them. 

From  the  University  of  .Arkansas  for  Medical  Sciences  Library, 
Historv  of  Medicine/Ai ( hi\ es. 


O 

Aw  OBITUARY 

DR.  ROBERT  G.  VALENTINE 

Dr.  \'alentine  of  North  Little  Rock  died  June 
21,  1983.  He  was  born  in  Madison,  Wisconsin,  on 
.August  10,  1925. 

He  was  a member  of  the  Lbiited  States  Navy 
from  1945  to  1946. 

Dr.  Valentine  received  his  pre-med  education  at 
the  University  of  Wisconsin  and  Hendrix  College 
in  Conway;  he  was  granted  a Bachelor  of  Arts 


degree  in  Chemistry  in  1951.  He  did  graduate 
study  in  physiology  at  the  Lbiiversity  of  Houston. 
In  1959,  Dr.  Vbilentine  teas  graduated  from  the 
lbiiversity  of  .Arkansas  School  of  Medicine.  His 
internship  was  with  .Arkansas  Baptist  Hospital. 
He  was  a resident  in  .Anesthesiology  at  the  Ibiiver- 
sity  .Medical  Center  from  1960  to  1962. 

Dr.  Valentine  was  a member  of  the  Internation- 
al .Society  for  .Anesthesiology,  Safari  Club  Inter- 
national and  Park  Hill  Presbyterian  Church. 

He  began  practicing  in  North  Little  Rock  in 
1962  and  had  served  as  chief  of  .Anesthesiology  at 
.Memorial  Hospital  for  more  than  twenty  years. 

Dr.  Abtlentine  is  survived  by  his  ivife,  [uanita; 
his  son,  Dr.  Robert  C.  Vbilentine,  Jr.,  of  Little 
Rock;  and  another  son. 
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THE  MONTH  IN  WASHINGTON 
Health  Planning  Proposals 
Considered  By  Congress 

When  he  took  office,  Ronald  Reagan  vowed  to 
kill  the  health  planning  program  set  np  in  1974. 
His  Administration  has  in  fact  managed  to  pre- 
vent the  jrrograni's  reanthori/ation. 

Nevertheless,  the  program  is  still  alive  today 
and  once  again  Congress  is  debating  legislation 
to  extend  the  life  of  the  federal  planning  pro- 
gram. d'he  debiite  conres  at  a time  when: 

• hospitals  are  engaging  in  a building  boom 
that  reportedly  led  to  capital  expenditure  in- 
creases of  H()%  between  1979  and  19(S2: 

• at  least  10  states  are  implementing  oi  consid- 
ering moratoriums  or  limits  on  hospital 
building. 

riie  planning  program's  .S64. 8 million  provided 
under  a continuing  resolntioir  enacted  by  Con- 
gress to  fund  all  health  programs  throngh  .Sep- 
tember of  1983  has  enabled  131  local  bealth  sys- 
tems agencies  (HSAs)  and  all  57  state  health 
planning  and  develojjment  agencies  to  continue 
o|jerations  this  yeai,  although  many  have  had  to 
greatly  restrict  their  actirities.  Another  20  HSAs 
have  survived  without  federal  funding. 

Planning  agencies,  through  the  American 
Health  Planning  Association,  are  arguing  to  con- 
gressional appropriations  committees  that  plan- 
ning should  be  funded  again  in  fiscal  1984  — this 
time  at  a SI 02  million  level. 

Meanwhile,  the  House  Commerce  Committee 
voted  26  to  15  to  continue  the  planning  program 
until  October  I,  ]98().  'I’he  measure  is  similar  to 
one  adopted  unanimously  in  the  House  last  De- 
cember and  House  approval  of  the  same  bill  or 
some  modification  of  it  is  expected  again  this 
year.  Action  in  the  Senate  is  still  uncertain  fol- 
lowing the  collapse  of  a compromise  between  in- 
terested parties  in  both  Irodies. 

Debate  in  the  f louse  has  revolved  around  the 
proposals  of  Reju  Henry  Mhixman  (D-CA),  who 
chairs  the  Commerce  Health  Sidrcommittee,  and 


Rep.  Edward  Madigan  (R-IL),  its  ranking  minor- 
ity member.  Both  would  have  loosened  the  re- 
quirements in  the  current  planning  law  and, 
ironically,  berth  were  based  on  proposals  approved 
by  overwhelming  majorities  in  the  House  last 
year,  though  neither  was  acted  on  in  the  Senate. 

Last  September,  the  House,  acting  on  a compro- 
mise drafted  by  Madigan  and  Whixman,  voted 
302-to-]4  ter  repeal  the  current  planning  program 
and  replace  it  with  a block  grant  that  was  funded 
for  two  years  but  ccruld  have  continued  for  a 
third  year  if  Congress  .so  opted.  To  receive  fed- 
eral funding,  states  would  have  had  to  agree  to 
require  institutions  to  seek  certificates-of-need 
(COXs)  for  cajrital  expenditures  of  .'$5  million  or 
more  and  for  institutional  services  of  .‘Jl  million 
or  more.  CON  reejuirements  would  not  have  ap- 
plied to  ecpiipment  iir  physicians’  offices. 

After  the  Senate  failed  to  adopt  that  proposal 
and  after  the  Democratic  gain  of  25  seats  in  last 
fall's  elections  strengthened  Waxman’s  hand,  an- 
other compromise  was  put  together  in  the  lame 
duck  Congress.  That  proposal,  which  had  been 
agreed  to  by  Waxman  and  Madigan  and  the 
major  Senate  players  in  the  debate,  would  have 
extended  the  Health  Planning  Act  until  March 
31,  1985,  and  set  the  CON  thre.sholds  at  $1  mil- 
lion for  capital  expenditures  and  $500,000  for  in- 
stitutional health  services. 

Once  again  the  House  acted  on  the  measure, 
passing  it  on  a unanimous  vote.  Once  again  the 
Senate  stalled,  this  time  at  the  insistence  of  the 
then-HHS  Secretary  Richard  Schweiker  whose 
interference  reportedly  angered  some  influential 
Senate  Republicans  including  Labor  and  Human 
Resources  Committee  Chairman  Orrin  Hatch  of 
LUah  who  felt  the  compromise  was  preferable  to 
the  continuing  re.solution  because  the  compro- 
mise contained  higher  CON  levels  than  does  the 
current  law  and  because  it  contained  a specific 
repeal  date. 

As  the  discussions  spilled  over  into  the  new 
98th  Congress,  there  at  first  appeared  to  be  sup- 
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port  for  a compromise  similar  to  the  December 
agreement.  Talks  broke  clown,  however,  when 
W'axman  began  to  suggest  that  the  health  plan- 
ning program  should  lie  assnrccl  for  a little  longer 
in  order  to  coordinate  it  with  the  reccnth-enacted 
Medicare  reimhnrscment  changes. 

Those  changes  will  move  hosjritals  to  a cliag- 
tiosis-related-gronps  (l)RGs)  payment  scheme  he- 
gintiing  in  October  of  1983  bin  cajiital  costs  will 
be  passed  through  until  October  1,  1986.  .\fter 
that,  hospital  capital  costs  will  be  included  in  the 
new  DRG  rates  and  states  will  be  recjiiired 
through  Medicare's  Section  1122  process  to  re- 
view the  need  for  these  ex|X‘nclitnres. 

AV  axman  tvanted  to  delay  repeal  from  the  De- 
cember agreement's  March  1985  date  to  the  Oc- 
tober 1986  date  when  capital  costs  are  to  fall 
tinder  DRCfs.  But  Senate  Republicans  reportedly 
tvoulcl  not  buy  that  and  negotiations  broke  clown 
entirely. 

On  May  9,  AVaxman  introdneed  his  measure 
which  resembled  the  December  compromise  in 
all  respects  except  that  it  keeps  planning  intact 
until  October  1986.  On  the  same  clay,  Madigan 
and  Rep.  James  Broyhill  (R-NC),  co-sponsored 
with  Rep.  Richard  Shelby  (D-AL)  a bill  that  is 
nearly  identical  to  the  Sejiternber  approach. 

In  AN’axman’s  subcommittee,  there  was  some 
good-natured  debate  about  the  relative  merits  of 
the  two  bills,  both  of  which  had  at  one  time  or 
another  been  supported  by  all  the  sponsors  of 
the  new  bills.  Discussion  was  minimal,  however, 
and  the  subcommittee  approved  AAbaxman's  |iro- 
posal  on  an  1 1 to  7 vote. 

One  week  later  AVaxman's  projrosal  was  en- 
dorsed by  the  full  Gommerce  Committee  by  a 
26  to  15  margin.  "There  are  indications  that  Macli- 
gan  and  Shelby  may  try  to  construct  another 
alternative  to  offer  when  the  measure  goes  to  the 
House  floor.  That  could  happen  before  the  July 
4 congressional  recess. 

* * * * 

Congress  Acts  Swiftly  On 
Health  Insurance  For  The  Unemployed 

Prc)]X)sals  to  aid  1 1 million  Americans  who  lost 
their  health  insurance  when  they  or  a family 
member  lost  their  jobs  passed  a major  cotigres- 
sional  mile  post  in  late  May  as  the  House  Ciom- 
merce  Committee  endorsed  a plan  that  will  cost 
about  $2.6  billion  in  1984. 


Despite  the  objections  of  the  Reagan  .Aclmin- 
istiation  and  the  nation’s  governors,  the  Com- 
merce Committee  approved  the  measure  by  a con- 
vincing 34  to  8 vote.  Ciralted  by  Rep.  Henry 
AVhaxman  (D-C.\)  and  Re]).  Edward  Madigan 
(R-IL),  the  })lan  is  a comjiromise  that  would 
terminate  after  three  years.  It  would  base  federal 
fundiug  on  the  level  of  unemployment  iti  the 
state.  It  woidd  rccjuire  employers  to  provide  laid- 
off  workers  health  coverage  for  90  days  and  to 
permit  open  enrollment  of  workers  or  dejrendents 
previously  covered  under  a laid-off  spouse's  jilan. 

Stales  would  be  recpiired  to  cover  at  least  nine 
days  of  hosjrital  care  and  ten  jrhysician  visits  and 
to  charge  the  worker  a jjiemium  of  at  least  2% 
of  his  unemployment  benefits.  4 he  state  could 
employ  a variety  of  administrative  mechanisms, 
including  Medicaid,  insurers  or  pro\iclers. 

The  bill  origiuallN  would  have  denied  federal 
funds  to  states  with  less  than  6%  unemployment. 
To  accommodate  members  in  states  where  overall 
unemployment  is  low  but  pockets  of  high  unem- 
ployment exist,  AA^ axman  and  Madigan  modified 
the  proposal  to  provide  federal  matching  funds 
for  jrrograms  directed  to  the  areas  with  high  nn- 
emjrloyinent  within  states  with  less  than  6*^ 
unemiiloyment. 

The  other  jirinciple  change  made  in  the  meas- 
ure came  after  a heated  debate  and  a cliff-hanging 
21  to  18  vote.  It  prohibits  funds  in  the  bill  Irom 
being  used  for  abortions  excejit  when  the  life  ol 
the  mother  is  in  clanger. 

The  major  threat  to  ajrproval  of  the  AVaxman- 
Madigan  compromise  came  Irom  Rej).  "Thomas 
Tauke  (R-IA),  who  offered  a subslilule  that  re- 
portedly had  AVhite  House  injmt.  It  would  have 
included  requirements  lor  emjtloyers  similar  to 
those  in  the  subcommittee  bill  but  would  have 
pro\idccl  funds  to  all  states  under  a block  giant 
approach.  Matching  hinds  would  not  have  been 
required  of  states. 

Tauke  and  Broyhill  produced  letters  of  sup- 
])ort  from  the  National  Governors  .Association 
and  drew  a caustic  reply  from  Madigan  who 
pointed  to  the  “inconsistency  of  the  governors' 
railing  against  the  si/e  of  the  federal  clelicit''  last 
month  and  now  rushing  to  embrace  aid  to  the 
unemployed  “as  long  as  it's  federally-funded.  ' 

Despite  the  go\ernor's  siqiport,  the  Tauke 
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ineasine  tailed  by  27  to  15.  Following  the  de- 
leal,  alioiu  hall  ol  its  15  supporters  turned  to 
the  Waxinau-Madigau  proposal  which  was  en- 
dorsed .S  I to  8. 

W'axinan  and  Aladigati  s:iy  the  size  ol  the  linal 
\()te  is  ati  indicatioti  that  should  it  gain  linal  con- 
giessiotial  approval.  President  Reagan  will  have 
no  choice  hut  to  sign  their  bill.  At  the  same  time, 
they  concede  that  the  bill's  eventual  enactment 
l)y  the  House  is  anything  Intt  certain  and  .Senate 
agreement  is  even  less  likely. 

Itven  the  Hoitse's  timetable  for  further  cle- 
liberations  on  the  issue  is  still  in  cloidit  as  the 
concerned  parties  wait  for  a signal  from  tlie  House 
leadership  on  how  to  proceed. 

Still  to  be  resolved,  for  instance,  are  the  cptes- 
tions  of  whether  the  bill  will  be  referred  to  the 
Hoitsc  Whiys  and  Meatrs  Committee  where  it 
could  become  bogged  clown  or  significantly  al- 
tered and  whether  action,  as  seems  likely,  will  be 
put  olt  until  aftei  a Hoitse  and  .Senate  budget  ccm- 
Icrence  resolves  dillerences  in  the  funding  the  two 
bodies  hare  provided  for  health  insurance  for  the 
utiemployed. 

'Fhe  House  has  provided  $2.7  billion  in  1984 
and  the  .Senate  cmly  $900  million.  A conference 
on  the  measure  will  probably  not  take  place 
until  alter  the  first  week  in  June.  But  if  fund- 
ing is  significantly  reduced,  4\'axman  and  Madi- 
gan  will  have  to  make  major  revisicjns  since  ^Vax- 
man  made  a commitment  to  Macligan  to  stay 
within  whatever  Intdget  is  eventually  settled  on. 

•Meanwhile,  Senate  action  appears  to  have 
stalled.  At  the  moment,  Sen.  Robert  Dole’s  (R- 
K.S)  $1.8  billion,  two-year  block  grtint  plan  is  seen 
as  the  major  contender  there.  However,  no  fur- 
ther action  in  either  body  seems  likely  utuil  mid- 
dle or  late  Jttne. 

* * * * 

Kidney  Dialysis  Rules  Reissued; 

Opponents  Still  Find  Fault 

Iti  February  of  1982,  the  federal  govertmient 
jtroposecl  new  titles  for  paying  kidney  dialysis 
facilities  and  jthysicians.  More  than  a year  and 
4,000  comments  later,  the  final  rules  have  been 
issued  in  much  the  same  form  as  they  were  orig- 
inally proposed. 

I he  rules,  jmblished  in  the  May  11  Federal 
Register,  are  intended  to  implement  an  incentive 


ptiyment  system  that  Congress  first  proposed  in 
1978  and  that  was  to  have  gone  into  effect  in 
|uly  of  1979.  The  Department  of  Health  and 
Human  .Services  failed  to  fully  implement  the 
new  .system  and  Congress  amended  the  proposal 
in  1981. 

(Controversy  has  surrounded  the  plan  from  the 
beginning.  1 he  new  rules,  which  would  take  ef- 
fect August  1,  1983,  appear  to  do  little  to  abate 
the  criticisms  made  of  the  earlier  proposal,  only 
slightly  modified  in  the  final  rules. 

Under  the  new  rules,  both  physicians  and  fac  il- 
ities will  receive  the  same  amount  for  treating  pa- 
tients dialyzing  in  the  facility  as  for  those  dialyz- 
ing at  home.  Hospital-based  dialysis  facilities 
will  be  reimbursed  at  slightly  higher  levels.  Pay- 
ment tales  will  vary  according  to  regional  wage 
indexes.  Physicians  and  facilities  will  continue 
to  receive  80%  of  the  allowable  payment  from 
Medicare  and  20%  from  the  patient.  An  excep- 
tion which  has  permitted  100%  Medicare  reim- 
bursement of  the  cost  of  home  dialysis  ecjuipment 
hits  been  eliminated. 

Both  hospital  and  independent  centers  now 
are  reindjursed  for  dialysis  according  to  a single 
$138  per  treatment  national  screen.  However, 
based  on  contentions  that  they  treat  sicker  pa- 
tients and  have  higher  costs  than  independent 
facilities,  more  than  half  of  the  about  700  hos- 
pital clitilysis  centers  have  recei\ecl  exceptions  re- 
sulting in  payments  of  more  than  $138.  Only 
about  0%  of  the  independent  centers  received 
exceptions. 

Under  the  new  rules,  hospital  payments  would 
tiverage  about  $131  per  treatment  and  in  the  first 
two  years  payments  would  range  from  a mini- 
mum of  $122  to  a maximum  of  $138.  After  that, 
the  range  could  be  greater,  depending  on  whether 
or  not  the  Health  Care  F'inancing  Administration 
decides  to  modify  the  wage  index  it  is  using  to 
calculate  ]iayments.  For  independent  facilities, 
average  j^ayment  will  be  $127,  with  a range  in  the 
first  two  years  of  $118  to  $138. 

HCFA  acknowledges  that  tlie  new  plan  will 
pay  hospital  facilities  an  average  of  $8  less  than 
the  median  of  the  group's  cost  per  treatment  and 
independents  an  average  of  $14  more  than  their 
median  cost.  It  claims  this  will  even  out  because 
facilities  are  expected  to  make  money  on  home 
clitdysis  patients,  which  HCFA  calculates  cost  the 
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lacilities  onh  about  SD?  per  treauneiit.  Hospitals 
ha\e  about  2 ol  tlieii  ilialysis  patients  on  boiuc 
dialysis  eoiupaied  to  ll''o  ot  the  iude|XMuleut 
eeiiters’  patients. 

Physicians  now  can  be  paid  tor  treatnient  ol 
dialysis  patients  in  one  ol  two  ways.  About  23% 
choose  the  initial  method  (l.M)  in  which  Medi- 
care pays  the  facility  an  extra  $12  per  treatment 
for  physician  ser\ices  and  the  physician  bills  the 
facility.  Payments  under  this  method  have  aver- 
aged about  .$210  per  month  lor  patients  dialy/ing 
in  the  facility  and  $25  for  those  at  home. 

.\bont  73%  of  physicians  have  chosen  an  "al- 
ternative reindnirsement  method”  (ARM)  which 
paid  them  a monthly  capitated  stipend  that  aver- 
aged S220  for  patients  in  the  facility  and  $124 
for  home  patients. 

Under  the  new  rules,  the  IM  jrayment  option 
Avill  be  eliminated  and  a single  new  rate  will  be 
established  for  home  and  in-facility  patients.  It 
will  average  about  $184  a month  and  ■vv’ill  range 
from  a minimum  of  $144  to  a maximum  of  $220. 

Reimbursement  rates  for  physicians  and  facili- 
ties will  be  updated  only  at  HCF,\'s  discretion. 
The  ctirrent  screens  have  not  been  updated  since 
they  were  jnit  in  place  in  1974. 

4 he  regulations  are  so  little  changed  from  the 
original  proposed  regs  that  most  of  the  groups 
that  criticized  them  in  the  first  place  say  they  are 
far  from  satisfied  with  the  linal  product.  Both 
the  National  Association  of  Patients  on  Hemo- 
dialysis and  Transplant  and  the  Renal  Physicians 
Association  are  considering  lawsuits  to  jtrevent 
implementation  of  the  new  rules  and  several  con- 
gressional committees  say  they  are  still  not  satis- 
fied with  the  regulations  ■which  resulted  in  three 
congressional  hearings  when  they  were  first 
proposed. 

Complaints  include  fears  that  the  facilities  will 
be  forced  to  cut  staff  to  keep  costs  below  the  pay- 
ment levels,  concerns  that  facilities  will  encourage 
home  dialysis  for  patients  who  are  good  candi- 
dates for  transplants,  the  belief  that  the  data  used 
to  develop  the  rates  is  old  and  inadet|uate,  and 
charges  that  the  payments  for  hospitals  are  in- 
adequate and  so  similar  to  those  for  independent 
facilities  that  the  regulations  in  effect  flaunt  the 
law’s  mandate  for  a two-rate  structure. 

* * * * 


FTC  Authority  Clarified  In  House  Bill 

.\n  ameiidment  that  clarified  Federal  Trade 
Commission  (F’FC)  authority  over  professionals 
and  state  licensing  boards  was  ajiproved  by  the 
House  Flnergy  and  Commerce  Committee  in  May. 

Ihe  proposed  legislation  says  that  the  F'TC 
cannot  override  state  laws  that  regulate  the  train- 
ing, education  and  licensing  reejuirements  of  pro- 
fessionals. F'or  the  first  time,  however,  F'TC’s  au- 
thority over  jwofessionals'  commercial  and  busi- 
ness practices  has  been  recognized. 

"Where  state  laws  properly  regulate  certain 
anticompetitive  business  practices,  the  FTC  could 
not  interfere,  under  the  new  language.  But  the 
F'TC  could  intervene  when  state  regulatory  agen- 
cies improperly  cji  insufficiently  regulate  busine.ss 
practices.  The  FTC  also  would  be  permitted  to 
challenge  state  laws  that  relate  to  education, 
training  and  exjierience  but  apj^ear  to  restrict 
business  or  commercial  activities.  A 16-page  re- 
port released  by  the  Fnergy  and  Commerce  Cc^m- 
mittee  says  that  under  the  proposed  amendment, 
professionals  or  state  licensing  boards  cannot: 

• unjustifiably  deny  hospital  admitting  privi- 
leges: 

• impose  restrictise  apprenticeship  recpiire- 
ments  that  discourage  the  development  of 
elfective  alternative  forms  of  health  care; 

• restrict  the  scope  of  noii-MI)  practices  which 
have  been  perlorrnecl  successfully  for  years; 

• restrict  tasks  or  duties  of  other  protessional 
groups,  which  are  cpialified  by  training  and 
education  to  perform; 

• jrromidgate  regulations,  of  any  kind,  outside 
their  authority. 

‘‘This  amendmeut  will  provide  appropriate 
gtiidaiue  and  clarification  for  the  F'l'C  and 
courts  oil  jioints  of  major  controversy,”  the  re- 
port says. 

* * * # 

Congress  Moves  Toward  Budget  Resolution 

The  .Senate  approved  a 1984  budget  resolution 
May  19.  Fhe  liealth  portion  of  the  resolution, 
adojited  50-to-49,  is  very  similar  to  one  proposed 
by  the  Senate  Budget  Committee  and  modified 
by  the  .Senate  in  earlier  budget  debate.  It  would 
provide  $900  million  in  1984  and  $1.8  billion 
over  the  next  2.5  years  for  health  insurance  for 
the  unemployed. 


Volume  80,  Number  3 — August,  1983 


159 


Medicine  in  the  News 


Medicare  cuts  in  the  resolution  total  S824  mil- 
lion in  1984  and  $9.5  billion  over  the  next  five 
years.  4 his  would  be  in  addition  to  some  $10.5 
Itillion  in  savings  projected  from  the  diagnosis- 
related  groups  payment  plan  enacted  earlier  this 
year.  Medicaid  would  be  cut  by  $53  million  in 
1984  and  by  a little  more  than  $3  billion  over 
live  years. 

Both  the  Medicare  and  Medicaid  funding  re- 
ductions are  only  about  half  what  President 
Reagan  had  requested.  In  addition,  in  debating 
the  Budget  Committee's  recommendation  the 
Senate  added  $49  million  in  each  of  the  next 
three  years  for  providing  health  care  to  pregnant 
women,  .\ttempts  by  Senate  Repid)licans  to  in- 
crease Medicare  cuts  were  soundly  defeated  and 
a proposal  l)y  Democrats  to  add  back  $400  million 
in  Medicare  funds  was  only  narrowly  turned 
aside. 

44ie  Senate  action  contrasts  with  a House 
budget  resolution  that  limits  Medicare  savings 
to  those  anticipated  from  DRGs,  provides  $2.7 
billion  for  health  insurance  for  the  unemployed 
in  1984,  and  adds  $350  million  in  Medicaid  fund- 
ing for  a child  health  assurance  program. 

.V  House  Senate  Conference  to  resolve  the  dif- 
ferences in  the  two  bodies’  budget  plans  was  de- 
layed until  June. 

Major  differences  between  the  plans  center  on 
the  Medicaid  and  Medicare  budgets  and  on  the 
funding  for  the  health  plan  for  the  unemployed. 
Debate  oir  the  health  insurance  for  the  unerrr- 
ployed  is  expected  to  concentrate  only  oir  fund- 
ing, leaving  the  design  of  the  prograirr  to  the 
authorizing  committees  with  jurisdiction  over  the 
issue. 

lire  Senate  Budget  Committee  has  recom- 
mended that  Medicare  saviirgs  be  achieved  Iry  in- 
cre.ising  aird  means-testiirg  Part  B prenriums  and 
bv  Iree/ing  allowable  fee  levels  for  physicians  who 
don't  accept  the  Medicare  assigmrrent.  Though 
tlie  recoirrmendatiorrs  are  irot  binding  on  the  com- 
mittees charged  with  eiracting  changes  to  meet  the 
budget  mandates,  they  rrray  be  debated  Iry  budget 
conferees. 

* * * * 

Reagan  Administration  Persists  On 
"Squeal  Rule" 

Earlv  this  year,  judges  iir  both  Washington  and 
New  York  blocked  the  controversial  “stjueal  rrde” 


which  requires  federally-funded  family  planning 
clinics  to  notify  parents  wlreir  their  teenagers  re- 
ceive prescription  contraceptives. 

But,  iir  May  the  Reagair  Administration  went 
back  to  the  "Wbashington,  D.  C.,  Appeals  Court  to 
urge  reinstatement  of  the  rule. 

Goverrinrent  appeal  of  the  second  suit,  filed  Iry 
New  York  State's  Attorrrey  General,  was  set  to  be 
heard  in  New  York  orr  Jurre  20. 

In  4Vest  Virginia,  arr  Appeals  Court  postporred 
action  on  a third  suit  after  the  "Washington  and 
New  York  rulirrgs. 

Irr  Ibalr,  a federal  judge  has  blocked  a state 
“squeal  rule”  urrtil  a full  hearirrg  on  the  rule  on 
.August  5.  This  law,  originally  scheduled  to  take 
effect  early  Irr  May,  requires  that  retailers  or  phy- 
sicians ask  for  identification  and  notify  parents 
before  dispensing  either  prescription  or  non- 
jjrescription  birth  control  products  to  teenagers. 

.Attorneys  for  the  Administration  say  that  a 
1 98 1 amendment  jrassed  by  Congress  was  designed 
to  make  parents  more  involved  in  their  children’s 
sexual  decision-making.  Simply  encouraging  teen- 
agers to  talk  to  their  parents  has  not  helped  re- 
duce the  number  of  teerrage  pregnancies,  they  say. 

“It  is  airsolutely  clear  that  the  Secretary  of 
Health  and  Hitman  Services  had  the  authority 
to  issue  the  regulations  challenged  in  this  case,” 
argued  Justice  Department  lar\7er  Carolyn  B. 
Kuhl  before  the  'Washington,  D.  C.,  judge.  “The 
family  cannot  participate  in  an  activity  that  it 
does  not  ktrow  is  taking  place.  ...  It  is  entirely 
legitimate  for  a parent  to  be  involved  in  family 
planning  decisions  of  an  adolescent  child.” 

But  family  planning  groups  charge  that  the 
“squeal  rule”  invades  a teenager’s  right  to  privacy 
and  violates  patient-physician  confidentiality. 
Furthermore,  there  is  little  basis  for  the  govern- 
ment's contention  that  notification  would  protect 
the  health  of  teenagers;  prescription  contracep- 
tives pose  few  problems  to  ivomen  under  age  18, 
they  say. 

The  American  Medical  .Association  and  the 
American  College  of  Obstetricians  and  Gynecol- 
ogists, siding  with  the  family  planning  groups, 
contend  that  a notification  rule  will  scare  teen- 
agers away  from  family  planning  clinics  and  lead 
to  an  iqrsurge  in  adolescent  pregnancies.  “Teens 
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are  five  times  more  likely  to  die  from  jMCgiiaiuy 
and  childbirth  than  lioni  the  use  of  oral  contra- 
ceptives,” Dr.  Lnella  Klein,  ACOG’s  Vice  Presi- 
dent, said  at  a press  cotiference  earlier  this  year. 

# * # # 

Government  Keeps  "Baby  Doe"  Concept  Alive 

Stung  by  a recent  defeat  in  court,  the  Depart- 
ment of  Health  and  Human  Services  (HHS)  has 
set  out  to  revise  the  controversial  “Baby  Doe” 
regulation.  Predictions  are  that  it  will  be  the 
procetlure  rather  than  the  substance  of  the  rule 
that  is  (hanged. 

The  ride  re(]uired  hospitals  to  jiost  notices  in 
delivery  wards  and  nurseries  publicizing  a 21- 
hour  “hotline”  to  be  used  in  cases  of  suspected  neg- 
lect. It  was  rushed  into  effect  in  only  1,^)  days. 

1 his  was  a “hasty  and  ill-considered”  respotise 
to  otie  of  the  “most  difficult  medical  and  ethical 
problems  facing  our  society,”  U.  S.  District  Court 
Judge  Gerhard  A.  Gesell  ruled  in  April. 

“We  are  now’  in  the  process  of  reviewing  the 
regulations  in  light  of  the  Judge’s  decision,”  ex- 
plained an  HHS  spokesman.  The  government 
has  not  yet  appealed  the  case.  It  is  suspected  that 
HHS  will  abandon  the  court  room  battle  onte  the 
regulation  is  rewritten.  The  revision,  a Joint  ef- 
fort of  the  White  House  and  the  Dejtartments  of 
Justice  and  HHS,  is  believed  to  contain  a sec  tion 
that  explains  the  standards  the  government  wants 
applied  in  the  treatmetit  of  Dow’ii’s  Syndrome, 
spina  bifida  and  anencephala. 

Meanwhile,  committees  iti  the  House  and  Sen- 
ate approved  “Baby  Doe”  legislative  strategies 
designed  to  protect  handicapped  newborns.  For 
both  states  and  hospitals,  the  penalty  of  noncom- 
pliance is  severe;  loss  of  federal  funding  assistance. 

House  bill  H.  R.  1901  calls  for  inhint  care 
guidelines  and  recpiires  that  states  set  up  a hotline 
system  to  report  cases  of  suspected  neglect.  States 
that  choose  not  to  comply  w'ould  lose  all  funding 
for  child  abuse  jirograms. 

The  Senate  bill  S.  lOO.S  would  establish  a gov- 
ernment advisory  committee  to  study  the  treat- 
ment of  ill  newborns  and  recommend  standards 
of  “appropriate”  care.  Based  on  the  findings  of 
this  advisory  committee,  the  Health  and  Human 
Services  Secretary  w’ould  propose  regulations  to 
establish  “decision-making  procedures”  within 
every  hospital.  Hospitals  that  do  not  comply 


W'ould  lose  all  Medicare  and  Medicaid  futiding. 

\ vaguely-woicled  amendment  to  the  Senate 
bill  olfered  by  Sen.  Fliomas  F.  Eagleton  (D-.MO), 
reads: 

“(I’he  regidations)  shall  at  a minimum  re- 
(juire  that  all  seveiely-ill  newborns  be  provided 
rebel  from  sullering  including  feeding,  and 
medication  Icji  jcain  and  sedation  as  appre^pri- 
ate.” 

According  to  Faglctoti  staffers,  this  means  that 
feeding  is  re(|uiied  but  medication  is  optional. 

No  cases  of  infant  mistreatment  have  been  un- 
covered by  the  government's  Baby  Doe  activi- 
ties. Of  822  calls  received  on  the  HHS  Baby  Doe 
hotline,  21  involved  complaints  of  infant  care  and 
seven  jrrompted  federal  investigatioti.  However, 
according  to  Patricia  Mackey  of  the  HHS  Office 
of  Givil  Rights,  the  government  has  not  recom- 
mended tieatment,  feeding  or  relocation  of  any 
infant  relerred  on  the  Baby  Doe  hotline. 

The  .\MA  told  Congress  that  it  supports  re- 
authori/ation  of  the  Child  Abuse  Act  to  winch 
these  amendments  are  tagged,  but  opjioses  Con- 
gressional decision-making  in  the  nursery.  “The 
AMA  believes  govertmiental  intervention  in- 
trudes on  the  rights  and  resjKmsibilities  of  jjar- 
ents,  physicians,  and  institutions.  Imposition  of 
procedures  would  create  an  atmosjdiere  of  un- 
warranted mistiiist  and  cieate  legal  pitfalls  of 
enormous  ])r()|j()rtions,”  says  A.MA  Exec mice  \’i(e 
President  James  H.  Sammons,  M.D. 

* * # # 

AIDS  Number  One  Health  Problem, 

Dr.  Brandt  Says 

Assistant  Secretary  for  Health  Edward  N. 
Brandt,  Jr.,  M.D.,  has  urged  all  physicians  and 
health  c are  institutions  to  report  cases  of  .Acejuired 
Inmmne  Deficiency  Syndrome  (AIDS)  to  state 
health  departments,  assisting  the  government  in 
the  investigation  of  what  he  calls  “the  nation’s 
number  one  health  problem.” 

Meanw'hile,  AIDS  patients  have  been  granted 
almost  automatic  eligibility  for  disability  bene- 
fits under  Social  Security.  SS.V  made  the  decision 
in  May  to  provide  coverage  after  the  Center  for 
Disease  Control  (CDC)  and  scientists  at  Johns 
Hopkins  ITniversity  achised  that  the  disease  has 
identifiable  symjetoms  and  has  “an  exceedingly 
high  mortality  rate.” 
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III  liis  first  news  conference  on  AIDS,  Dr. 
Braiull  announced  that  CiDC  is  expected  to  make 
.\1DS  "a  notifiafde  disease  in  all  states,  improvin<> 
tlie  re|X)rting  and  surveillance  procedures  for  the 
disease  around  the  country.  Ihitil  now,  report- 
ing procedures  varied  from  state  to  state  and  the 
CD(;  was  not  always  routinely  notified  of  cases. 

Ihe  CiDC  also  plans  to  assign  public  health 
ad\  isors  to  San  Francisco,  Los  Angeles  and  Miami. 
Because  most  cases  of  .\IDS  appear  in  urban  areas, 
cite  health  officials  have  an  especially  imjxiitant 
role  to  jilay  in  the  AIDS  investigation.  Dr.  Brandt 
stressed. 

“F.cery  physician  sliould  be  aware  of  the  pos- 
sibility  of  AIDS  when  patients  with  malaise, 
weight  loss,  lymphadeno]jathy,  and  light  fever  aie 
diagnosed,”  Dr.  Brandt  said.  ‘‘Cases  of  AIDS 
should  be  reported  immediately  to  state  and  local 
health  officials.  1 hese  officials  and  the  Public 
flealth  Service  can  provide  consultation  tci  Jthy- 
sicians.  While  the  exact  association  between 
bhxxl  and  blood  products  and  the  develojmient 
of  .\IDS  is  unknown,  physicians  should  adhere 
strictly  to  medical  indications  for  transfusions. 
.\utologous  blood  transfusions  should  be  en- 
couraged.” 

Dr.  Brandt  pledged  that  514.3  million  cvill  be 
sjjent  on  .\IDS  research  in  fiscal  1983,  nearly 
three  times  last  year's  .\1DS  expenditure.  He  an- 
nounced four  of  the  new  AIDS  research  grants 
awaicled  by  the  National  Cancer  Institute  to  R. 
(.ordon  Douglas,  M.D.,  of  Cornell  Medical  Cen- 
ter. New  4’ork;  James  .Mullins,  Ph.D.,  of  Harvard 
I'nicersity,  Boston:  F'rederick  Siegel,  M.D.,  of  Mt. 
Sinai  Medical  Center,  New  York;  and  Paul  Vol- 
berding,  M.D.,  of  the  University  of  California  at 
Los  .Vngeles.  I' wo  netv  .\1DS  grants  from  the 
National  Institute  of  .\llergy  and  Infectious  Di.s- 
ea,ses  will  go  to  Arye  Rubenstein,  M.D.,  of  Yeshiva 
Lhiiversity,  New  York;  and  John  Fahey,  M.D., 
Lhiiversity  ol  California,  San  Francisco.  More 
grants  will  be  awarded  .soon. 

Dr.  Brandt  reminded  the  public  that: 

• Sexual  contact  should  be  avoided  with  jrer- 
sons  known  or  suspec  ted  of  having  AIDS; 

• Members  of  groups  at  increased  risk  for  AIDS 
should  refrain  from  donating  plasma  or 
blood  prcxlucts; 


• Researchers  should  evaluate  the  effectiveness 
of  screening  procedures  in  identifying  and 
excluding  blcxxl  with  a high  probability  of 
transmitting  AIDS; 

• Work  should  continue  towards  the  develojr- 
ment  of  safer  blood  products  for  use  by  he- 
mophilia patients. 

AIDS  is  not  a threat  to  the  general  public.  Dr. 
Brandt  added.  “W^e  have  seen  no  evidence  that 
it  is  breaking  out  from  the  originally  defined  high 
risk  groups.  I personally  do  not  think  there  is 
any  reason  for  panic  among  the  general  popula- 
tion.” 

In  San  Francisco,  some  landlords  have  evicted 
tenants  who  contracted  the  disease.  The  city  has 
since  established  counseling  groups  to  provide 
housing  for  victims,  and  has  offered  space  in  a 
special  ward  at  the  San  Francisco  General 
Hospital. 

Ihe  San  Francisco  Police  Department  has  clis- 
jiensed  special  gloves  and  masks  for  police  officers 
handling  “a  susiiected  .\IDS  jratient.”  The  offi- 
cers fear  they  could  catch  the  disease  by  admin- 
istering mouth-lo-mouth  resuscitation  to  patients. 

Los  .\ngeles  medical  personnel  have  refused  to 
care  for  .\IDS  patients  or  handle  blood  samples 
and  transfusiotis.  AIDS  hotlines  have  received 
calls  asking  if  the  disease  can  be  picked  up  from 
toilet  seats  or  subway  strajjs. 

In  New  York,  inmates  of  the  state  prison  in 
.\uburn  refused  to  eat  meals  or  use  utensils  from 
the  jri  ison's  mess  hall,  fearing  that  food  prepared 
by  the  |rrison  might  be  cotitaminated  by  other  in- 
mates with  the  di.sease.  I'hirty-five  inmates  in 
New  '\’ork  jx  isons  have  been  confirmed  as  having 
.VIDS. 

‘‘T  here  is  no  evidence  to  date  that  indicates 
AIDS  is  spread  by  casual  contact.  On  the  con- 
trary, our  findings  indictUe  that  AIDS  is  spread 
almost  entirely  through  sexual  contact,  through 
the  sharing  of  needles  by  drug  afmsers,  and  less 
commonly,  through  blocxl  or  blcxxl  products.  For 
these  reasons,  there  is  no  cause  for  fear  among  the 
general  public  that  individuals  may  develop 
AIDS  through  casual  contact  with  an  AIDS  pa- 
tient,” Dr.  Brandt  said. 

# # * * 
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Category  1 

Continuing  Medicai  Education 
Programs  Available  in 
Arkansas 

2-f-25,  S:On  n.m.  to  6:00  h.m.,  UA^tS,  Ed  II  Build 


VASCULAR  DISEASE 

September  17,  S:00  a.m.  to  12:30  p.m.,  Sludfield 
Auditorium,  Baptist  Medical  Cleuter. 

PRACTICAL  RHEUMATOLOGY  REVIEW 

Presented  by  Peter  Siugleton,  M.I).,  F.A.C.P., 
Chief  of  Rheumatology  ami  Clinical  Immu- 
nology, Letterman  Army  Medical  Center,  San 
Francisco,  California,  September  20,  7:00  p.m., 
Education  Building,  Baxter  General  Hospital, 
Mountain  Home.  Two  hours  Category  I credit. 
\o  registration  fee. 

TOPICS  IN  GLAUCOMA 

Pre.sented  by  Whlliam  C.  Layden,  M.D.,  Profes- 
sor and  Chairman,  Ophthalmology  Department, 
Fhiiversity  of  Southern  Florida,  Tampa,  Septem- 
ber 23,  8:30  a.m..  Red  Apple  Inn,  Heber  Springs. 
Sponsored  Iry  the  .\rkansas  .\cademy  of  Ophthal- 
mology. Six  hours  Category  I credit.  Registration 
fee  $50. 

FLEXIBLE  FIBEROPTIC  SIGMOIDOSCOPY 
AN  INTRODUCTORY  COURSE 

Presented  by  the  Gastroenterology  Staff  at 
Baptist  Medical  Center,  September  24,  8:00  a.m. 
to  5:00  p.m.,  Shuffield  .\uditorium,  BMC.  Regis- 
tration fee  $20. 

ATLS  CONFERENCE 

Presented  by  Patrick  Osam,  M.D.,  September 


ing.  Room  G/131A.  Sponsored  by  U.\MS.  10 
hours  Category  I credit.  Registration  fee  $375. 

BIOLOGY  OF  AGING:  IMMUNOLOGIC  ASPECTS 

Presented  by  David  A.  I jpschitz,  M.D.,  Septem- 
ber 29,  8:00  a.m.  to  12:30  p.m.,  UAMS,  Shorey 
.Auditorium  (Ed  J).  Four  hours  Category  I credit. 
No  registration  fee. 

MECHANICAL  VENTILATOR  MANAGEMENT 

Presented  by  Roger  C.  Bone,  M.D.,  F..A.C.P., 
Chief  of  Pulmonary  Division,  U.AMS,  October  18, 
7:00  p.m..  Education  Building,  Baxter  General 
Hospital,  Mountain  Home.  Fwo  hours  Category 
I credit.  No  registration  fee. 

PSYCHIATRY  UPDATE:  STEP  PARENTING 
WORKSHOP 

Presented  by  \V.  Payton  Kolb,  M.D.,  and  S. 
Otho  Hesterly,  Ph.D.,  October  14-16,  (no  time 
indicated),  .\rlington  Hotel,  Hot  Springs.  Spon- 
sored l)y  U.A.MS.  Six  hours  Category  I credit. 
Registration  fee  $75. 

MEDICINE  AND  RELIGION  CONFERENCE 

Presented  by  Fred  O.  Henker,  M.D.,  October 
15,  LI  .AMS  Education  II  Building.  Seven  hours 
Category  I credit.  Registration  fee  $5. 

SECOND  ANNUAL  EMERGENCY  CARE  SEMINAR 

October  14-15 , .Arkansas  Children’s  Hospital. 


RECURRING  EDUCATION  PROGRAMS 

Unless  otlierwisc  indicated,  programs  are  for  one  to  two  hours  of  Category  I credit. 

EL  DORADO  — AHEC- SOUTH  ARKANSAS 

Surgical  Conference,  first,  second  and  tliird  Monday,  12:45  p.m.  to  1:30  p.m.,  .AHF.C-South  .Arkansas. 

Pathology  Conference,  second  Tuesday.  12:30  p.m.  to  1:30  p.m.,  .AHF.C-.South  .Arkansas. 

Colposcopy-Pap  Smear  Clinic,  fourth  Tuesday,  12:00  noon  to  1:00  p.m.,  AHEC-South  .Arkansas. 

Internal  Medicine  Conference,  first,  second,  and  fourth  AVednesday,  12:15  p.m.  to  1:30  p.m.,  .AHEC-South  .Arkansas. 

Chest  Conference,  third  AVednesday,  12:30  p.m.  to  1:30  p.m.,  AA’arner  Rrown  Flospital. 

Obstetrics-Gynecology  Conferejice,  second  and  fourtli  Thursdav.  12:45  p.m.  to  1:30  jt.m.,  .AHEC-South  .Arkansas. 

Behavioral  Sciences  Conferences,  first  and  fourth  Eridav,  12:45  p.m.  to  1:30  p.m.,  .AHEC-South  .Arkansas. 

Pediatric  Conference,  second  and  third  Eriday,  12:30  p.m.  to  1:30  p.m..  (.second  Eriday,  AA'arner  Rrown  Hospital,  third  Friday, 
Union  Medical  Center). 

FAYETTEVILLE  — AHEC  - NW 

Medicine  Teaching  Conference , each  Sattirday,  7:30  a.m.  to  8:30  a.m.,  AVasliington  Regional  Medical  Center. 

FAATTTEVILLE  — VA  MEDICAL  CENTER 

Pathology  Conference,  third  I hursday,  3:00  p.m..  Conference  Room. 

Radiology  Conference,  first  and  third  Thursday,  1:00  p.m..  Conference  Room. 

Mortality  Conference,  second  Thursday,  3:00  p.m..  Conference  Room. 

Peer  Exchange,  September:  “Rheumatology”,  Eleanor  Lipsmeyer,  M.D. 

As  organizations  accredited  for  continuing  medical  education  by  the  Accreditation  Council  for  Continuing  Medical  Education,  the  organization.' 
named  certify  that  these  continuing  medical  education  activities  meet  the  criteria  for  the  credit  hours  specified  in  Category  I of  the  Physician’s 
Recognition  Award  of  the  American  Medical  Association. 
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FORT  SMITH  — AHEC 

rumor  Conference,  each  1 uesday,  12:00  noon,  Sparks  Regional  Medical  Center,  Fourth  Floor  C^onference  Room, 

Neurologv  Conference,  second  Fiiesday,  1 2:  Fa  ]).ni.,  Sparks  Regional  Medical  Center  Lilnary. 

Dermatology  Conference,  first  Thursday,  12:1.5  p.m..  Sparks  Regional  Medical  Center  Library. 

Clwradc  and  Cardiovascular  Conference,  third  Fhnrsday.  12:  15  p.m..  Sparks  Regional  Medical  Center. 

JONESBORO  — AHEC-NORTHEAST 

Interesting  Case  Conference,  .second  and  fourth  'Fuesday,  12:00  noon,  St.  Bernard’s  Dietary  Conference  Room. 

Methodist  Hospital  of  Jonesboro  CME  Staff  Conference,  second  Fuesday,  7:30  p.m.,  Methodist  Hospital  of  Jonesboro 
Cafeteria. 

Monthly  Medical  I.ecture  Series,  third  Tuesday,  7:30  p.m.,  rotates  each  month  between  Walnut  Ridge  and  Pocahontas. 

OB fCYN  FED  Conference,  last  Tuesday,  5:30  p.m.,  St.  Bernard’s  Dietary  Conference  Room. 

Tumor  Conference,  fourth  ^Vedne,sday,  12:00  noon,  St.  Bernard’s  Dietary  Conference  Room. 

Continuing  Medical  Lecture  Series,  each  Friday,  12:00  noon,  #1  Stroud  Hall,  St.  Bernard's  .Annex  Building. 

Chest  Conference,  third  Friday,  12:00  noon,  St.  Bernard’s  Dietary  Conference  Room. 

LITTLE  ROCK  — ARKANSAS  CHILDREN’S  HOSPITAL 

Pediatric  J-tadiology I Cenetics  Conference,  each  Mondav.  12:00  noon,  Burn  Conference  Room. 

Pediatric  Grand  Rounds,  each  Fuesdav,  8:00  a.m..  Physicians'  C.onference  Room. 

Primary  Care  Seminar,  each  AV’ednesday,  8:15  a.m.,  Physicians’  C.onference  Room. 

Respiratory  Care  Case  Conference,  each  Af’eduesday,  1:00  p.m.,  Polly  R.  Thomas  Dining  Room, 

Infectious  Disease  Conference,  second  Wednesday.  12:00  noon.  Physicians’  Conference  Room. 

Problem  Case  Conference,  each  Thursday,  12:00  noon.  Physicians’  Conference  Room. 

LITTLE  ROCK  — BAPTIST  MEDICAL  CENTER 

Pulmonary  Conference,  each  1 iiesday.  12:00  noon  to  1:00  p.m..  Auditorium. 

Emergency  Medicine  Conference,  first  AVednesday,  12:30  p.m.  to  1:30  jr.m.,  Conference  Room  #1. 

Case  of  the  Month,  second  and  fourth  Wednesday,  12:00  noon  to  1:00  p.m..  Conference  Room  #1. 

General  Internal  Medicine  Conference,  third  Wednesday,  12:00  noon  to  1:00  p.m..  Conference  Room  #1. 

Renal  Conference,  fifth  or  last  AVednesday  eath  month,  12:00  noon  to  1:00  p.m..  Conference  Room  #1.  (AVlicn  there  are 
four  AA’ednesdays  in  the  month,  conference  trill  be  on  fouitli  AVednesday  and  there  will  only  be  one  Case  of  the  Month 
Conference.) 

Morbidity  and  Mortality  Conference,  first  'Fliursday,  8:00  a.m.  to  9:00  a.m..  Conference  Room  #1. 

Surgery  Conference,  second,  third,  fotirth  and  fifth  f hnrsday,  8;()()  a.m.  to  9:00  a.m..  Conference  Room  #1. 

Anesthesiology  Conference,  tliird  d litirsday,  7:00  a.m.  to  8:00  a.m..  Conference  Room  #2. 

Cardiology  Conference,  fourth  Fhurstlay,  12:00  noon  to  1:00  p.m..  Conference  Room  #1. 

Cardiopulmonary  Resuscitation  Course,  fourth  Thursday,  7:00  p.m.  to  1:00  a.m.,  Shulfield  .Auditorium.  .Six  hours  Category 
I credit.  (Pre-registration  witli  Department  of  Medical  Education  required,  phone  227-2672.) 

LITTLE  ROCK  — ST.  VINCENT  INFIRMARY 

Interhospital  GI  Problems  Conference,  first  Monday,  6:00  p.m.  to  7:30  p.m..  Room  E-155,  Education  AA'ing. 

Pediatric  Conference,  first  I tiesday.  12:.30  p.m.  to  1:30  p.m..  Room  1^159,  Education  AA'ing. 

Interhospital  Urology  Grand  Rounds,  first  Tuesday,  5:30  ]r.m.  to  6:30  p.m..  Room  E159,  Education  AA'ing. 

Gynecology  Conference,  second  Tuesday,  5:30  p.m.  to  6:30  p.m.,  Radiology  Classroom  S-1025. 

Neuropathology  Conference,  tliird  'Fuesday,  5:30  p.m.  to  6:30  |r.m..  Room  .S-1169,  Laboratory. 

Peripheral  Vascular  Disease  Conference,  thiril  Tuesday,  6:00  p.m.  to  7:00  p.m..  Room  E-159,  Edtication  AA’ing. 

Pulmonary  Conference,l\rs\  and  tliird  J luirsday,  12:00  noon  to  1:00  p.m..  Room  E159,  Education  AA'ing. 
Hematology-Oncology  Conference,  Second  Thursday,  12:00  noon  to  1:00  p.m,.  Room  8-1169.  Laboratory. 

Cardiology  Conference,  fourth  Fliursday,  12:00  noon  to  1:00  jr.m..  Room  E-155,  Education  AA'ing. 

LITTLE  ROCK  — UNIVERSITY  OF  ARKANSAS  FOR  MEDICAL  SCIENCES 

Psychiatry  Grand  Rounds,  each  Monday,  12:00  noon  to  1:00  p.m..  Child  Study  Center  Auditorium. 

Ophthalmology  Morning  Conference,  each  Monday,  AA’ednesday,  ami  Friday,  7:30  a.m..  Education  H Btiilding,  Room 
G/IOFA. 

Pediatric  Critical  Care  Conference,  fotirth  Monday,  4:00  p.m.,  (>1  TOS.A&B. 

Orthopaedic  Eracture  Conference,  each  Tuesday,  7:00  a.m..  Education  H Building,  Room  Gl  /135. 

Orthopaedic  Bibliography  Conference,  each  Fuesday,  8:00  a.m..  Education  H Building,  Room  Gl/135. 

Orthopaedic  Grand  Rounds,  each  Tuesday,  10:00  a.m..  Education  11  Building,  Room  Gl/135. 

Orthopaedic  Basic  Science  Conference,  eath  Tuesday,  11:00  a.m.,  F.ducation  H Building,  Room  Gl  135. 

Radiology  Imaging  Conference,  each  Fuesday,  8:00  a.m.,  and  'Fliursday,  4:00  p.m.,  Ml  ,/293. 

Medicine  Subspecialty  Conference,  each  Fuesday.  12:15  p.m..  Education  IT  Building,  Room  G I IIA. 

Gynecology  Pathology  Conference,  each  Tuesday,  3:30  p.m.,  4D27. 

Infectious  Disease  Journal  Chit),  each  AA'ednesday,  7:30  a.m.,  3E06. 

Perinatal  Medic  ine  Conference,  second  and  fourth  AA'cdnc.sday,  8:00  a.m,,  4D27. 

Medicine-Pathology  Conference,  each  AA'ednesday,  12:15  p.m.,  F.ducation  11  Building,  Room  G/1  IF 
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Xnnoiadiology  ('.asc  Coiifcifiicr,  cadi  W'cdiU'sday,  1:00  pan.,  MI/29,‘i. 

Medicine  (ixttid  l\()tin(l.\,  ca(  li  1 lunxiav,  S:00  a.m..  Sliorcy  Aiidiloriiiin. 

Oil  I’ei  itKiltil-XeonnItil  I ' IlKisoiind  ('.(>)ile)en(e,  vdt.\\  'riimsdav,  11:00  aan..  Ml /27I. 

(,I  Problem  Case  Conference,  lach  1 liinsdav,  3:,‘i0  pan.,  Hospital  .Sl)29. 

() l>litli(tlinology  Problem  C(i\e  Conference,  i-acli  d’liinsday, -1 :00  p.in.,  AOd  .‘i  150. 

Cl  Jour)ial  Club,  catli  I'riilay,  7:1W  a. in.,  Hospital  51)29. 

Pediatrics  Medicine  Endocrine  Conference,  cadi  Kiiday.  7:30  a.m..  3K0t). 

/(.’('  Conference,  each  l iiday.  12:15  |),in.,  Kdntation  II  lltiilding.  Room  C;/M1;\. 

TEXARKANA  — AHEC- SOUTHWEST 

AllEC  Tumor  Conference,  first  W ednesday,  7:00  a.m.,  .St.  Michael  Hosjhtal. 

AHEC  Chest  Conference,  tliiid  W'edne.sday,  12:30  p.m.,  St.  Michael  Hospital. 

AHEC  Regional  Xejilirology  Conference,  fourth  W'edne.sday,  7:0(1  a.m.,  St.  .Michael  Hospital. 


PERSONAL 

Dr.  Campbell  Honored 

Dr.  Gilbert  Camplfell  ol  Lillie  Rock  was  named 
“.Surgical  Alumnus  ol  the  Year  for  1983”  at  the 
Lhiiversity  of  Minnesota  at  Minneapolis. 

Dr.  Campbell  presented  two  lectures  at  ihe  l7th 
Annual  Continmttion  Coitrse  in  Sttrgery  held  in 
conjunction  with  the  annual  meeting  of  Minne- 
sota Surgical  Residents'  Society.  His  topics  were 
“Management  of  Corrosive  Strictitres  of  the 
Esophagus”  and  “Management  of  Esophageal 
Perforations.” 

Dr.  Holder  Delegate 

Dr.  Robert  Holder  represented  the  First  ITniied 
Methodist  Church  of  Bentonville  as  alternate 
delegate  to  the  United  Methodist  North  Arkansas 
animal  conference  recently  held  at  Hendricks 
College. 

Dr.  Broadwater  Elected 

Dr.  John  Broadwater  of  Fort  Smith  has  been 
named  president-elect  of  The  Fletcher  .Socieiy,  an 
international  scientific  society.  Dr.  Broadwater 
was  elected  at  tlie  society’s  eighth  annual  meeting 
held  in  Dijon,  France. 

Dr.  Wisdom  Honored 

Dr.  Dnrwood  Wisdom  of  Jonesboro  was  chosen 
“Boss  of  the  Year”  by  the  Ca  aighead  County  Medi- 
cal .Assistants  Society. 

Dr.  Capes  Speaks 

Dr.  Bernard  Capes  of  West  Helena  s[)oke  al  a 
meeting  of  Helena  Hospital  physicians  and  staff 


AND  NEWS  ITEMS 

on  the  diagnosis  and  treatment  of  depression  in 
children  and  the  elderly. 

Dr.  Kolb  Elected  To  Board 

Dr.  W.  Payton  Kolb  of  Little  Rock  lias  been 
elected  to  the  Board  of  Directors  of  the  Central 
.Arkansas  Health  Systems  .Agency. 

Dr.  Duncan  Speaks 

Dr.  Phillip  Duncan  of  Fayetteville  spoke  on 
])hai  niacology  and  chronic  disease  at  a recent 
meeting  of  the  Better  Breathers  Chib. 

Dr.  Koone  Locates 

Dr.  Michael  D.  Koone  has  opened  an  office  at 
No.  2 Hospital  Dri\e  in  Morrilton.  He  has  also 
joined  the  medical  staff  of  the  Conway  County 
Hospilal  emergency  room. 

Dr.  Landrum 

Dr.  Sam  Landrum  of  Fori  Smith  presented 
a program  on  car  seal  safety  at  an  Early  Par- 
enting Class  sponsored  by  the  Western  Arkansas 
Childbirth  .Association. 

Doctor  Appreciation 

Physicians  in  Hope  sponsor  a baseball  league 
and  the  players  recently  honored  them  with  a 
Sponsors'  .Appreciation  Night.  .Among  the  doclors 
honored  were  Dis.  .Asa  Warmack,  George  VAYight, 
George  Ciarreii  and  Lowell  Harris. 

Berryville  Gains  Physicians 

Two  ])hy,sicians  have  located  in  Berryville.  Dr. 
Robert  Bnffaloe  and  Dr.  Llarold  F.  Stensby  have 
joined  ihe  Northwest  .Arkansas  Afedical  Center. 
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Personal  and  News  Items 


Dr.  Blackwell  In  China 

Dr.  Banks  Blackwell  of  Pine  Bluff  recently 
visited  China  on  tour  with  the  Association  ol 
Orthopaedic  Chairmen  as  a guest  of  the  Chinese 
Medical  Association.  The  group  lectured  in 
Beijing,  Tianjin,  and  Shanghai.  Dr.  Blackwell 
presented  material  on  the  Cementless  Ceramic 
Total  Hip  Replacement  and  the  Freeman- 
Samuelson  Cementless  Total  Knee  Replacetnetit. 

Dr.  Pillsbury  Speaks 

Dr.  Richard  C.  Pillsbury  of  Fd  Dorado  spoke  to 
the  Rotary  Chdi  on  the  status  of  health  care  for 
the  area. 

Dr.  Benjamin  Speaks 

Dr.  George  Benjamin  of  Siloam  Springs  spoke 
at  a seminar  on  “Nutrition  and  Weight  in  the 
'HO's”  s]tonsored  by  the  Siloam  S|)rings  Memorial 
Hospital. 

Dr.  Stearns  Donates 

Dr.  David  Steartis  donated  Meilical  .\ntiShock 
Frousers  to  the  DeQueen  General  Hospittil  emer- 
gency room. 

Dr.  Felker  Appears 

Dr.  Gary  Felker  of  Fort  Smith  participated  in 
a program  on  eye  and  kidney  transplants  on  the 
local  television  program  “Dialogue.” 

Dr.  Haller  Locates 

Dr.  Jeffrey  M.  Haller  has  joined  Dr.  Henry 
Edwards  in  Van  Buren  for  the  practice  of  Internal 
Medicitie. 

Dr.  Jacobson  Speaks 

Dr.  Joseph  Jacobson  spoke  to  the  Osceola  Ki- 
wanis  Club  on  the  rising  costs  in  health  care. 

Dr.  Hardin  Certified 

Dr.  Philip  R.  Hardin  of  Mountain  Home  has 
been  board  certified  in  Dermatopathology. 

Dr.  Saltzman  Speaks 

Dr.  Ben  Saltzman  of  Little  Rock  spoke  at  a 
meeting  of  the  Dallas  County  Health  Advisory 
Committee  on  several  health  related  topics. 

Dr.  Westbrook  Director 

Dr.  Kent  Westbrook  of  Little  Rock  directed  the 
fifth  annual  Oncology  Assistantship  Program 
sponsored  by  the  University  of  Arkansas  College 
of  Medicine.  The  program  is  designed  to  allow 
selected  medical  sttidents  to  obtain  an  in-depth 
exposure  to  clinical  Oncology  training. 

Dr.  Smith  Moves 

Dr.  Phillip  L.  Smith,  formerly  of  Little  Rock, 
has  a,ssociated  with  a group  of  radiologists  at  fill 
West  (fraud  in  Hot  Springs. 


Dr.  Pappas 

Dr.  James  Pappas  of  Little  Rock  has  been  ap- 
poitited  Clitiical  Professor  iti  the  Department  of 
Otolaryngology  and  Maxillofacial  Surgery  at  the 
University  of  Arkansas  College  of  Medicine.  Dr. 
Pappas  limits  his  private  practice  to  Otology. 


DR.  ROBERT  P.  HUMPHREYS 

Dr.  Humphreys,  a native  of  Hot  Springs,  has 
joined  the  (farland  County  Medical  Society. 

He  receivetl  a Bachelor  of  Arts  in  Chemistry  in 
1970  from  Hendrix  College  at  Conway.  In  1976, 
he  was  graduated  from  the  University  of  Arkansas 
College  of  Medicine.  After  an  internship  with 
Methodist  Hospital  in  Dallas,  Dr.  Humphreys 
trained  in  Anesthesiology  at  Parkland  Hospital 
in  Dallas  iti  1978. 

Dr.  Humphreys  moved  to  Hot  Springs  in  1979. 
He  practiced  with  St.  Josejdi  Hospital  from  1979 
to  1981.  In  (i)ctober  1981,  he  began  practice  at 
Ouachita  Hospital  in  Hot  Sjtritigs. 

Dr.  Humphreys  specializes  in  Anesthesiology. 
He  is  associated  with  Anesthesia  .Service,  P..\.,  at 
229  Hazel  Street  in  Hot  Springs. 

DR.  J.  KELLY  MAHONE 

Dr.  Mahone,  another  new  member  of  Garland 
County  Medical  Society,  was  born  in  Hobart, 
Oklahoma. 

His  pre-med  education  w;is  with  Tulane  Uni- 
versity in  New  Oileans  and  the  University  of 
Oklahoma  in  Oklahoma  City.  He  received  a 
Bachelor  of  Arts  degree  in  1972.  Dr.  Mahone  is 
a 1976  graduate  of  the  Lhiiversity  of  Oklahoma 
College  of  Medicine.  His  internshi])  and  residen- 
cy were  with  Baylor  Ibiiversity  Medical  Center 
in  Dallas.  I’exas.  He  is  a member  of  the  Candi- 
date group  of  the  American  College  of  Surgeons. 
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Dr.  Mahone  s|)ecializcs  in  General  Surgery.  His 
office  is  located  at  1)05  ^Vest  Co  and  in  Hot  S[>rings. 

DR.  L.  T.  GATES 

Dr.  Ciates,  a new  nienilter  of  tlie  Afonioe  Gonnty 
Medical  Society,  was  Itorn  in  Hughes. 

He  received  a Bachcloi  of  Science  degree  fioni 
.Arkansas  AMR;N  College  iti  Pitie  Uhd'f  in  1970. 
Dr.  Gates  is  a 197  f graduate  of  the  University  of 
W'ashington  School  of  Medicine. 

Dr.  Crates  was  a member  of  the  llnited  States 
.\rmy  from  1974  to  1979.  He  served  his  internship 
and  residency  at  Madigan  Army  Medical  Center 
in  I’acoma,  Washington.  While  in  the  Army,  he 
served  at  Fort  Lewis  and  Fort  Sill.  Dr.  Gates  was 
associated  with  Reynolds  Army  Hospital  in  1977- 
79.  He  {practiced  in  Binger,  Oklahoma,  from  1979 
to  1980  and  in  North  Little  Rock  from  1981  to 
1982.  In  1982,  he  locatetl  in  Brinkley. 

Dr.  Gates  specializes  in  Family  Piactice  and  is 
board  certified  in  his  specialty.  His  office  is  at 
112  North  New  AMrk  in  Brinkley. 

DR.  ANTHONY  D.  JOHNSON 

Dr.  johnson,  a new  member  of  the  Pulaski 
County  Medical  Society,  was  born  in  Wichita, 
Kansas. 

Dr.  Johnson  received  his  Bachelor  of  Science  in 
Zoology  in  1976  from  the  Arkansas  State  Univer- 
sity at  Jonesboro.  He  was  graduated  from  the 
University  of  Arkansas  College  of  Medicine  in 
1980.  Dr.  Johnson  served  his  Pediatrics  internshi]) 
and  residency  at  University  Hospital  and  Arkan- 
sas Children’s  Hospital. 

He  specializes  in  Pediatrics.  Dr.  Johnson  has 
joined  the  Arkansas  Pediatric  Clinic  at  .500  South 
Ibiiversity  in  Little  Rock. 

DR.  DALE  E.  JOHNSTON 

Dr.  Johnston,  a new  member  of  the  Pulaski 
County  Medical  Society,  was  born  in  Pittsburgh, 
Pennsylvania. 

He  received  Bachelor  of  Science  and  Master  of 
Science  degrees  from  the  University  of  Pittsburgh 
in  Pennsylvania.  Dr.  Johnston  received  his  Doc- 
tor of  Medicine  degree  from  Jefferson  Medical 
College  in  Philadelphia  in  1979.  Fie  .served 
a Radiology  internship  and  residency  at  Mal- 
linckrodt  Institute  of  Radiology  which  is  affili- 
ated with  the  Washington  University  School  of 
Medicine  in  St.  Louis,  Missouri.  He  is  board 
certified  in  Radiology. 

Dr.  Johnston  practices  Radiology  at  500  South 
University  in  Little  Rock. 


DR.  DAVID  J.  MARZEWSKI 

Dr.  Marzewski,  a tiative  of  Philadelphia,  Penn- 
sylvania, has  joined  the  Sebastititi  County  Medictil 
Society. 

He  was  gi  anted  a Bachelor  of  Arts  degree  in 
Biology  from  the  La  Salle  College  in  Philadelphia 
in  1970.  Dr.  Marzew'ski  w'as  graduated  from  the 
Hanematm  Medical  College  of  Philadelphia  in 
1974. 

Dr.  Marzew'ski’s  internshijj  was  with  the  Gei- 
singer  .Medical  Center  in  Danville,  Pennsylvania. 
He  also  .served  a residency  in  Internal  Medicine 
at  the  same  institution  and  then  served  for  several 
months  as  an  assistant  to  the  Neurology  Dejzart- 
ment  at  the  Center.  He  received  residency  train- 
ing in  Neurology  at  the  Cleveland  Clinic.  He  is 
certified  by  the  American  Board  of  Internal 
Medicine. 

Dr.  Marzewski  specializes  in  Neurology.  He  is 
associated  w’ith  the  Holt-Krock  Clinic  at  1500 
Dodson  in  Fort  Smith. 

RESIDENT  AND  INTERN  MEMBERS 
DR.  W.  E.  McCOLLUM 

Dr.  McCollum,  a 1983  graduate  of  the  LTniver- 
sity  of  Arkansas  College  of  Medicitie,  has  joined 
the  Benton  County  Medical  Society.  He  is  an 
intern  at  St.  Francis  Hospital  in  Fulsa,  Oklahoma. 

Dr.  McCollum  is  the  son  of  Dr.  Edw'ard  Me- 
Col  him  of  Decatur,  Arkansas. 


THINGS 


kTO 

COME 


September  15-17 

Combined  Fall  Meeting  Arkansas  Society  of 
Internal  Medicine— American  College  of  Physi- 
cians. Ozark  Folk  Center,  Mountain  View,  Arkan- 
sas. ASIM  bampiet  and  panel  program  on  new' 
methods  of  health  care  delivery  and  reimburse- 
ment oti  Idunsday  evening.  .ASIM  business  meet- 
itig  Friday  at  1 ;00  p.m. 


September  23  and  24 

Fall  Meeting  of  the  Arkansas  Academy  of 
Ophthalmology.  Red  .Apple  Inn,  Heber  S]jrings. 
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(iiiest  speaker  will  be  Dr.  William  Layclen,  Pro- 
fessor and  Chairman  of  the  Department  of  Ojjh 
thalmology  at  the  University  of  South  Florida  in 
Fampa.  Dr.  Layden  will  speak  on  glant  oma. 

Registration  fee  for  meeting  is  $50  and  shonld 
be  mailed  to  Dr.  (farol  Chajjpell  by  August  15th 
at  5700  AVTst  Markham,  Little  Rock  72205.  For 
further  information,  you  may  contact  Dr.  Chap- 
jjell  (jjhone  001-5100)  or  Mr.  Craig  Barnes  at 

000- 3312. 

September  28-29 

Medical-Legal  Syin posiiitn . American  Society 
of  Internal  Medicine  ami  .\merican  College  of 
Legal  Medicine.  Hyatt  Embarcadero.  San  Fran- 
cisco. For  further  information,  contact  Shirley 
Xycum  or  Ellen  Schweitzer  at  ASl.M  1-800-30S- 
5052. 

September  29-October  2 

27th  A)vuial  Meeting,  American  Society  of 
Internal  Medicine.  Prescription  lor  Change.” 
Hyatt  Embarcadero,  San  Erancisco. 

Hotel  reservations  must  be  made  direct  with 
Hyatt  by  September  7tb. 

Eor  further  information  contact  ASIM  at 

1- 800-308-5052. 

September  30-October  1 

Pulmo)iary  Update,  1983.  Sponsored  by  The 
University  of  Tennessee  College  of  Medicine  and 
Baptist  Memorial  Hospital.  10  botirs  Category  I 
AMA;  10  hours  Prescribed  credit  AAEP;  1.0  Con- 
tinuing Education  EJnits. 

FA)!'  further  information,  call  Educational  Sitp- 
port  Services  at  1-800-238-0893  outside  Tennessee 
or  1-800-542-0848  in  Tennessee. 


October  6-7 

Conferotce  for  physicians  on  diabetes  and  other 
endocrine  and  metabolic  disorders.  Spon,sored  by 
the  Ibiixersity  of  Mississippi  Medical  Center. 
Holiday  Inn  Medical  Center,  jackson.  11.33 
hours  Category  I,  AM.\;  11.33  contact  hours 
American  .\cademy  of  Eamily  Practice;  Continu- 
ing education  credit  1.1  hours. 

For  further  information,  contact  Continuing 
Education,  EJniversity  of  Mississijtpi  Medical 
Cetiter,  2500  North  State  Street,  jackson,  Missis- 
sippi 39210. 

October  13-14 

Medical  Malpractice  Seminar  sjronsored  by  the 
Southern  Medical  Association.  Hyatt  Regency, 
Crystal  City,  .Arlington,  Virginia.  $220  for  SM.A 
members:  S275  for  non-members.  For  further 
information,  contact  Ms.  Jeanette  Stone,  Southern 
Medical  Association,  Post  Office  Box  2446,  Bir- 
mingham, .Alabama  35201  or  phone  205-323-4400. 

November  6-9 

77th  Annual  Scientific  Assembly.  Southern 
Medical  .Association.  Baltimore  Convention  Cen- 
ter, Maryland.  Postgraduate  courses  $15  for  SM.A 
members;  $22.50  for  non-members. 

F'or  further  information,  contact  Ms.  Jeanette 
Stone,  Southern  Medical  .Association,  Post  Office 
Box  2446,  Birmingham,  .Alabama  35201;  phone 
205-323-4400. 

1984 

April  12-15 

lOSth  Annual  Session,  Arkansas  Medical  Socie- 
ty. Excelsior  Hotel  and  Statehotise  Convention 
Center,  Little  Rock. 
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Important  products 
from  Dista 


Nalfoii 

fenoprofen  calcium 


600-mg*  Tablets 

200  and  300-mg*  Pulvules® 


j 


Keflex 

cephalexin 


® 

250  and  500-mg  Pulvules® 

125  and  250  mg  per  5 ml,  Oral  Suspensions 


•Present  as  691.8  mg,  230  6 mg,  and  345.9  mg  of  the  calcium  salt  of  fenoprofen  dihydrate  equivalent 
to  600  mg,  200  mg,  and  300  mg  fenoprofen  respectively. 


Additional  information  available  to  the  profession  on  request. 

Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 


I DISTA 
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320233 


THE  PHYSICIAN’S 
OFFICE  COMPUTER  HELPS 

KEEP  YOUR 
PRACTICE  HEALTHY. 


The  Physician’s  Office  Computer  from 
Southern  Control  Systems,  featuring  the 
advanced  Vector  Graphic  Computer,  offers 
tremendous  low-cost  advantages  to  help 
keep  your  practice  operating  smoothly 
and  profitably. 

For  less  than  $370  a month*  it 
automatically  prints  all  your  insurance 
forms  and  statements,  produced  ready  for 
mailing  with  preprinted  return  envelopes 
enclosed.  It  also  provides  you  a daily 
written  report  of  all  charges  and  payments, 
plus  a bank-ready  deposit  slip. 

The  Physician’s  Office  Computer  also 
keeps  track  of  accounts  receivable  and 
delinquent  accounts,  as  well  as  performing 
data  search  and  a variety  of  other 
functions  to  save  time  and  money. 

The  Physician’s  Office  Computer  comes 
to  you  through  Southern  Control  Systems, 
local  professionals  with  hands-on 
experience  in  designing  systems  and 
programs  to  meet  your  special  needs.  We 
also  provide  full-time  technicians  for 
maintenance,  and  systems  analysts  for 
backup  support  assistance  whenever 


needed.  Our  installation  package  includes 
individual  training  for  key  personnel. 

Call  now  and  discover  how  the 
Physician's  Office  Computer  can  help  keep 
your  practice  healthy. 

■Based  on  60  month  lease  of  total  equipment  cost 
including  hardware  and  sottware. 


VECTOR 4 


THE  COMPANY  COMPUTER." 


SOUTHERN  CONTROL  SYSTEMS,  INC. 


1405  N.  Pierce,  Suite  204 
Little  Rock,  Arkansas  72207 
(501)  663-6878 
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The  Management  of  Suspected  AIDS  Patients 


Dowling  B.  Stough*  and  Richard  F.  Jacobs,  M.D.** 


ei  ioclically,  neiv  diseases  emerge  lo  challenge 
the  medical  prolessioii.  Legionnaire's  disease, 
Toxic  Shock  Syndrome,  Kawasaki's  syndrome, 
and  the  Acijnired  Imnninodeliciency  Syndrome 
(AIDS)  are  recent  examples,  d'his  paper  brietly 
summarizes  current  meihods  of  evaluating  suspect- 
ed AIDS  patients,  risk  lactors  from  documented 
cases,  and  referral  studies  available  in  Arkansas. 

The  Center  for  Disease  Control  delines  AIDS 
as,  “a  disease,  at  least  moderately  predictive  of  a 
defect  in  cell-mediated  immunity,  occurring  in  a 
person  with  no  known  cause  of  diminished  re- 
sistance to  that  disease. "1  Alortality  has  been  re- 
ported as  high  as  80%^  with  an  average  of  10  to 
20  new  cases  diagnosed  weekly.  'Lhere  have  been 
l,6dl  cases  reported  in  the  United  States  and 
Puerto  Rico  through  June  24,  19(S3.  Ihitil  recent- 
ly, the  outbreaks  of  AIDS  have  been  largely  con- 
fined to  specific  groups  in  coastal  and  metropol- 
itan areas.  However,  local  physicians  have  con- 
firmed two  fatal  cases  of  AIDS  in  Arkansas  and 
recjuests  for  immunology  screening  are  increasing. 
Physicians  should  be  aware  of  the  specific  groups 
that  are  known  to  be  at  high  ri,sk  for  the  accjuired 
immunodeficiency  syndrome  (Table  1)  . 

ETIOLOGY 

The  medical  profession  was  alerted  to  AIDS  in 
1979.  Four  years  later,  tjuestions  concerniug  the 
etiology  and  appropriate  therapy  still  remain  an 
enigma.  Numerous  theories  as  to  its  cause  include 
immunosuppression  from  the  following:  retro- 
viruses (human  T-cell  leukemia  virus),  cytomeg- 
alovirus (CM’V)  , Epstein-Barr  virus,  chronic  con- 
tinuous antigen  exposure,  or  some  as  yet  unidenti- 
fied viral  or  toxic  agent. ^ The  evidence  for  an 
infectious  agent  is  supported  by  the  clusters  of 
AIDS  cases  among  homosexuals  and  potential  sex- 
ual, as  well  as  blood  product  transmission.  There 
are  reports  of  infants  with  unexplained  immuno- 
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deliciency  and  opportunistic  infetiions  who  have 
resided  in  households  with  AIDS  ( ontacts  or  AIDS 
jjatients.  .\  blood-borne  route  of  transmission  is 
suggested  liy  the  case  report  of  a 2()-month  child 
with  lethal  AIDS  following  a blood  transfusion 
from  a donor  who  subsccpiently  tleveloped  AIDS.'* 

Over  50%  of  AIDS  patients  atapiire  Pneumo- 
rystic  cariiiii  pneumonia;  this  protozoan-like  or- 
ganism causes  a severe  interstitial  pneumonia  that 
often  requires  assisted  ventilation.  Pneumocystis 
is  an  ubiquitous  organism  which  is  felt  to  be  rel- 
atively avirulent  in  healthy  adults:  the  diagnosis 
may  be  confirmed  by  histologic  examination  of 
iransbronchial  biopsy  or  open  lung  biojjsy  ma- 
terial. 

Kajrosi's  sarcoma  develops  in  30%  of  AIDS  pa- 
tients. Characteristic  purple  nodular  skin  lesions 
are  often  present  on  the  upper  trunk  and  extrem- 
ities. The  diagnosis  is  made  by  bio]:)sy  of  .skin 
lesions  or  lym])h  nodes.  The  propensity  for  Ka- 
posi's sarcoma  may  depend  on  omogenes  and  en- 
vironmental factors.^  It  has  been  proposed  that 
when  immune  surveillance  mechanisms  are  sup- 
pressed, there  is  an  activation  of  an  oncogenic 
\irus  that  may  result  in  development  of  Kaposi’s 
sarcenna.  High  titers  of  cytomegalovirus  have  been 
found  in  many  patients  with  Kaposi's  sarcoma. 

Table  1. 

Identified  Risk  Factors  in  Documented  Cases* 

1.  Homosexual  or  bisexual  males— 71.3% 

2.  Intravenous  drug  abusers  with  no  history  of 
homosexual  activity  (male  or  female)  — 
17.3% 

3.  Haitian  immigrants  without  history  of  homo- 
sexual activity  or  drug  abuse— 5% 

1.  Hemophilia  jtatients  receiving  factor  VIII— 
0.3%,  (Increased  risk  with  amount  of  replace- 
ment therapy  required) 

5.  Persons  not  in  the  above  groups,  i.e.,  female 
prostitutes,  females  with  bisexual  partners, 
and  children  of  mothers  with  high  risk  factors 
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Tills  serologic  analysis  implies  a close  association 
between  Kaposi’s  sarcoma  and  cytomegalovirus, 
but  does  not  establish  CMV  as  a causative  agent. 

Although  Kajrosi’s  sarcoma  and  Pneumocystis 
carinii  now  dominate  the  clinical  analysis.  Table 
2 illustrates  the  wide  spectrum  of  opportunistic 
infections  often  seen  in  AIDS  victims.  The  diag- 
nosis is  further  complicated  by  a latent  period  of 
5 to  38  months  from  contact  to  manifestations  of 
symptoms.'  Treatment  of  these  opjiortunistic  in- 
fections is  difficult  because  of  the  slow  or  unre- 
sponsive nature,  relajises,  and  neojilastic  compli- 
cations.® 

IMMUNOLOGIC  ABNORMALITIES 

The  immune  system  is  conceptualized  as  being 
divided  into  two  components:  humoral  and  cellu- 
lar. It  has  been  noted  that  some  forms  of  immu- 
nity could  be  transferred  by  serum,  i.e.,  “humoral 
immunity,’’  whereas,  other  forms  were  transferred 
only  by  cells,  i.e.  “cellular  immunity.’’  The  hu- 
moral pathway  involves  the  production  of  specific 
antibodies  formed  by  the  differentiation  of 
antigen-stimulated  B lymphocytes.  The  cell- 
mediated  pathway  is  responsiltle  for  the  delayed 
hypersensitivity  reaction  mediated  by  T-lympho- 
cytes.  The  T-cells  play  a major  role  in  rejection 
of  grafts  and  are  felt  to  be  important  in  tumor 
surveillance.'-'  They  provide  protection  against 
viruses,  intracellular  bacteria  and  exogenous  para- 

Table  2.  AIDS  Opportunistic  Infections^ 

I.  PARASITIC 

Pneumocystis  carinii,  pneumonitis 
Ciryptosporidium,  enterocolitis 
Toxoplasma  gondii,  CNS  infection 
II  FUNGAL 

Candida  albicans,  esophagitis 
Cryptococcal  ncoforma7is,  fungemia  and 
meningitis 

Histoplasma  capsulatum,  disseminated 
Asjiergillosis,  pulmonary 

III.  VIRAL 

Cytomegalovirus,  disseminated 
Ilerjjes  simplex,  ulcerative  perianal 
Papovaviruses,  multifocal  leukencephalo- 
pathy 

Epstein-Barr  Virus 

IV.  BACTERIAL 

Mycobacterium  avium-in tracellulare, 
disseminated 

Mycobacterium  tuberculosis,  miliary 
Salmonella,  bac  teremia 


sites.  These  cells  act  as  the  central  portion  of  the 
immune  system,  orchestrating  the  type,  amount 
and  duration  of  the  response  to  an  antigen. lo  T- 
lymphocytes  may  be  divided  into  several  subpop- 
ulations; T helper  and  T suppressor  cells  are 
two  of  these  subpopulations. 

d he  T helper  cells  are  able  to  recognize  differ- 
ent antigens,  to  induce  other  T-cells  to  become 
cytotoxic,  and  to  prompt  B-cells  to  divide  and 
produce  antibodies.  The  T suppressor  cell  re- 
duces or  “down-regulates”  the  magnitude  of  the 
immune  response  to  a specific  antigen. AIDS 
patients  have  an  alteration  in  the  ratio  of  T helper 
to  T suppressor  lymphocytes.  Instead  of  the  nor- 
mal ratio  of  approximately  1-2  to  1,  these  patients 
have  a selective  decrease  of  T helper  cells  and  a 
helper /suppressor  ratio  of  less  than  1.  However, 
an  inverted  helper-suppressor  ratio  is  also  seen 
in  many  asymptomatic  hemophiliacs,  and  in  pa- 
tietits  with  infections  clue  to  CMV,  EBV,  histo- 
plasmosis, toxoplasmosis,  and  herpes  simplex.^ 

Cases  of  persistent  generalized  unexplained 
lymphaclenopathy  among  male  homosexuals  have 
been  reported  to  CDC  since  October,  1981.  The 
immunologic  evaluation  of  this  male  lympha- 
clenojiathy  syndrome  also  demonstrates  similiar 
inverted  heljier  to  suppressor  ratios.  Periodic  re- 
view of  the  homosexual  male  patient  with  per- 
sistent, unexplained,  generalized  lymphacleno- 
pathy is  aclviseci.il 

The  single  most  effective  office  procedure  for 
evaluating  cell-mediated  immunity  is  the  delayed 
skin  test.  An  erythematous  and  indurated  area 
at  the  site  of  injection  of  a common  skin  test 
antigen  within  24  to  96  hours  indicates  that  the 
delayed  hypersensitivity  immune  response  is  in- 
tact. When  an  AIDS  case  is  suspected,  the  delayed 
skin  test  is  imperative,  as  cutaneous  anergy  is  a 
common  finding  among  AIDS  patients.  In  addi- 
tion, the  syndrome  is  also  characterized  by  periph- 
eral lymphocytopenia.  Other  immunologic  alter- 
ations include:  diminished  lymphocyte  prolifera- 
tive responses  to  mitogens  and  antigens,  increased 
circidating  immunoglobulins  (especially  IgA) 
and  reduced  natural  killer  cell  activity. 

PHYSICAL  FINDINGS 

Physical  examination  of  “high  risk’’  patients 
may  alert  the  physician  to  suspect  potential  AIDS. 
Patients  with  fever,  anorexia,  weight  loss  and  per- 
sistent “mononucleosis”  warrant  further  evalua- 
tion. Fundoscopic  examinations  may  indicate 
“benign”  abnormalities.  Early  ocular  findings  in 
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AIDS  patients  Iiave  inchulecl  cotton-wool  spots, 
uveitis,  and  retinal  hemorrhages. A review  of 
patients  with  documented  AIDS  reveals  a wide 
range  of  early  findings.  Respiratory  illness,  per- 
ianal ulcers,  skin  lesions,  oral  thrtish  unrespotisive 
to  therapy,  and  persistant  lymphadenopathy  are 
clues  to  justify  a full  AIDS  investigation  (Ta- 
ble 3) . 

PRECAUTIONS 

Although  the  risk  should  he  seriously  consid- 
ered, there  has  not  been  a documented  case  of 
AIDS  transmission  to  hospital  personnel  from 
contact  with  aflected  patients  or  clinical  speci- 
mens. The  predominant  modes  of  transmission 
seem  to  be  person-to-person  involving  intimate 
contact  of  mucosal  surfaces  and/or  parenteral 
spread.  The  possibility  of  blood-borne  sj^read  is 
suspected  and  considered  valid,  but  not  proven. 
However,  it  appears  prudent  for  hospital  person- 
nel to  use  precautions  while  caring  tor  AIDS  pa- 
tients (Table  4) , and  it  is  the  responsilrility  of 
physicians  to  notify  laboratory  personnel  before 
contact  with  clinical  specimens  (Table  5)  All 
suspected  AIDS  patients  should  be  isolated  in  a 
private  room  using  the  same  precautions  as  with 
hepatitis  patients. 

REFERRAL  STUDIES 

After  the  initial  screening,  all  suspected  AIDS 
patients  should  be  referred  to  an  appropriate  cen- 
ter with  capabilities  to  evaluate  lymphocyte  sub- 
populations and  function  (Table  6)  . To  date, 
no  assay  has  been  developed  which  is  both  selec- 
tive and  sensitive  as  a screen  for  AIDS.  The  Im- 
munology Laboratory  at  Arkansas  Children’s  Hos- 
pital currently  offers  the  important  secondary 

Table  3.  Recommended  Initial  Screening 

GENERAL— History  and  physical  examination 
(Including  sexual  and  drtig  history,  exposure 
to  blood  products) 

HEMAd'OLOGY— Complete  blood  cell  count 
HUMORAL  IMMUNITY-Quantitative  immu- 
noglobulins (IgG,  IgA  and  IgM) 

CELLLILAR  IMMUNEI’Y— Skin  testing  with  sev- 
eral of  the  following:  Candida,  tuherctilin, 
mumps,  trichophyton,  tetanus 
CHEST  X RAY 

THROAT  AND  REC4  AL  CULTURES-if  clin- 
ically indicated 
MONO-SPOT  TEST 

TFEERS  FOR  CMV— draw  and  hold  serum  for 
comparison  of  acute  and  convalescent  titers 


Table  4.  Recommendations  for 
Physicians  and  Hospital  PersonneF 

1.  Avoid  contact  of  open  skin  lesions  with  ma- 
terial from  AIDS  patients. 

2.  Gloves  should  be  worn  when  handling  blood 
specimens,  blood-soiled  items,  body  fluids, 
excretions  and  secretions,  as  well  as  all  sur- 
faces, materials,  and  objects  exposed  to  them. 

3.  Gowns  should  be  worn  when  clothing  may  be 
soiled  with  body  fluids,  blood,  secretions  or 
excretions. 

4.  Hands  should  be  washed  thoroughly  and  im- 
mediately if  they  become  contaminated  with 
blood,  also  after  remo\  ing  gowns  and  gloves 
and  before  leaving  the  rooms  of  known  or 
suspected  AIDS  patients. 

5.  Blood  and  other  specimens  should  be  labeled 
prominently  with  a special  w'arning,  such  as 
“BLOOD  PRECAUTIONS  ’ or  “AIDS  PRE- 
CAUTIONS,” and  transported  to  the  labora- 
tory in  disposable  specimen  bags. 

6.  Articles  soiled  with  blood  should  be  placed 
in  an  impervious  bag,  prominently  labeled 
“AIDS  PRECAU4  IONS”  or  “BLOOD  PRE- 
CAUTIONS,” before  being  sent  for  reproc- 
essing or  disposal.  Reusable  items  should  be 
reprocessed  in  accordance  with  the  hospital's 
policies  for  hepatitis  B virus-contaminated 
items. 

7.  Instruments  with  lenses  should  be  sterilized 
after  use  on  AIDS  patients. 

8.  Needles  should  not  be  bent  after  use,  but 
should  be  promptly  placed  in  a puncture- 
resistant  container  used  solely  for  such  dis- 
])osal. 

Table  5.  Laboratory  Precautions 

1.  Mechanical  pipetting,  not  motith  pipetting, 
should  be  tised  for  the  manipulation  of  all 
licpiids  in  the  laboratory. 

2.  Needles  and  syringes  should  be  promptly 
])laced  in  puncture-resistant  containers  for 
their  disposal. 

3.  Laboratory  coats,  gowns,  or  uniforms  should 
be  worn  while  working  with  potentially  in- 
fectious materials  and  should  be  discarded 
appropriately  before  leaving  the  laboratory. 

4.  Gloves  shotild  be  worn  to  avoid  skin  contaci 
with  blood,  s])ecimens  containing  blood 
blood-soiled  items,  Irody  fluids,  excretions 
and  secretions,  as  well  as  surfaces,  materials 
and  objects  exposed  to  them. 
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5.  Biological  saleiy  cabinets  and  other  primary 
containment  devices  are  advised  whenever 
procednres  are  conducted  that  have  a high 
jiolential  lor  creating  aerosols  or  iniections 
droplets. 

6.  Laboratory  work  stirfaces  shotdd  be  decon 
taminated  with  a disinfectant,  such  as  sodium 
hypochlorite  solution  following  any  spill  of 
potentially  infectious  material  and  at  the 
completioti  of  work  activities. 

7.  All  potentially  contaminated  materials  used 
in  laboratory  tests  shotild  be  decontaminated, 
preferably  by  autochiving,  before  disposal  or 
reprocessing. 

8.  All  personnel  should  wash  their  hands  fol 
lowing  comjrletioti  of  laboratory  activities, 
removal  of  protective  clothing,  and  before 
leaving  the  laboratory. 

Table  6.  Referral  Studies  Available  at 
Arkansas  Children's  Hospital 

1.  Complete  lilood  cell  count  with  different ial 

2.  Percentage  of  B cells 

3.  Percentage  of  T cells 

L Quantitative  T helper  and  T suppressor  cell 
populations 

5.  Mitogen  and  antigen  transformation 

tests  to  validate  the  diagnosis.  These  tests  are  ar- 
ranged only  after  consultation  with  a referring 
physician. 

CONCLUSION 

With  the  incidence  of  AIDS  increasing  to  epi- 
demic proportions,  physicians  in  Arkansas  will  be 
challenged  with  susjiected  cases.  The  disease  is  no 
Icrnger  confined  solely  to  the  high  risk  groups, 
nor  to  metropolitan  areas.  Although  many  ques- 
tions remain  concerning  etiology,  the  data  sug- 
gests and  infectious  agent.  The  physician  should 
be  aware  that  AIDS  cases  are  often  refractory  to 


standard  therapy;  however,  experimental  thugs 
are  under  investigation  for  treatment  of  these  op- 
portunistic infections.  When  an  AIDS  case  is  con- 
firmed, the  patient  shoidd  be  referred  to  a center 
with  appropriate  treatment  capabilities. 
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F.  Navab  and  G. 

J t has  been  esliaiaLetl  that  \ ai  ieeal  hleetling  oe- 
enrs  in  10- la  percent  ol  all  types  ol  upper  g;is- 
trointestinal  hemorrhage. ^ - Bleeding  Ironi  esojth- 
agettl  varices  is  related  to  pot  tal  hyjtertension.  Pa- 
tients who  ha\e  a jtortal  |)ressine  higher  than  12- 
11  inmHg,  and  those  with  large  sized  varices  are 
more  likely  to  bleed. ■>  I'he  most  common  cause 
of  portal  h\ {tertension  in  the  Ihiited  States  is  al- 
coholic cin  hosis.  llowecer,  the  site  of  upper  gas- 
trointestinal hemorrhage  in  these  patients  is  not 
always  esophageal  \ arices.  Apjnoximately  ;i  third 
of  patients  with  alcoholic  liver  disease  and  docu- 
mented varices  are  lound  to  be  bleeding  from  one 
or  more  extravariceal  sites. ’ In  these  j);itients, 

bleeding  may  be  from  hemorrhagic  gastritis,  gas- 
tric nicer,  dttodenal  ulcer,  Mallory-A\’eiss  Tear, 
or  esophagitis. 

The  ciutlook  of  hepatic  cirrhosis  complicated 
by  portal  hypertension  is  poor  with  tipproximately 
one-third  of  patients  dying  from  variceal  hemor- 
rhage.,\citte  variceal  bleeding  has  an  in-hospital 
mortality  of  30  percent  for  the  first  bleeding 
episode,’  but  the  mortality  rate  may  increase  to 
75  percent  in  patients  with  poor  hepatic  func- 
tion.'* The  mortality  at  six  weeks  is  42  percent 
and  only  30-40  percent  of  patients  survive  one 
year.  At  least  60  percent  of  the  deaths  in  the  first 
six  weeks  and  40  percent  of  deaths  later  on  are 
attributable  to  variceal  bleeding.  One-third  of 
patients  who  survive  their  initial  hemorrhage 
bleed  again  within  six  weeks,  and  another  third 
have  subset|uent  hemorrhage.*’  I'lie  prognosis  of 
patients  who  survive  hospitalization  for  bleeding 
varices  may  not  be  much  worse  than  patients  with 
similar  hepatic  function  but  who  have  never  bled. 
Analysis  of  survivaB"  suggests  that  if  medically 
treated  jratients  who  die  within  the  first  two  clays 
of  their  bleeding  episode  are  excluded,  this  residts 
in  an  increase  of  one  year  survival  from  35  to  45 
percent.  Thus,  if  there  is  to  Ire  an  improvement 
in  survival  of  cirrhotic  patients  with  variceal  hem- 
orrhage, treatment  should  be  directed  toward  re- 
ducing early  mortality  associated  with  the  Irleecl, 
or  reducing  the  chances  of  rebleeding. 

It  has  become  clear  that  survival  of  patients 
with  hepatic  cirrhosis  and  varices  is  not  affected 
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D.  Slaton,  M.D.* 

1))  prophylactic  portocaval  shunt ing.'  After  vaii- 
ceal  hemorrhage,  theiapeutic  shunting  does  le- 
duce  the  incideme  ol  hnther  bleeding  to  five  per- 
cent.** However,  titis  success  rate  is  dependent 
on  tlie  shunt  remaining  patent.  .\  wide  range  ol 
sur\'i\al  of  30-69  percent  has  Iteen  lejjoried  for 
therapeutic  shutiting**  *-  probably  related  to  pa- 
tietit  selection.  Alter  sluinting,  a rising  incidence 
cjf  jjortosystemic  encephalopathy  is  observed  as 
the  lengtii  of  follow-up  is  increased.  The  inci- 
detice  may  be  reduced  from  52  percetit  whicli  oc- 
curs alter  nonselective  shunt,  to  12  jjercent  after 
distal  spletiorenal  shunt. *3  Since  portocaval  shunt- 
ing does  tiot  appear  to  increase  survival  signif- 
icantly,**-*■*  alternate  methods  of  therapy  have 
been  examitied. 

Esophageal  transection  involves  division  of  var- 
ices both  on  the  surface  of  the  esophagits  and  also 
in  the  nutcosa.  4 his  method  requires  that  the 
patient  cati  withstand  a thorticotomy.  Utilortu- 
nately,  this  operation  is  assoc dated  witit  an  opera- 
tive mortality  of  over  50  percent  and  a high  in- 
cidence of  recurrent  l)leecling.*’  A more  recent 
tec]unc|ue  involves  use  of  a universal  stapling  gun 
and  surgery  is  done  through  a laparotomy.  It  is 
associated  with  a low  operati\e  mortality  and 
there  is  a high  success  rate  in  arresting  bleed- 
ing.***- **■ 

Eranshepatic  sc  lerotherapy  involves  injection  of 
thrombin  into  a catheter  inserted  percutaneously 
through  the  liver  and  guided  ter  the  splenic 
vein  into  the  coronary  vein  or  gastroesophageal 
veins.*'*- **'  Although  varices  are  obliterated  in  <S0 
percent  of  cases,  the  procedure  is  associated  rvith 
an  incidence  of  recurrent  hemorrhage  of  65  per- 
cent. 

Resurgence  of  interest  in  sclerotherapy  followed 
a re|)ort  of  a prospective  trial  Iroin  South  Africa.-** 
They  used  a rigid  esophagoscope  and  were  able 
to  cotitrol  bleeding  in  over  90  percent  of  jtatients 
with  one  to  three  coitrses  of  injections.  I hree 
groups  of  |:iatients  were  studied:  I— active  vaiiceal 
bleeding;  71  patients;  II— variceal  bleeding  that 
had  stopped:  33  patients;  I II— bleeditig  frotn  an- 
other lesion;  39  patients.  Sixty-six  patietits  in 
group  I had  sclerotherapy.  Seventy  percent  of 
these  patients  were  controlled  with  a single  course 
of  injections:  22  percent  reejuired  two  or  three 
courses.  Seven  patients  bled  from  sites  other  than 


Volume  80,  Number  4 — September,  1983 


173 


Endoscopic  Sclkrotherapy  for  Bleeding  Esophageai,  Varices 


varices  in  later  admissions.  These  included  five 
hemorrhagic  gastritis,  one  gastric  ulcer,  and  one 
duodenal  ulcer.  I’he  mortality  was  28  percent  per 
hospital  admission  and  19  percent  per  variceal 
bleed.  Liver  failure  was  the  major  cause  of  death. 
This  trial  was  uncontrolled  and  clearly  results 
from  other  centers  using  controlled  conditions 
tvere  needed. 

The  first  prospective  randomized  trial  was  re- 
ported by  Clark,  et  al,-^  from  the  Liver  Unit  at 
Kings  College  Hospital,  London,  UK.  They  stud- 
ied 64  patients  with  cirrhosis  and  recent  variceal 
hemorrhage.  In  the  group  treated  with  sclerother- 
apy (36  patients)  the  recurrence  rate  of  bleeding 
was  33  percent,  whereas  in  28  patients  receiving 
standard  treatment,  it  was  68  percent.  One  year 
survival  appeared  to  be  improved  with  sclerother- 
apy to  46  percent  compared  with  6 percent  in  the 
control  group.  However,  the  survival  difference 
was  not  statistically  significant  because  of  the 
small  numbers. 

subsequent  report  from  the  same  center-- 
wdiich  included  43  more  patients  now  showed  that 
survival  was  significantly  improved.  They  ran- 
domly allocated  51  patients  to  sclerotherapy  and 
56  patients  to  a control  group.  Their  results 
showed:  (1)  frequency  of  rebleeding  was  43  per- 
cent in  the  sclerotherapy  group  and  most  of  these 
were  within  the  first  three  months:  it  was  75 
percent  in  the  control  group;  (2)  recurrence  of 
bleeding  from  varices  occurred  in  only  4 of  42 
patients  (9.5  percent)  in  whom  varices  had  been 
obliterated;  (3)  obliteration  was  achieved  in  60 
]>ercent  of  patients  in  three  months,  with  3-4 
courses  of  injections;  (4)  the  site  of  bleeding  was 
usually  at  or  just  above  the  gastroesophageal  junc- 
tion; (5)  the  risk  of  rebleeding  was  highest  in 
Child  category  C and  this  was  reduced  to  the 
greatest  extent  by  sclerotherapy;  and  (6)  one  year 
survival  was  58  percent  in  the  control  group.  It 
was  75  percent  in  the  sclerotherapy  group  and  this 
was  significantly  higher. 

recent  controlled  trial  has  been  reported  in 
abstract  from  Los  Angeles. They  treated  21  pa- 
tients with  sclerotherapy  and  23  were  in  the  con- 
trol group.  Sclerotherapy  significantly  reduced 
excessive  bleeding  and  transfusion  rec|uirements. 
However,  no  significant  difference  was  found  in 
long-term  survival  over  154  months. 

One  of  the  problems  in  drawing  conclusions 
from  different  trials  has  been  a difference  in  tech- 
nique used  by  various  groups.  Eor  instance,  Ter- 


blanche,  et  al,-o  used  a rigid  endoscope  and  some 
of  their  patients  had  tamponade  after  sclerother- 
ajry.  They  used  ethanolamine  oleate  as  sclerosant. 
MacDougall,  et  al,^^  used  a flexible  endoscope  and 
the  same  sclerosant.  The  procedure  was  carried 
out  under  a general  anesthetic.  Balart,  et  al,-^  used 
a flexible  endoscope  and  a mixture  of  tetradecyl- 
siilfate  and  dextrose  as  the  sclerosant.  Other  dif- 
ferences included  patient  selection,  the  use  of  an 
overtube  or  baloon  compression,  and  timing  of 
repeat  injections.  The  volume  of  sclerosant  used, 
the  size  of  needle  and  the  site  or  speed  of  injection 
is  not  standardized.  In  some  European  centers 
the  sclerosant  is  injected  submucosally,-^  but  in 
this  country  every  attempt  is  made  to  inject  into 
the  vein. 

In  the  dog  model, the  most  effective  and  dam- 
aging sclerosant  has  been  found  to  be  in  this 
order:  (1)  95  percent  ethanol,  (2)  1.5  percent  tetra- 
decyl  sullate,  (3)  5 percent  sodium  morrhuate, 
(4)  5 percent  ethanolamine  oleate,  (5)  a mixture 
of  tetradecyl,  thrombin  and  50  percent  dextrose. 

Sclerosis  of  esophageal  varices  may  not  be  ef- 
fective when  the  site  of  varices  is  gastric.  However, 
a study  of  esophageal  venography^®  during  vari- 
ceal sclerosis  showed  that  in  15  percent  of  injec- 
tions contrast  migrated  caudally  into  the  gastric 
varices.  This  occurred  wOiether  a proximal  esoph- 
ageal balloon  was  used  or  not.  The  pathological 
result  of  sclerotherapy  has  not  been  clarified.  Au- 
topsy findings-^  indicate  that  thrombosis  and  tis- 
sue necrosis  is  present  within  24  hours,  ulceration 
after  seven  days,  and  fibrosis  after  one  month. 

The  complication  rate  of  sclerotherapy  is  affect- 
ed by  the  type  of  sclerosant  used  and  the  number 
of  injections.  Gibbert,  et  al,-®  found  esophageal 
ulceration  in  70  percent  of  cases  injected  with 
sodium  morrhuate,  but  only  in  20  percent  of  those 
given  tetradecyl  sulfate. 

Complications  in  one  series  of  51  patients-®  in- 
cluded esophageal  ulcer:  15,  stricture:  9,  and  per- 
foration: 2.  Esophageal  ulcerations  appear  to  be 
more  frequent  if  more  than  three  courses  of  in- 
jections are  used.-®  Healing  occurs  with  cimeti- 
dine  and  antacids.  Occasionally  a pleural  effusion 
develops,  and  bacteremia  has  been  treated  suc- 
cessfully with  antibiotics.  Stricture  has  been  treat- 
ed successfully  with  dilation.  Long-term  adverse 
effects  of  sclerotherapy  have  not  been  described. 
By  esophageal  monometry,  no  changes  were  ob- 
served in  lower  esophageal  sphincter  pressure, 
prevalence  of  reflux,  or  rate  of  peristalsis.  How- 
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ever,  peristaltic  wave  abnormalities  were  greater 
alter  sc  lerosis.-^ 

Resnrgenee  of  interest  in  endoscopic  variceal 
sclerosis  is  cine  to  the  following:  (1)  results  of 
shunt  trials  are  now  available  and  do  not  show 
conclusive  evidence  of  increased  survival;  (2)  i)oor 
outlook  of  patients  who  continue  bleeding  or  have 
recurrent  bleeding:  (3)  fiberoptic  endoscopes  are 
now  available,  making  the  procedure  technically 
easier;  (4)  realization  that  in  most  patients  the 
procedure  can  be  clone  wdihout  a general  anes- 
thetic: and  (5)  better  understanding  of  manage- 
ment of  hepatic  failure.  "We  now  have  experience 
in  four  patients,  but  our  numbers  are  too  small 
to  draw  conclusions.  Bleeding  was  controlled  in 
three  cases,  but  one  j)atient  succumbed  after  hem- 
orrhage from  a stress  idcer. 

In  conclusion,  endoscopic  sclerotherapy  is  effec- 
tive in  controlling  variceal  hemorrhage,  reduces 
transfusion  reejuirements  and  reduces  recurreut 
bleeding.  Some  studies  indicate  that  it  also  in- 
creases survival.  It  is  therefore  indicated  in  un- 
controlled variceal  bleeding  when  other  methods 
such  as  vasopressin  infusion  and  balloon  tam- 
ponade have  been  ineffective.  It  is  used  in  recur- 
rent variceal  hemorrhage  and  to  control  bleeding 
before  a shunt  ojjeration.  Other  indications  in- 
clude patients  who  are  not  operative  candidates 
or  who  refuse  surgery.  Finally,  it  may  be  per- 
formed in  situations  when  there  is  not  sufficient 
blood  available  or  if  surgical  expertise  is  lacking. 

More  randomized  controlled  trials  are  recjiiired 
to  confinu  that  this  procedure  does  increase  sur- 
vival, particularly  in  patients  who  stop  bleeding 
with  standard  therapy.  It  remains  to  be  deter- 
mined whether  the  cjnality  of  life  of  patients  who 
undergo  sclerotherapy  is  altered.  Certainly  a pro- 
cedure entailing  several  intra-esophageal  injec- 
tions is  likely  to  prove  stressful  to  the  patient. 
Administration  of  a tranquilizing  agent  and  ci- 
metidine  may  be  indicated. 

We  wish  to  acknowledge  helpfid  suggestions  by 
Dr.  E.  Clinton  Texter,  Jr.,  Professor  of  Medicine, 
Physiology  and  Biophysics,  and  Director  of  Gas- 
troenterology, and  Margaret  Morrison  for  ty])ing 
this  manuscript. 
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Eye  Problems  of  Prematurity  — Alert 

Mary  Wackerhagen,  Orthoptist* 


Xl'isyc  ar  is  ihc  lOih  aiiiii\ ci  sary  oT  I’ei  ry’s  re- 
port on  retroicntal  libroplasia.  It  is  litting  to 
briefly  discuss  this  condition  which  now  is  called 
retinopathy  of  preinatnrity.  In  the  late  lO's  and 
early  50’s  the  new  closed  incubators  resulted  in 
a dramatic  increase  in  the  incidence  of  reirolenlal 
fihrojdasia,  almost  to  epidenric  levels.  In  the 
1950's  this  became  the  hu  gest  single  cause  of  child- 
hood blindness.  In  the  United  States  this  retinop- 
athy led  to  more  blindness  than  all  other  causes 
combined.  I hen  controlled  laboratory  studies 
showed  oxygen  as  the  cause  of  RLF,  resulting  in 
a worklwide  reduction  of  its  use  in  incubators, 
d his  in  turn  hroitght  a dramatic  reduc  tion  in  the 
incidence  of  RLF.  d’hen  c;mie  reports  in  the  eat  ly 
(iO’s  tiuit  o.xygen  curtailment  might  have  serious 
side  effects  such  as  cerebral  ptilsy  and  increased 
mortality  from  hyalin  irremhrane  disease.  Con- 
secpiently  oxygen  was  again  itsed  more  freely.  In 
the  mid  and  late  60’s  arterial  hkrod-gas  monitor- 
ing helped  gi\e  a more  ohjecti\e  method  of  as.sess- 
ment  of  oxvgen  therapy.  Now  in  the  70's  and  80's 
the  National  Society  to  Prevent  Blindness  ;md 
Ophthalmology  report  a tnoderate  increase  again 
in  the  incidence  of  prematnre  retinopathy,  d'he 
reason— modern  tidvances  in  neontitology— result- 
ing in  a pronounced  4 .5  fold  increase  in  prema- 
ture infant  survival.  These  small  survivors  recjuire 
careful  attention  of  ophthalmologists  as  well  as 
pediatricians.  Studies  show  that  inteiwetition  is 
possible.  Fire  best  age  at  which  ati  itdant  should 
he  examined  ophthalmologic  ally  is  7to  9 weeks. 
These  children  shoitkl  also  be  folloiued  very  c:ne- 
fully  by  an  ojjhthalmologist  to  find  out  if  their 

*Alford  E\e  Clinic,  Ltd.,  5700  West  Markliam,  Little  Rock,  Ar- 
kansas. 


large  lefractive  eirois  of  jMematitiity  ;ire  still  in 
existence  and  apt  to  itUerfeie  with  the  visual  de- 
velopment and  function.  We  would  like  to  hi  itig 
this  jjoint  to  the  attention  of  all  neonatalogists, 
]jechati  ic  ians,  ;nicl  family  prac  titioners,  who  in 
turn  shoidtl  tichise  the  parents. 

Recetit  eye  examinations  of  prematitre  children 
reiidorced  this  point.  Several  of  these  children 
were  having  their  lirst  eye  examination  at  ages  5 
to  10  yetirs.  Parents  stated  that  they  'cvere  not  ad- 
vised at  the  time  of  birth  that  visual  ahnorm;ihties 
could  he  present.  For  examjrle:  1.  congenital  infec- 
tions; 2.  developmental  anotnalies;  3 retrolental 
fibroplasia  from  high  oxygen  levels;  4.  greater 
incidence  of  strabismus  (eye  muscle  itnhalance); 
5.  refractive  errors  such  as  myopia  of  prematurity 
in  early  infancy  cvhich  may  or  may  not  continue 
into  childhood. 

More  than  70%  of  prematures  have  one  diopter 
err  more  of  astigmatism,  with  of  it  agaitist 

the  rtile.  The  amounts  of  myopia  and  astigmatism 
are  more  severe,  and  the  incidence  is  higher  than 
iti  children  of  normal  birth  weight.  Due  ter  the 
32%  incidence  of  anisometropia  (large  difference 
hetw’een  the  two  eyes)  there  is  also  ati  increa.sed 
risk  of  amblyopia,  the  “kizy  eye.”  .\tnhlyopia  is 
also  an  obstacle  to  fusioti,  the  use  ol  the  two  eyes 
together. 

Arkatrsas  ranks  12th  in  the  United  .States  in 
premature  births,  7.8%  compared  to  the  Lhiited 
States  average  of  7. 15%.  (5.0%  for  whites;  10.3% 
for  non-whites.  4Vhth  a high  incidence  of  prema- 
ture births  in  the  state  we  certainly  need  to  he 
arvai  e ol  all  kituls  of  care  these  infants  shoitld 
have,  and  also  Ire  sure  to  advise  their  parents. 
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The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 


(See  Answer  on  Page  185) 


HISTORY:  R.  S.  is  a 26-year-olcl  female  who  was  found  on  routine  examination  by  her  local 
physician  to  have  an  irregular  pulse.  Her  past  history  was  completely  negative.  Except  for  an 
irregular  pulse,  her  physical  examination  was  normal.  Her  ECG  is  shown  below.  What  do  you 
think  about  this  arrhythmia? 


John  W.  Watson,  M.D. 
UAMS-LRVAMC  Division  of  Cardiology 
Little  Rock,  Arkansas 
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certain  well-enclowed  actress,  upon  appear- 
ing at  a social  event  in  an  unusually  low-cut  strap- 
less evening  gown,  was  asked  by  an  impressed  re- 
porter, “What  holds  it  up?”  “Gravity”,  she  replied. 
“Gravity?”  he  questioned.  “Yes,  the  gravity  of  the 
situation,”  she  explained,  ‘Hvere  it  to  fall  down.” 

Gravity  also  sometimes  plays  an  important  role 
in  orthopedic  treatment.  In  such  motions  as 
shoulder  flexion /abduction,  or  hip  abduction  in 
stance  phase  of  gait,  we  are  repeatedly  called  upon 
to  oppose  gravity.  When  such  motions  are  pain- 
ful, continued  voluntary  effort  to  perform  them 
becomes  difficult,  or  near  impossible. 

This  point  was  personally  driven  home  to  me 
a few  years  ago,  when  a close  family  meml)er,  re- 
covering from  a modified  radical  mastectomy,  was 
attem]:)ting  to  increase  shoulder  range  of  motion. 
Active  flexion/abduction  was  painful  and  inef- 
fective. Codman's  pendulum  exercises  were  help- 
ful in  increasing  shoulder  motion  to  90°,  but  full 
motion  remained  painfully  elusive. 

Basic  science  concepts  welled  up  from  the  past; 
“immature  scar  tissue  can  stretch  out  under  stress 
over  time.”  The  principle  which  so  often  works 
against  us  following  ligament  repairs  could  per- 
haps, in  this  case,  be  used  to  advantage.  Visco- 
elasticity made  useful. 

Possibly  re-inventing  the  wheel,  I devised  a re- 
cumljent  exercise  iri  Avliich  the  supine  patient 
positioned  the  arm,  elbow  extended,  just  shy  of 
the  position  of  Ilexion  (ontracture.  Flexion  be- 
yond 90°  already  having  been  achieved,  further 
flexion  in  the  supine  position  was  gently  en- 
couraged Ijy  gravity.  The  joint  was  simply  held 
at  its  maximum  ])Osition  of  flexion  and,  with 

•Little  Rock  Orthopedic  Clinic,  9500  I ile  Drive,  P.O.  Box  5270, 
Little  Rock,  Arkansas  72215. 


gravity  assisting,  gently  “leaned  on”  by  muscular 
effort  to  a point  of  minimal  to  moderate  dis- 
comfort. Persistence  and  relaxation  over  several 
minutes,  rather  than  short  bursts  of  forcefulness, 
resulted  in  a steady  increase  in  motion.  The  ubicp 
uitous  moist  heat  and  mild  analgesics,  of  course, 
enhanced  the  regimen.  In  effect,  this  program  rvas 
successful  in  transforming  gravity  from  a foe  into 
an  ally.  With  its  assistance,  twenty  or  thirty  min- 
ute sessions  were  not  at  all  fatiguing. 

Since  that  time,  I have  found  the  supine,  gravity 
assisted  method  useful  in  increasing  shoidder  mo- 
tion in  other  patients.  Tliere  is  an  additional 
benefit  in  that  measurement  of  the  distance  from 
the  mid  antecubital  crease  to  the  table  top  (or 
floor)  provides  the  patient  and  physician  with  an 
objective  measure  of  progress. 

An  example  is  tlie  case  of  M.  L.,  a 28-year-old 
male  painter  wluj  fell  from  a scaffold,  sustaining 
a fracture  of  the  surgical  neck  of  the  right  humer- 
us. He  was  held  in  good  position  in  a shoidder 
immobilizer.  One  week  later  he  was  iiegun  on 
Codman's  pendnlum  exercises  and  three  weeks 
post  injury  active  flexion  was  possilile  to  30°. 
Codman’s  exercises  were  continued,  as  well  as 
heat,  massage,  and  idtiasound  to  the  shoulder, 
but  by  six  weeks  post  injury  stiffness  and  soreness 
persisted  though  the  fracture  was  healing  well. 
Active  gleno-humeral  abduction  was  4.5°  at  this 
time. 

The  patient  was  instructed  in  supine,  gravity 
assisted  exercises,  which  he  did  four  times  a day 
for  twenty  minutes  following  moist  heat  applica- 
tion. Initially  it  was  noted  that  while  the  normal 
left  shoulder  allowed  the  antecubital  crease  to 
reach  the  table  top  with  ea.se  (Figure  1) , the  right 
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aniecubital  crease  lacked  eleven  inches  from 
readung  the  table  top  (Figure  2)  . 

d'wo  weeks  later  (two  montlis  post  injury),  ac- 
li\e  ilexion  and  abduction  of  the  right  gleno- 
humeral joint  were  both  70°,  and  supine  the 
anteciihital  crease  came  to  within  8i/4  inches  ol 
llie  table  top,  a gain  of  21/9  inches  (Figure  3). 

Eleven  weeks  post  injury  the  antecnhital  lag 
was  ni/o  inches.  Four  months  post  injury  tliere 
was  full  range  ol  motion  of  the  slioulder  and  the 


Figure  1 


patient  was  using  it  normally.  He  later  developed 
a trigger  point  on  the  rotator  cidf  which  respond- 
ed well  to  steroid  injection.  M.  L.  is  currently 
asymptomatic  at  ftill  activity. 

Gravity-assisted  range  of  motion  exercises  can 
provide  a gentle  stretching  of  remodelling  col- 
lagenous tissue,  which  may  he  a useful  adjunct  to 
other  jdiysiotherapeutic  measures,  lire  inventive 
clinician  may  well  Ire  able  to  adapt  this  principle 
to  many  clinical  situations. 


Figure  2 


Figure  3 
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Bat  Rabies  in  Arkansas 

T.  C.  McChesney,  D.V.M.,*  Harton  Spatz,** 
and  Marguerite  Edelman*** 

T>e  only  nianimal  that  has  wings  and  can  fly 
is  the  bat.  It  gives  live  birth,  suckles  its  young, 
and  it  is  fur  bearing.  The  bat’s  wings  consist  of 
the  arms,  hands,  and  fingers  which  are  enormously 
elongated.  I'he  legs  are  very  thin  and  short.  A 
thin  elastic  skin  stretches  from  the  fingertips  to 
the  claws  of  the  legs.  Flight  is  facilitated  by 
mo^  ing  both  arms  and  legs  like  a swimmer.  The 
bat  has  small  eyes  and  can  see  but  doesn’t  use 
vision  to  capture  insects  and  prey  when  feeding. 
In  flight  the  bat  emits  a series  of  high  pitched 
sounds  which  bounce  back  from  the  object  and 
denotes  its  location,  size  and  shape.  Insects  are 
caught  in  the  wing  tips  and  transferred  to  a cup 
in  the  interfemoral  membrane  and  then  eaten  in 
flight.  Bats  can  be  distinguished  from  birds  by 
their  flight  pattern  which  is  jerky  and  without 
direction. 

.\lmost  all  bats  in  the  United  States  are  insecti- 
vorous. They  roost  in  trees,  in  attics  of  abandoned 
buildings,  in  caves,  in  rocky  crevices,  under  eaves, 
and  other  suitable  protected  areas.  Bats  hang  up- 
side down  by  attaching  their  toes  to  tree  limbs, 
rocks,  crevices,  etc.,  and  often  resemble  a dry  leaf 
when  hanging  from  a tree  by  one  hind  limb.  They 
may  spend  the  summer  and  winter  in  the  same 
area  or  migrate  in  the  fall.  Most  bats  hibernate  in 
the  winter  after  feeding  throughout  the  summer 
increasing  their  weight  one  third  in  brown  fat. 
Wdien  hibernating,  the  body  temperature  ap- 
proaches that  of  the  environment,  the  optimum 
being  about  41°F.  If  the  temperature  drops,  the 
metabolic  rate  increases  and  more  fat  is  utilized. 
During  hibernation,  bats  are  helpless,  but  within 

•Chief,  Epizootic  Diseases,  State  Department  ot  Health,  4815  W. 
Markham  Street,  Little  Rock,  .Arkansas  72201. 

••Program  Administrator,  Environmental  Support  Services,  State 
Department  of  Health,  4815  W.  Markham  Street,  Little  Rock,  Ar- 
kansas 72201. 

•••Management  Support  Technician,  State  Department  of  Health, 
4815  W.  Markham  Street,  Little  Rock,  Arkansas  72201, 


30  minutes  after  being  disturbed  tbe  heart  and 
respiration  increase,  and  the  bat  may  bite  and  be 
ready  to  fly.  Bats  usually  live  for  at  least  ten 
years,  and  may  snr\  ive  to  age  20.^^ 

The  Health  Department  is  often  asked  for 
assistance  in  the  control  of  bats  in  and  around 
homes  or  office  buildings.  Maternal  colonies  are 
often  established  in  the  attic  portion  of  a structure 
as  early  as  April.  These  colonies  may  contain 
several  hundred  female  bats  which  will  have  their 
young  from  June  to  .\ugnst,  and  during  that  time 
they  are  most  difficult  to  expel.  During  hot  spells 
in  the  summer,  some  of  the  bats  suffer  from  heat 
prostration  and  migrate  out  of  walls  and  attics 
to  the  exterior  or  into  other  areas  of  the  btiilding. 
These  sick  bats  should  be  captured  Itefore  other 
animals  or  children  attempt  to  pick  them  up. 
They  can  be  caught  using  tongs  and  heavy  gloves. 
During  the  winter  hibernation,  bats  can  also  be 
physically  removed  by  wearing  gloves  and  using 
tongs. 

The  most  effective  method  of  removing  bat 
colonies  from  bnildings  is  to  repair  the  structure 
making  sure  that  all  cracks  larger  than  i/j"  are 
filled  in.  Louvers  must  be  screened.  .\ny  type  of 
caulking,  foam,  or  insulation  will  prevent  the  bats 
from  entering.  Often  bat  colonies  are  established 
when  repair  work  is  started.  In  this  case,  the  main 
entiA'  must  be  plugged  at  night  after  the  bats  have 
left  the  roost  to  feed.  They  leave  right  at  dusk, 
aiul  the  entry  and  exit  points  will  have  rnb  marks 
around  them  and  bat  droppings  can  often  be 
found  on  the  ground  under  these  entrances. 

Moth  balls  and  moth  cr^'stals  are  effective  re- 
pellents. They  are  most  useful  when  the  colony 
is  located  in  a small  area,  such  as  a chimney,  wall 
cavity,  or  flat  topped  building.  Blowing  fiber 
glass  insulation  into  an  attic  or  placing  bright 
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li;^hts  ill  ;i  roost  area  often  repels  bats.  There  is 
no  legal  method  of  poisoning  bats.  When  bats  do 
come  into  contact  with  insecticides  or  rodenti- 
cides,  the  sick  and  dying  bats  are  often  jiicked  up 
by  dogs,  cats,  and  people.  From  a public  health 
standpoint,  attempts  to  jioison  bats  do  more  harm 
thati  good.  Rat  dropjtings  that  acctmmlate  in 
the  roost  may  contain  the  fungus  H istopla.sma 
capsulaiuvi . Inhaled  spores  of  this  fungus  may 
cause  histoplasmosis,  a disease  endemic  to 
.\rkatisas. 

For  centuries  bats  have  been  feared  by  man 
probably  because  they  fly  at  night,  and  the  vam- 
pires of  South  America  and  Mexico  feed  on  blood 
from  animals,  and  at  times  from  humans  sleeping 
outdoors  especially  when  cattle  or  other  animals 
are  not  available.  Vamjiire  bats  usually  locate  a 
resting  animal,  and  with  their  sharp  incisor  teeth 
cut  a small  incision  in  the  skin  usually  above  the 
hoof  and  then  lap  up  the  blood  that  oozes  from 
the  wound.  In  South  America,  cattle  losses  from 
rabies  run  in  the  millions  annually. 

Bat  rabies  was  not  recognized  in  the  Ihiited 
States  until  June  of  19.53  when  the  virus  was 
isolated  from  a yellow  bat  (Dasypterus  floridatuts) 
which  had  bitten  a child  near  Tampa,  Florida. 

Since  that  time  recognition  of  bat  rabies  in- 
crea,sed  to  an  all  time  high  in  1979  of  750  cases 
reported  from  40  states.-  ddie  increase  in  bat 
rabies  coincides  with  the  dramatic  iticrease  in 
animal  rabies  throughout  the  United  States  which 
went  from  3,C92  cases  in  197H  to  6,060  reported 
cases  in  1982.  .Vpproximately  85%  of  the  animal 
rabies  is  in  wildlife:  .skunks,  bats  and  raccoons 
predominating.  There  has  beeti  a dramatic  in- 
crease in  raccoon  rabies  in  the  southeastern  jiart 
of  the  Fhiiteil  States  which  has  sjiread  northward. 


Raccoon  l abies  in  Virginia  increased  from  7 cases 
in  1980  to  432  cases  in  1982.  The  estimated  rac- 
coon population  in  Arkansas  is  500,000.  However, 
there  has  been  no  raccoon  rabies  in  the  state  sitite 
1976,  and  at  least  50  raccoon  heads  are  tested 
annually.  Because  of  the  high  raccoon  jKipula- 
tion,  should  the  epizootic  spread  to  Arkansas  a 
severe  public  health  problem  would  exist. 

4’able  I shows  the  number  of  bats  testing  posi- 
tive in  the  laboratory  for  the  past  five  years 
conijrared  with  other  species. 

I'able  II  shows  the  number  of  bats  in  each 
coitnty  submitted  to  the  Arkansas  Department  of 
Health  for  rabies  testing  and  the  number  positive 
in  each  county  for  1982.  I'he  largest  number  of 
specimens  w'ere  from  Pulaski  and  Faulkner  Coun- 
ties. It  is  not  known  whether  there  is  a larger 
concentration  of  bats  in  these  counties,  or  if  the 
large  numbers  of  submissions  may  be  due  to  the 
higher  human  population  and  proximity  to  the 
Health  Department  Laboratory. 

.\nyone  exposed  to  a bat  or  desiring  to  know 
its  species  and  disease  status,  is  encouraged  to  send 
the  sjrecimen  to  the  Public  Health  Laboratory, 
Arkansas  Department  of  Health  for  testing.  All 
practicing  veterinarians  and  county  health  offices 
have  insulated  containers  designed  for  bus  ship- 
ment of  rabies  suspect  heads. 

Table  III  shows  the  most  common  species  en- 
countered in  Arkansas.  To  date  only  the  red  bat, 
and  big  brown  bat  have  been  found  to  be  positive 
for  rabies.  It  is  hojied  that  in  future  years  a more 
complete  analysis  can  be  made  w’hen  larger  num- 
bers of  bats  are  tested  and  identified.  David 
■Saugey,  biologist  with  the  U.  ,S.  Forest  Service, 
Ouachita  National  Forest,  phone  321-5298  is 
identifying  bats  which  have  been  submitted  to  the 


TABLE  I 


NUMBER  OF  RABID  BATS  COMPARED  TO  OTHER  SPECIES  OF  RABID  ANIMALS 


FROM 

1978  TO 

1982 

Bats 

Cuts 

Cattle 

Dogs 

Fox 

I lorses 

Skunks 

Other 

Pos./Xo. 

Percent 

I’os./No. 

Pos. /No. 

Pos. /No. 

Pos. /No. 

l*os./No. 

Pos. /No. 

Pos. /No. 

Total 

Year 

Tested 

Pos. 

Tested 

Tested 

Tested 

Tested 

Tested 

Testetl 

Tc.stcd 

Positive 

1978 

6 / 96 

6.5% 

2/434 

5/43 

1/492 

0/14 

2/6 

147/254 

0/363 

163 

1979 

14-154 

9.1% 

3/749 

8/82 

3/732 

1 /22 

2/9 

301 /502 

0/590 

332 

1980 

11.160 

6.9% 

3/608 

8/69 

2/701 

0/13 

0/11 

164/281 

*3/507 

191 

1981 

18/149 

12.1% 

3/487 

4/65 

1/556 

0/13 

2/13 

124/212 

0/291 

152 

1982 

19/149 

12.8% 

2/. 556 

4/75 

4/559 

2/9 

0/6 

126/220 

0/398 

157 

*Goat  1 /8,  Swine  1/6,  Weasel  1 /4. 

NO'FE:  There  have  been  no  cases  of  rabies  in  raccoons  or  opossums  in  Arkansas  since  1976.  There 
were  304  raccoons  and  245  opossums  tested  in  the  Public  Health  Laboratory  for  rabies  during 
the  jieriod  from  1978-1982— all  negative. 
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Arkansas  Dcparimciu  ol  Health  lor  tcslinj;  tiiul  is 
;u;iilal)lc  lor  consulltilioii  on  iilcnlilication  ;incl 
control  ol  bats  dial  arc  a problem  in  buildings 
and  bomes. 

I'bc  retl  bat  has  about  a 12-iiub  wing  sp;in  ;uul 
is  bright  ortmge  to  cellowdirown  in  color.  It 
usually  roosts  in  trees  and  is  diHicult  to  detect.  It 
is  strictly  insectivorous.  Tlie  Itig  brown  bat  has 
a wing  span  ol  13-11  indies  and  roosts  predomi- 
nantly in  attics,  carports,  eaves,  etc.  It  is  insecti- 
vorous and  varies  in  color  from  russet t to  dark 
brown. 

In  studies  by  CDC  in  caves  of  the  soutliwestern 
Ibiited  States,  rabies  virus  was  isolated  from  .5% 
of  a sample  of  2, 17S  ajtparently  normal  bats  tested 
in  pools  of  3 or  f,  and  1 l.b%  of  199  individually 
tested  bats  which  were  in  flight.'^  In  contrast  to 
the  infection  rates  found  in  healthy  bats,  samples 
of  moribund  and  abnormally  behaving  bats  were 
8.7%  and  76%  jxisitive.  lire  majority  of  the 
moribund  bats  were  collet  ted  in  the  midst  of  die- 


offs lasting  Id  days  to  3 weeks.  During  these 
die-offs,  ill  bats  exhibited  convulsions  and  some 
paralysis. 

One  Itiit  kept  in  caplicity  yielded  virus  from  a 
sample  of  its  stiliva  obtained  16  months  after 
c;i])lure.  In  tidcbtion,  19  of  92  bats  collected  that 
exhibited  rallies  virus  in  the  stdiva  appeared 
noinial  and  remained  cbnictilly  normal  until 
tested. 

d he  chitti  lints  far,  tliough  suggestive,  are  not 
sufficiently  conclusive  to  jirove  asymptomatic 
carriers  in  U.  S.  insectivorous  b;its.'‘ 

In  1956,  a pulilic  health  worker  and  in  1959, 
a mining  engineer  that  entered  the  Frio  Cave  in 
Texas  lioth  died  of  rabies  although  neither  of 
them  were  bitten  by  Ixits  th;it  inhabited  the  cave. 
During  1960-1966,  Dr.  1).  A.  Consttmtine  and  liis 
staff  using  sentinel  caged  animtds  jiroved  aerosol 
transmission  of  rabies  in  the  Frio  Cave.  This  was 
acconnilishetl  by  placing  insect  proof  ctiges  con- 
taining skunks,  fox,  raccoons,  clogs,  cats,  etc.  in 


TABLE  II 

BREAKDOWN  BY  COUNTY  OF  BATS  SUBMITTED  FOR  TESTING 
SHOWING  NEGATIVES  AND  POSITIVES  FOR  BY  1982 
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ihe  cave.  After  a four  week  period  of  time,  some 
of  these  animals  became  rabid  without  contact 
with  the  resident  bats.® 

It  is  therefore  strongly  recommended  that 
spelunkers  and  those  working  in  bat  caves  take 
the  pre-exposure  immunization  series  against 
rabies. 

Because  of  the  ubiquitous  distribution  of  bats 
and  the  percent  positive  for  rabies,  everyone  in 
an  outside  environment  is  vulnerable  to  exposure. 
.Some  typical  histories  of  exposure  reported  to  the 
Health  Department  are  as  follows;  a)  The  l)at 
fletv  down  and  landed  on  my  shoulder.  I brushed 
him  off  and  he  bit  me.  b)  I reached  out  to  pick 
an  apple  off  the  tree,  didn’t  see  the  bat  roosting 
there  until  he  bit  me.  c)  I went  out  on  the  front 
porch  to  get  some  air  and  a bat  flew  down  into  my 
face,  d)  The  cat  brought  a live  bat  home  and  my 
son  took  it  aw'ay  and  got  bitten,  e)  I woke  up  from 
sleep  and  a bat  had  bitten  me  on  the  foot.  I don’t 
know  how  it  got  in  the  house.  NOTE:  Bats  may 
enter  a home  through  the  chimney,  open  doors  to 


the  outside,  exhaust  vents,  open  windows,  from 
the  attic,  etc.  f)  A neighbor  boy  caught  the  bat 
and  took  it  to  school  to  show  the  other  children. 
I believe  it  may  have  bitten  my  daughter,  g)  Bats 
swoop  down  over  my  swimming  pool  and  some- 
times land  in  the  water  and  drown.  Is  it  safe  to 
swim  in  the  pool  if  the  bat  is  rabid?  NOTE;  As 
a precaution,  it  is  recommended  that  the  swim- 
ming pool  be  rechlorinated  and  not  used  for  24 
hours.  The  dilution  factor,  time  element,  and 
chlorine  in  the  water  render  it  safe  for  swimming. 

Anyone  bitten  by  a bat  should  receive  post- 
exposure treatment  unless  the  bat’s  head  tests 
negative  in  the  laboratory. 

The  Arkansas  Dej^artment  of  Health  has  stocks 
of  the  new  human  diploid  cell  vaccine  which  is 
available  on  call  to  physicians  throughout  the 
state.  Phone  the  Veterinary  Public  Health  Office, 
Arkansas  Department  of  Health,  661-2597  or  2264 
for  consultation  and  vaccine  which  can  be  de- 
livered within  12  hours. 

Post-ex]iosure  treatment  includes  human  rabies 


TABLE  Ml 

BATS  SUBMITTED  FOR  RABIES  TESTING  SHOWING 
SPECIES,  SEX  AND  PERCENT  POSITIVE  FOR  RABIES 


Species 

Total 

Tested 

1982 

M 

Sex 

F 

Unk. 

No. 

Negative 

No. 

Positive 

Percent 

Positive 

Lasiurus  borealis 

35 

18 

12 

5 

26 

9 

25.7% 

(red  bat) 

Eptesicus  fuscus 

24 

12 

11 

1 

21 

3 

12.5% 

(big  brown) 

Nycticeius  humeralis 

13 

6 

6 

1 

13 

0 

0 

(evening  bat) 

Pipistrellus  subflavus 

4 

1 

3 

0 

4 

0 

0 

(eastern  pipistrella) 

Lasiurus  cinereus 

2 

1 

0 

1 

Q 

0 

0 

(hoary  bat) 

Myotis  lucifugus 

2 

0 

2 

0 

2 

0 

0 

(little  brown  bat) 

Plecotus  rafinesquei 

2 

Q 

0 

0 

O 

0 

0 

(eastern  big-eared) 

Myotis  grisescens 

2 

9 

0 

0 

O 

0 

0 

*(gray  bat) 

Brazilian 

1 

1 

0 

0 

1 

0 

0 

(free-tail  bat) 

Lasionycteris  noctivagans 

1 

0 

1 

0 

1 

0 

0 

(silver-haired  bat) 
Unidentified  bats 

63 

— 

— 

63 

56 

7 

12.  % 

TOTAL 

149 

43 

35 

71 

130 

19 

12.8% 

* Endangered  species. 
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iinniunc  t^lobuliii  aiul  luiman  diploid  cell  vaccine 
(!  IlHA’).  The  globulin  is  adininisiei ed  only  once 
on  the  liist  day  ol  ticatinent  al  a rale  of  2 ml  per 
33  pounds  of  body  weiglu  intranuisculai ly— one 
half  to  be  injected  around  the  bile  if  in  a fleshy 
part  of  the  body. 

Also  on  the  first  day  of  treatment  administer 
the  first  dose  of  (III)C\').  The  first  of  the  five 
individual  doses  of  the  freeze  dried  killed  \irus 
vaccine  is  recombined  with  the  accompanying 
1 ml  vial  of  sterile  water  and  injected  IM  in  the 
deltoid  muscle.  The  second  injectiem  is  given 
three  days  later.  The  3rd  injection  seven  days 
after  the  1st  injection,  the  Ith  injection  14  days 
from  the  1st  injection,  and  the  5th  and  last  injec- 
tion is  given  on  the  2<Sth  day  after  the  series  began. 
CDC  will  no  longer  test  the  patient's  serum  for 


antibody  response  since  practically  all  receiving 
vaccine  have  develo[)ed  [rrotective  antibody  titers. 

Personnel  in  the  rabies  testing  laboratory,  Ar- 
kansas Dejeartment  of  Health  conduct  fluorescent 
antibody  testing  on  suspect  head  tissue  daily 
during  the  week  and  on  Saturday  mornings. 
4’heir  timely  and  accurate  reporting  is  the  foun- 
dation of  the  rabies  control  program. 
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THINGS 


% TO 

COME 


October  5-9 

Extremity  and  Spinal  Joint  Manual  Therapy 
Workshop,  d he  Ibiiversity  of  Mississippi  Med- 
ical Center.  Holiday  Inn  Downtown,  Jackson. 
Fee  $280.  Registration  limited.  For  more  infor- 
mation, contact  Continuing  Education,  LTniver- 
sity  of  Mississippi  Medical  Center,  2500  North 
State  Stiect,  Jackson,  Mississippi  39216;  phone 


601-987-1914. 


October  15 

Religion  and  Ethics  Seminar.  Sponsored  by  the 
Committee  on  Medicine  and  Religion,  Arkansas 
Medical  Society.  Education  II  Building,  Uni- 
versity of  Arkansas  for  Medical  Sciences. 

Eor  ftirther  information,  contact  Dr.  Walter 
O’Neal,  9601  Interstate  630,  I.ittle  Rock  72205; 
phone  227-2672. 

1984 

February  2-5 

Southwest  Allergy  Eorum.  Baylor  College  of 
Medicine.  Hotel  Inter -Continental,  Houston, 
4'exas.  Eor  further  information,  contact  The  Of- 
fice of  Continuing  Education,  Baylor  College  of 
Medicine,  Program  Coordinator  — Carol  Soroka, 


Texas  Medical  Center,  Flouston,  Texas  77030; 
phone  713-799-6020. 

March  12-16 

Annual  Meeting  of  the  United  States -Canadian 
Division  of  the  International  Academy  of  Pathol- 
ogy. San  Erancisco  Hilton,  California.  Eor  fur- 
ther information,  contact  Dr.  Nathan  Kaufman, 
Secretary-Treasurer,  United  States-Canadian  Di- 
vision of  the  International  Academy  of  Pathology, 
1003  Chafee  Avenue,  Augusta,  Georgia  30904; 
telephone  104-724-2973. 

April  12-15 

108th  Annual  Session,  Arkansas  Medical  So- 
ciety. Excelsior  Hotel  and  Statehouse  Convention 
Center,  Little  Rock. 


ANSWER— Electrocardiogram  of  the  Month 

DISCUSSION:  The  ECG  initially  shows  a sinus  rhythm  at 
a rate  of  125/minute.  Then,  at  a rate  of  150/minute,  one 
notes  a broad  QRS  regular  arrhythmia  through  which 
P-waves  can  be  marched.  Ventricular  fusion  beats  are 
seen  in  several  sections  of  the  trace.  For  example,  the 
first  and  the  fourth  beat  in  the  rhythm  strip  indicated  by 
the  arrows  are  fusion  beats.  The  wide  beats  in  Vj  are 
seen  at  a slower  rate  of  about  110/minute.  The  presence 
of  fusion  beats  and  AV  dissociation  strongly  suggests  that 
the  wide  QRS  regular  tachyarrhythmia  at  the  150/mlnute 
rate  is  ventricular  tachycardia.  The  slower  broad  QRS 
arrhythmia  is  probably  AIVR. 
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Clinical  Incidence  and  Causes  of 
Metabolic  Alkalosis  in  Children 

Watson  C.  Arnold,  M.D.*  and  Robert  H.  Warren,  M.D.** 


INTRODUCTSON: 

Metabolic  alkalosis  is  an  infrecjuent  cause  of 
acitl-base  cbsorclers,  especially  in  (hildren.  The 
etiologies  of  metabolic  alkalosis  in  adults  have 
been  well-documented  and  include  prolonged  loss 
of  gastric  secretions  from  nasogastric  suction, 
(hronic  diurectic  therapy,  and  hyperaldosteron- 
ismd”'^  In  children  the  most  common  causes  of 
metairolic  alkalosis  reported  have  been  pyloric 
stenosis,  chronic  diuretic  therapy  and,  more  re- 
cently, cystic  fibrosis.' Few  reports  have  docu- 
mented the  relative  im  idence  and  causes  of  meta- 
bolic alkalosis  in  children.  This  paper  reviews 
the  children  diagnosed  as  having  metabolic  al- 
kalosis on  admission  to  a children's  hospital.  In 
this  study,  cystic  fibrosis  was  found  to  be  the  sec- 
ond most  frcc]uent  cause  of  metabolic  alkalosis 
in  children. 

METHODS: 

During  a two-year  period  all  patients  present- 
ing with  metabolic  alkalosis  to  Arkansas  Chil- 
dren’s Hospital  were  followed  prospectively. 
Metabolic  alkalosis  was  defined  as  a blood  pH 
greater  than  7.45  or  a serum  bicarbonate  greater 
than  28  mecj/l,.  In  addition,  the  charts  of  all 
patients  having  a diagnosis  of  either  pyloric  ste- 
ncjsis  or  cystic  fibrosis  were  review'ed  retrospective- 
ly for  the  same  two-year  period. 

vSerum  concentrations  cjf  sodium  and  potassium 
were  measured  by  flame  spectrophotometer. 
Chloride  and  bicarbonate  were  measured  on  a 
Beckman  Chloride-CO^  analyser  and  arterial 
blood  gases  were  determined  on  a Beckman  Blood 
Has  Analyser.  Concentrations  of  chloride  in  sweat 
Avere  measureil  on  a Buehler  chloridometer.  All 
other  laboratory  tests  were  performed  in  the  hos- 
pital laboratory  on  an  Automatic  Clinical  Ana- 
lyser (Dupont). 

•Associate  Professor  of  Pediatrics,  University  of  Arkansas  for  Med- 
ical Sciences  and  Arkansas  Children’s  Hospital,  Little  Rock,  Arkan- 
sas 72201. 

••Associate  Professor  of  Pediatrics,  University  of  Arkansas  for 
Medical  Sciences  and  Arkansas  Children’s  Hospital.  Little  Rock,  Ar- 
kansas 72201 . 

.Address  reprint  reiiucsts  to:  Watson  C.  Arnold.  M.D.,  Arkansas 
Children's  Hospital  804  Wolfe  Street,  Little  Rock,  Arkansas  72201. 


RESULTS: 

There  were  thirty  cases  of  metabolic  alkalosis 
from  a total  of  8,500  pediatric  admissions  during 
the  two-year  study  period  (0.35%  of  admissions). 
4 he  causes  of  metabolic  alkalosis  in  these  children 
are  shown  in  Table  1.  4'welve  of  thirty  children 
(40%)  admitted  for  metabolic  alkalosis  had  a di- 
agnosis of  pyloric  stenosis.  Ten  of  the  thirty  pa- 
tients (33%)  with  metabolic  alkalosis  had  cystic 
fibrosis  on  admission.  Eight  children  (27%)  had 
metabolic  alkalosis  from  other  causes. 

Twenty-five  patients,  ages  3-10  w'eeks,  were  ad- 
mitted Avith  a diagnosis  of  pyloric  stenosis  OAer 
the  tAv’o-year  period.  TAvelve  (47%)  had  meta- 
bolic alkalosis  on  admission.  All  the  patients  with 
pyloric  stenosis  had  a history  of  vomiting  and 
Avere  found  to  have  pyloric  hypertrophy  by  radio- 
logical examination. 

TAventy-nine  patients  with  cystic  fibrosis  were 
admitted  during  the  two  years  of  study.  Ten  of 
these  (34%),  ages  5 months  to  12  years,  had  a 
metabolic  alkalosis  on  admission.  In  six  patients 
the  metabolic  alkalosis  Avas  present  on  their  initial 
presentation  for  cystic  fibrosis.  Eight  of  the  pa- 
tients Avith  cystic  fibrosis  and  metabolic  alkalosis 
Avere  admitted  during  the  summer  months  and 
ga\e  a history  of  profuse  sweating  and  dehydra- 
tion with  minimal  vomiting.  ITinary  chloride 
in  the  two  patients  with  cystic  fibrosis  in  which  it 
was  measured  was  le.ss  than  10  meej/L.  Sweat  chlo- 

Table  I: 


Causes  of  Metabolic  Alkalosis  in  Children 


No.  of 

Diagnosis 

Patients 

% Total 

Pyloric  Stenosis 

12 

40 

Cystic  Eibrosis 

10 

33 

Neomullsoy  -|-  vomiting 

5 

16.5 

Diuretic  induced 

1 

3.5 

Congenital  Chloride  diarrhea 

1 

3.5 

Cryptococcal  meingitis  % vomi 

ting  1 

3.5 

30 

100% 
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1 itlc  concculraiions  Avcrc  gicaiei  tliaii  70  me(|  l.in 
tlie  three  diilclreii  wlio  had  sweat  diloiide  con- 
(eiilrations  measured  while  Ii\ poddoremic . 

During  iliis  j)eri()d,  li\e  patients  who  had  been 
ingesting  Neoniullsoy'^  were  arlmitted  lor  meta- 
holie  alk.dosis.  I'liongh  this  group  initially  pre- 
sented with  lahoiatory  lindings  similar  to  those 
of  Uaitter's  Syndrome,  the  metabolie  alkalosis  was 
easily  eorreeted  tvith  small  amounts  ol  KCL  (1-2 
metp  kg  lor  1-2  weeks)  and  all  laboratory  inddes 
return  to  normal  without  further  therapy. 

DISCUSSION; 

Metabolie  alkalosis  is  an  uncommon  disturh- 
aiue  ol  tidd-hase  balance,  ft  results  from  the  gain 
of  exogenous  bicarbonate  or  from  the  loss  of 
hydrogen  ddoride  and  hypovolemia.  The  cf)n- 
traction  of  extracellular  fluiil  solume  perpetuates 
the  alkalosis  by  increasing  proximal  tubular  sotli- 
um  and  bicarbonate  reabsorption.  Increased 
aldosterone  secretion  results  in  hypokalemia  and 
(ontributes  to  the  maintenance  of  alkalosis,  d he 
tilkalosis  persists  until  the  chloride  and  potassium 
deficits  are  repaired.’'-  AVe  found  three  major 
causes  of  metabolic  alkalosis  in  the  chddren  in 
our  series:  (1)  pyloric  stenosis  with  vomiting  and 
loss  of  gastric  secretions,  (2)  cystic  fibrosis  with 
hyjxjvolemia  and  the  loss  of  chloride  and  potas- 
sium in  the  sweat  and  urine,  and  (3)  vomiting 
with  the  ingestion  of  a low  chloride  diet. 

1 he  association  of  jryloric  stenosis  and  meta- 
bolic alkalosis  is  w'ell-documented  and  results 
from  vomiting  and  the  loss  of  hydrogen  rich  gas- 
tric secretions. Potassium  is  also  lost  in  the  gas- 
tric secretions  and  in  the  urine  in  these  patients. 
Normally,  during  vomiting  if  there  is  no  pyloric 
obstruction,  alkaline  small  bowel  secretions  are 
lost  in  addition  to  gastric  secretions  and  the  child 
will  maintain  a normal  acid-base  status.  In  our 
series  the  children  with  pyloric  stenosis  who  gave 
the  longest  history  of  vomiting  had  developed  the 
most  severe  cases  of  metabolic  alkalosis. 

Recently,  patients  w'ith  cystic  fibrosis  have  been 
reported  as  presenting  with  metabolic  alkalosis 
without  a history  of  vomiting.”-^  Of  note  in  this 
series  and  others,  all  the  children  pre,senting  with 
cystic  fibrosis  and  metabolic  alkalosis  were  five 
months  of  age  or  ofder  wdiile  all  the  children  with 
pyloric  stenosis  were  two  months  of  age  or  less.’’-'' 
Children  with  cystic  fibrosis  lose  chloride  in  their 
sweat,  and  most  cases  of  metabolic  alkalosis  in 
jeatients  with  cystic  fibrosis  have  been  associated 
with  excessive  sw'eating,  especially  in  hot  weather.” 


Children  with  cystic  librosis  have  a larger  volume 
of  .sweat  than  noiinal  children  and  a larger 
amount  of  chloride  and  potassium  in  that  sweat.” 
d’he  sweat  glands  resjeond  to  aldosterone  in  a 
manner  similar  to  the  distal  tubides  of  the  kidney 
and  increased  potassium  may  be  lost  in  the  sw'eat 
when  the  patient  is  hypovolemic.  In  addition, 
children  with  cystic  librosis  are  unable  to  accli- 
mate by  decreasing  the  volume  of  sweat. 

Five  children  were  noted  to  have  metabolic 
alkalosis  while  ingesting  Neonndlsoy’^.  Fhis  for- 
nuda  contained  low  concentrations  of  chloride 
(1-2  mec|/L)  and  4-5  mec|  of  potassium.  It  has 
sid)sec|uently  been  removed  from  the  market.”  ’" 
,\11  these  children  were  referred  for  failure  to 
thrive  two  to  four  months  alter  their  initial  epi- 
sode of  vomiting.  Fhe  children  all  gave  a history 
of  muscle  weakness,  listlessness,  poor  feeding  and 
])oor  growth.  The  children  on  the  low  chloride 
diet  with  metabolic  alkalosis  grew  normally  once 
their  acid  base  status  was  corrected  by  1-2  meep’ 
kg/clay  of  KCl.  Since  correction  of  their  electro- 
lyte abnormalities  they  have  thrived  and  have 
grown  nonnally.  This  cause  of  metabolic  alka- 
losis has  been  reviewed  extensively  elsewhere.” 

Fhe  therapy  for  metabolic  alkalosis  is  designed 
to  replace  the  volume,  chloride  and  |)C)tassium 
deficits.’  In  some  patients  with  hypokalemia  and 
an  inajepropriately  elevated  urinary  chloride  con- 
centration (greater  than  lOmecp’L),  large  amounts 
of  potassium  supplementation  may  be  needed  to 
correct  their  alkalosis.-  T he  occurrence  of  the 
cases  caused  by  ingestion  of  a low  chloride  formu- 
la emphasize  the  importance  of  volume  replace- 
ment with  chloride  containing  fhdcls,  particularly 
chiring  episodes  of  vomiting  and  diarrhea,  and 
demonstrate  that  metabolic  alkalosis  may  be 
jtrolonged  by  inadecjtiate  chloride  replacement.” 

This  small  series  demonstrates  that  metabolic 
alkalosis  is  an  unusual  but  not  a rare  occurrence 
in  pediatric  jiractice  occurring  in  0.3%  of  all 
admissions,  an  incidence  comparable  to  that  of 
pyloric  stenosis  and  cystic  fibrosis.  If  one  excludes 
the  cases  caused  by  Neomullsoy  ingestion,  the 
major  causes  of  metabolic  alkalosis  in  childhood 
are  pyloric  stenosis  (48%)  and  cystic  fibrosis 
(40%).  I’he  large  incidence  of  cystic  fibrosis  j)re- 
senting  with  metabolic  alkalosis  has  not  been 
noted  in  previous  series  and  cystic  fibrosis  is  not 
usually  inc  hided  as  a cause  of  metabolic  alkalosis.’ 
From  the  data  in  this  scries,  infants  three  months 
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of  age  or  older  presenting  witli  metabolic  alkalosis 
should  be  evaluated  for  cystic  fibrosis  and  should 
receive  a sweat  chloride  as  part  of  his  evaluation. 
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Malignancy 
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J_here  are  a number  of  interesting  articles 
being  published  on  the  general  topic  of  malig- 
nancy. One  of  the  interesting  problems  in  ma- 
lignant disease  is  hypercalcemia.  McDonnell, 
Dunstan,  Evans,  Carter,  Hilks,  Wong,  and  McNeil 
have  recently  published  an  article  entitled  “Quan- 
titative Bone  Histology  in  the  Hypercalcemia  of 
Malignant  Disease”  {Journal  of  Clitiicnl  Endocri- 
nology and  Metabolism,  Volume  .55,  page  1066, 
December,  1982).  A point  of  great  interest  in 
their  introduction  was  that  they  state  that  malig- 
nant disease  is  the  most  frequent  reason  for 
hypercalcemia  in  hospitalized  patients.  They 
further  state  these  patients  have  a normal  calcium 


balance  with  the  stool  calcium  being  higher  than 
the  calcium  intake;  this  suggests  the  calcium  loss 
is  from  l)one.  Stated  differently,  bone  destruction 
or  resorption  exceeds  new  bone  formation  in  these 
cases.  McDonnell  et  al  felt  that  this  calcium  loss 
might  be  the  result  of  some  type  of  humoral  factor 
rather  than  purely  a mechanical  destruction  of 
bone  by  the  tumor.  If  a humoral  factor  could  be 
jwoved,  it  would  indicate  generalized  bone  re- 
sorption rather  than  localized  mechanical  factors. 
Fhe  authors  decided  to  study  this  problem  by 
doing  quantitative  bone  histologic  studies.  They 
studied  23  patients  who  had  malignant  hyper- 
calcemia. They  had  various  types  of  tumors,  16 
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of  which  were  solid  luinors.  The  aulliois  used 
three  sets  of  controls;  healthy  hospital  employees, 
hospital  patients,  atid  norniocalcemic  patients 
with  malignant  disease.  I’he  authors  report  that 
maligtiant  cells  were  not  seen  in  the  hone  marrotv 
in  the  patients  with  solid  tumor,  hut  were  present 
in  other  types  of  malignancy.  At  the  end  of  their 
sttidy  they  comlnde  that  the  results  were  con- 
sistent with  a “humoral  substance  produced  by 
malignant  tissue  causing  generalized  bone  resorp- 
tion in  addition  to  lione  dissolution  around 
metastases”.  They  saw  an  iticrease  in  bone  resorb- 
ing  surface  by  histocheniical  stain  techniques. 
The  bone  forming  surface  was  apparently  not  as 
great  as  the  bone  resorbing  surface  in  many  cases. 
IMcDonnell  et  al  felt  that  the  resorbing  surface 
seemed  to  roughly  correlate  with  urinary  calcium 
loss  but  they  did  not  feel  that  in  some  cases  where 
the  resorbing  surface  and  foiming  surface  were 
identical  there  was  still  calcium  loss.  They  con- 
cluded that  the  bone  loss  had  to  be  accounted  for 
by  mechanisms  other  than  the  histologic  appear- 
ance of  the  tissue  of  bone.  In  the  discussion  por- 
tion of  their  article,  they  state  that  it  was  their 
ultimate  conclusion  that  “local  bone  erosion 
ailjacent  to  metastases  is  the  most  probable  ex- 
planation for  the  discrepancy  between  the  histo- 
logical and  biochemical  assessment  of  bone  loss.” 
The  mode  of  operation  which  they  suggest  would 
be  for  the  tumor  cell  to  secrete  a humoral  sub- 
stance: this  would  act  locally  to  cause  bone  resorp- 
tion; it  would  then  be  taken  into  the  blood  stream 
and  carried  throtighout  the  body  to  cause  gen- 
eralized bone  resorption. 

There  is  an  interesting,  sijeculative  article  on 
cancer  published  in  the  Lancet  (#8309,  page  1190, 
Noveiuber  27,  1982,  Volume  2 for  1982)  by  Arthur 
Berken  entitled  “Case  for  Adoptive  Immuno- 
therapy in  Cancer”.  Dr.  Berken  states  in  his  intro- 
duction that  he  feels  that  the  immune  control  of 
cancer  cells  is  different  from  that  of  bacteria.  He 
goes  on  to  state  that  bacteria  multiply  rapidly 
when  they  invade  tissue.  Bacteria  have  many 
antigenic  sites  on  their  outer  surface.  The  combi- 
nation of  these  two  factors  induce  an  antibody 
reaction  in  animals  and  thus  a serious  bacterial 
invasion  may  be  prevented.  He  contrasts  this 
with  tumor  cells  which  seem  to  grow"  slowly  and 
take  weeks  or  months  to  multiply.  He  suggests 
that  tumor  cells  do  not  evoke  much  of  an  antibody 
response  for  a good  while  because  of  their  slow 
growth  and  low  density  of  antigen  on  the  tumor 


tell.  He  ftirther  writes  that  a so-called  low  tolcr- 
aiue  response  will  cxcur  when  the  antigen  ccmcen- 
tration  is  too  low  to  provoke  a normal  immune 
response.  He  further  feels  that  a generation  of 
sup[)ressor  type  T cells  may  develop. 

Berken  goes  on  to  [)oint  out  that  in  the  im 
numity  against  cancer  the  principal  line  of  de- 
fense cemsists  of  cellular  immune  mechanisms— 
this  is  in  contrast  tea  antibacterial  defenses  which 
might  be  both  cellular  and  humoral.  Non-specific 
cellular  immunity  has  been  attributed  to  micro- 
phages  and  certain  killer  lymphocytes,  whereas 
specific  anti-tumor  activity  the  author  attributes 
to  microphages  and  killer  lymphocytes  “which 
bind  Fc  receptor  bearing  antibodies  to  produce 
antibodies  dependent  cellular  cytotoxicity”. 
Cytolitic  T lymphocytes  may  have  a very  specific 
effec  t on  the  cell  membranes  of  tumors.  Cytolitic 
T lymphocytes  will  attack  viral  antigen— and,  as 
a matter  of  fact,  viral  antigen  may  cause  the  forma- 
tion of  cytolitic  T lymphocytes.  Berken  points 
otit  that  some  individuals  do  not  have  a good 
immunity  to  some  viruses;  he  goes  on  to  state  that 
in  some  individuals  there  is  a failure  to  form 
cytolitic  T lymphocytes  or  because  for  genetic 
reasons  due  to  the  absence  of  the  ret|nirecl  major 
histocompatibility  loci  coded  antigens.  Berken 
then  states  that,  reasoning  by  analogy,  the  same 
could  be  true  in  failure  to  have  good  resistance 
to  cancer.  The  author  says  tliere  is  another  type 
of  possilile  specific  cell  mediated  cytotoxicity 
which  depends  on  the  presence  of  Fc  receptor 
bearing  antibodies.  He  states  that  this  receptor 
is  associated  with  antibodies  which  bind  to  Fc 
sites,  d hese  antibodies  can  attach  to  mononuclear 
cells  and,  as  Berken  states,  provide  the  vehicle  for 
antibody  dependent  celhdar  cytotoxicity. 

The  author  lists  some  of  the  reasons  for  inade- 
c[uate  immunity  toward  cancer  and  says  that 
“specific  active  anti  tumor  immuuizaliou  is 
likely  to  fail  under  any  of  the  following  circum- 
stances: (1)  When  suppressor  cells  are  gcneratc.l 
because  of  low  tumor-antigen  concentrations. 

(2)  When  the  required  major  histocompatibility 
loci  gene  prcxlncts  are  absent,  obviating  the  pro- 
duction of  effective  cytolytic  T lymphocytes. 

(3)  When  the  antiirocly-cle])enclent  cellular  cyto- 
toxicity is  required  to  be  effective  in  extravascular 
sites  in  solid  tumors. 

d’he  author  has  a section  of  adoptive  immuni- 
zation against  tumors  and  he  says  that  three 
components  are  necessary;  appropriate  antigens. 
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sclec  tetl  antibodies,  and  etiector  cells  which  can 
he  armed.  Diiferent  tumor  cells  arc  apparently 
able  to  jjKKlncc  antigens  different  from  the  other 
(ells  ol  that  individual;  often  they  are  related  t(j 
what  the  author  calls  common  human  antigens 
siuh  as  blood  grottp  antigens.  I'he  author  feels 
that  it  might  he  jtossihle  to  actpiirc  some  of  these 
(oinmon  antigens  which  are  not  nnitjue  to  the 
tumor,  hut  which  would  effect  the  tumor  in  high 
( one entration.  Furthermore,  monoclonal  anti- 
body iechni(|ues  might  specifically  eflect  a given 
tumor.  Beiken  leels  that  adoptive  immunization 
has  some  advantages,  one  of  which  being  it  could 
he  used  during  the  course  of  chemotherapy  against 
malignancy.  One  ol  his  (oncertis  is  that  chemo- 
theiapy  does  not  clear  off  all  the  ttunor  cells  and 
he  puts  lorwaicl  the  suggestion  that  so-called 
aimed  effector  cells  could  he,  so  to  speak,  bar- 
rested  helore  chemotherapy  and  then  injected 
later  to  clear  any  viable  tumor  cells  after  chemo- 
theiapy  is  given.  All  in  all,  this  is  an  extremely 
pi ovocative  article. 

I'here  are  two  extremely  interesting  articles  on 
malignancy  iti  the  Lancet  of  November  (i,  19S2 
(#S3()(),  Volume  II  lor  1982).  I’he  first  is  en- 
titled “'Largeting  ol  l()dine-123-Lahelled  Tnmor- 
.Vssociatecl  Monoclotial  Antibodies  to  Ovarian, 
Breast,  and  Oastrointestinal  d umors”  by  Epene- 
tos,  Mather,  Granowska,  Nimmon,  Hawkins, 
Britton,  Shepherd,  d’aylor-Papadimitriou,  Dur- 
bin, and  Afalpas.  ddie  authors’  aim  was  to  have 
specific  antibodies  agaitist  cancer.  The  atithors 
used  two  monoclonal  antibodies  labeled  with 
Iodine  123  to  study  titmors.  They  were  able  to 


find  both  ])rimary  and  metastatic  tumors  using 
external  body  scintigrajrhy.  They  stated  the 
tumors  became  visible  three  minutes  tcj  18  hours 
after  the  moncrclonal  antibody  had  been  injected. 
1 he  article  contains  some  beautifully  illustrated 
photos  of  tumors  detected  in  this  manner. 
Epenetos  et  al  were  able  to  localize  the  tumors 
without  using  any  enhancement  of  vistialization 
or  subtraction  technicjties.  The  authors  felt  that 
there  were  no  demonstrable  side  effects  from  per- 
formitig  this  tyjre  of  scintigraphy,  d’hey  have 
speculated  that  this  same  technique  may  lead  to 
a means  of  targeting  tumors  for  therapeutic 
attack  by  monoclonal  antibodies. 

The  other  pajjer  in  the  same  issue  of  Lancet 
is  by  Epenetos,  Canti,  Taylor-Papaclimitriou, 
Curling,  and  Moclmer  entitled  “Use  of  Two 
Epitheliuni-.Specific  Monoclonal  Antibodies  for 
Diagnosis  of  Malignancy  in  Serous  Effusions” 
(Lancet,  A'olume  11  for  1982,  #8306,  page  1004, 
November  6,  1982).  In  this  sttidy,  the  authors 
again  tised  two  monoclonal  antibodies  to  try  and 
detect  cancer  cells  in  serous  effusion.  4’hey  felt 
that  their  techni(|ue  worked  well.  Again,  there 
are  several  excellent  illustrations  accompanying 
their  article.  They  stated  that  they  were  able  to 
diagnose  malignancy  in  34  of  65  patients.  Iti  27 
patients  there  was  tio  evidetice  of  malignancy, 
and  iti  four  patietits  they  found  suspicious  evi- 
detice of  malignancy.  When  the  studies  using 
radioactive  nionoclonal  antibodies  were  compared 
with  morphologic  studies,  the  results  of  the 
radioactive  assay  apjieared  to  be  highly  accurate. 


Other  Ifearj"* 
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From  Othi  r Years 
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llistorv  of  Medic  ine/Arc  lii\es. 
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THE  MONTH  IN  WASHINGTON 

# # # # 

SUPPORT  MOUNTS  FOR  PRESIDENT'S 
INSURANCE  TAX  CAP 

Since  “controls  on  jrhysicians  and  hospitals 
cannot  by  themselves  halt  health  care  inflation," 
the  LI.  S.  should  “change  the  economic  incentives 
facing  all  the  key  participants  in  the  health  care 
system”  by  adopting  the  Reagan  Administration's 
proposed  tax  on  emjiloyer-paid  health  insurance 
benefits  above  a certain  ceiling,  Robert  Ridiin. 
M.l).,  told  a Senate  jranel  in  fiine. 

Rubin,  Assistant  Secretary  for  Planning  and 
Evaluation  with  the  Department  of  Health  and 
Human  Services,  testified  before  the  Senate  Fi- 
nance Ciommittee  which  is  considering  S.  610,  a 
tax  cap  jrroposal  introduced  by  Ciommittee  Cihair- 
man  Robert  Dole  (R-KS)  at  the  Administration’s 
retjuest.  'Eire  measure  would,  as  of  January  1, 
1981,  tax  as  income  to  the  employee  any  premium 
contributions  by  his  employer  in  excess  of  .If  175 
a month  per  family  or  .170  per  month  pet 
individual. 

Rubin  reported  that  HHS  estimates  the  pro- 
posal would  generate  $2.1  billion  in  tax  revenues 
in  1984  and  .127.4  billion  over  the  next  five  years. 
4 he  30  million  workers  affected  in  the  first  year 
would  have  a tax  increase  of  $228. 

4 he  tax  cap  is  favored  by  Dole,  who  has  sug- 
gested that  revenue  from  it  might  he  used  to 
finance  a health  insurance  jn'ogram  for  the  un- 
employed, a tactic  the  Administration  favors  only 
if  the  cap  is  lowered  to  generate  new  revenues  on 
top  of  those  anticipated  from  .S.  640. 


Nevertheless,  the  tax  caj)  does  not  appear  to 
have  an  ;ivid  constituency  in  Congress  and  an 
informal  poll  of  Finance  Committee  members  is 
said  to  have  turnetl  up  only  a few  who  favor  it. 
Fhough  support  was  slightly  stronger  for  a cap 
used  to  fimince  health  insurance  for  the  nnem 
ployed,  a majority  of  Finance  members  ■)j)posed 
that  approach. 

Rubin  said  the  cap  is  necessary  because  the 
“major  threat  to  (juality  medical  care  in  the  lb  S. 
is  a continuation  of  the  trend  of  inordinate  inlla- 
tion  in  health  exjtenditures"  and  because  em- 
ployer payments  into  jnivate  healtb  plans  are 
projected  to  rise  from  $50.5  billion  in  1980  to 
$178.4  billion  in  1990,  diverting  employee  com- 
pensation away  from  taxable  wages. 

He  maintained  that  the  tax  cap  would  encour- 
age innovative  employer  programs  such  as  hettlth 
promotion  plans  and  preferred  provider  organi/;t- 
tions  as  well  as  increased  cost-sharing  to  encourage 
patients  to  shoj)  for  ctire.  He  said  the  t;ix  cap 
troidd  reduce  (urrent  tax  code  inetpiities  that 
favor  high  income  employees. 

Fhe  National  Association  of  Governors  and 
most  health  c;ue  providers,  including  the  Ameri- 
can Hospital  Association,  the  Federation  of 
American  Hospitals,  and  the  Americtm  Academy 
of  Pediatrics,  supjtorted  the  tax  cap. 

\V41liam  R.  Felts,  M.D.,  told  the  committee  that 
the  American  Medical  As.sociation  thinks  “a  cap 
would  increase  consumer  cost-consciousness  and 
thereby  help  to  reduce  the  increases  in  health  care 
costs.” 

Felts'  testimony  came  just  as  the  AMA’s  Ilouse 
of  Delegates  at  its  annual  meeting  in  Chicago  was 
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approving  a revised  set  of  consumer  choice  princi- 
pies  which  includes  support  for  a cap  on  the 
amount  of  the  employer-paid  health  insurance 
premiums  that  are  tax-free  to  the  employee. 

A 'Washington,  1).  C.  internist,  Felts,  also  saitl 
the  AMA  has  two  concerns  with  the  Administra- 
tion's tax  cap  proposal.  First,  he  suggested,  the 
annual  increase  in  the  ceiling  should  be  indexed 
to  medical  care  cost  increases  rather  than  to 
the  general  CPI.  .Second,  the  AMA  would  like 
to  “urge  employers,  employees  and  third  party 
payors  to  adjtist  plans  by  increasing  patient  cost- 
sharing and  offering  multijjle  plans  with  varying 
deductibles  and  levels  of  coinsurance  rather  than 
reducing  the  breadth  of  benefits." 

One  concern  that  has  been  raised  by  opponents 
of  the  cap  is  that  it  would  discourage  insurance 
for  preventive  c;ne  while  continuing  hospital 
coverage  at  the  present  levels. 

American  Dental  Association  President  Burton 
Press  told  the  committee  a tax  cap  would  “pen- 
alize prevention-oi  iented,  cost-effective  dental 
pre-payment  plans.”  But,  AAP  President  James 
F.  Straiti,  M.D.,  said  that  health  ])lans  have 
always  discriminated  against  preventive  benefits, 
partictdarly  those  lor  children.  He  called  for 
adoption  of  the  tax  cap,  but  urged  that  tax  deduc- 
tions he  prohibited  for  employer  insurance  plans 
failing  to  ]:)rovide  preventive  care  for  children. 

Resistame  to  the  cap  came  from  employers, 
unions  and  instirers,  and  some  of  the  opponents 
accused  the  provider  stipporters  of  pushing  the 
tax  cap  as  a means  of  staving  off  further  controls 
on  hospitals  and  physicians. 

In  general  their  objections  to  the  cap  are  that 
the  cap  w'ould:  penalize  older  workers;  be  unfair 
to  “hazardous,  high-risk  occupations”;  be  “double 
taxation”  because  workers  wotdd  be  taxed  on  high 
premiums  necessitated  In'  the  federal  govern- 
ment’s cost  shilting  to  private  patients;  not  take 
geographic  differemes  in  the  price  of  health  care 
into  account. 

The  same  arguments  were  advanced  by  several 
committee  members,  with  Sens.  Robert  Packwood 
(R-OR)  and  Idoyd  Bentsen  (D-TX)  honing  in  on 
the  imjjact  of  the  cap  on  older  workers  ami  Sen 
Bill  Bradley  (D-NJ)  questioning  its  effect  on  high 
risk  industries. 

Packwood  also  said  he  doesn’t  believe  the  cap 
will  generate  the  savings  jtrojected  for  it  and  that 
it  could  prompt  demand  for  a national  health 
insttrance  plan  in  the  IF  S. 


Durenberger  retorted  that  employer-based  in- 
surance already  constitutes  a national  health  plan 
bttt  it  only  “covers  68  million”  households  and 
due  to  its  high  cost  prevents  extension  of  coverage 
to  the  remainder  of  the  population. 

Dole  noted  that  the  Flouse  and  Senate  would 
soon  be  voting  on  a budget  resolution  and  pre- 
dicted that  Finance  members  may  feel  differently 
about  the  cap  when  they  begin  to  wrestle  with  the 
resolution’s  mandate  that  the  Finance  Committee 
come  up  with  $73  billion  in  new  revenues  over 
the  next  three  years. 

ORPHAN  DRUG  APPROVED 

The  Food  and  Drtig  Administration  announced 
the  approval  of  iJthostat,  the  second  “orphan 
drug”  approved  since  Congressional  legislation 
gave  manufacturers  incentives  to  develop  drugs 
for  rare  diseases. 

Lithostat  (aceto-hydroxamic  acid)  reduces  the 
ammonia  content  in  the  urine  of  paraplegics,  a 
leading  cause  of  kidney  damage  and  even  death 
in  these  patients.  Because  this  is  a source  of  kid- 
ney damage  unique  to  paraplegics,  only  50,000 
persons  are  expected  to  benefit  from  the  drug. 

In  these  patients,  antibiotic-resistant  bacteria 
cause  a buildup  of  ammonia  in  the  urine.  The 
ammonia  precipitates  calcium  and  minerals, 
which  form  kidney  stones.  But  because  the  pa- 
tient may  not  feel  the  pain  associated  with  kidney 
stones,  they  continue  to  develop  tindetected. 
Kidney  failure,  even  death,  may  result. 

Coincidentally,  the  only  other  orphan  drug  to 
recei^e  recent  FDA  approval  was  also  designed  to 
prevent  kidney  damage:  sodium  cellulose  phos- 
phate treats  kidney  stones  resulting  from  absorp- 
tive hypercalciuria,  an  excess  of  calcium  in  the 
urine  caused  by  the  over-absorption  of  calcium  in 
food. 

FDA  COMMISSIONER  IMPLICATED 
IN  DRUG  TESTING 

Department  of  Defense  documents  have  re- 
vealed that  Food  and  Drug  Commissioner  Arthur 
H.  Hayes,  Jr.,  M.D.,  acted  as  the  principal  investi- 
gator and  responsible  physician  in  experiments 
testing  a “super-hallucinogen”  agent  called 
glycolate. 

Hayes  also  w'as  involved  in  tests  of  other  chemi- 
cal agents  including  atropine,  scopolamine,  and 
ditran  at  Fdgewood  Arsenal,  Md.  in  1966.  These 
anticholinergic  drugs  are  both  mental  and  physi- 
cal incapacitants,  and  atropine  is  a general  anti- 
dote for  chemical  warfare  agents. 
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The  dechissi  I icd  I!)7()  rcpoii  by  the  Ami) 
Inspector  General  exonerates  Hayes  and  other 
Edgewood  researchers  of  any  medical  iinprojii  ie- 
lies,  conchuling  that  no  volunteers  suffered  a 
fatality  or  serious  injury  from  the  research. 

But  the  same  rejiort  says  that  the  recrnitinem 
and  consent  of  soldiers  for  testing  may  have 
violated  Army  procedures.  In  its  summary,  the 
report  states:  “The  volunteers  were  not  fully  in- 
formed as  re(|uired  prior  to  particijiation  and  the 
methods  of  procuring  their  services,  in  many 
cases,  appeared  not  to  base  been  in  accordance 
with  the  intent  of  the  Department  of  Army 
policies  governing  the  use  of  volunteers  in 
research.” 

At  the  time,  the  Army’s  rules  on  informed  con- 
sent required  that  “there  should  be  made  known 
to  the  experimental  subject  the  nature,  duration, 
and  purpose  of  the  experiment;  the  method  and 
means  by  which  it  is  to  be  conducted;  all  incon- 
veniences and  hazards  reasonably  to  be  expected; 
and  the  effects  upon  his  health  or  person  which 
may  possibly  come  from  his  participation  in  the 
experiment.” 

The  Inspector  General’s  report,  however,  shows 
that  consent  was  relegated  to  a simple,  all-purpose 
statement  that  w^as  often  signed  by  the  volunteers 
before  they  arrised  at  Edgewood  or  on  the  day  of 
their  arrival. 

FTC  BLESSES  PRO  IN  NEW  JERSEY 

In  its  first  pronouncement  on  the  subject,  the 
Eederal  Trade  Commission  has  given  its  tentative 
blessing  to  a projjosed  preferred  provider  organi- 
zation (PPO)  in  New  Jersey. 

The  advisory  does  not  have  the  weight  of  law 
and  is  not  binding  on  courts  though  courts  do 
consider  advisory  opinions.  It  could  be  revoked 
at  any  time.  In  addition,  PPOs  have  taken  many 
forms  and  clearance  for  the  New  Jersey  PPO  is 
not  applicable  to  other  types  of  PPOs. 

The  advisory  is  significant,  however,  in  that  it 
represents  the  FTC’s  first  step  into  the  cloudy 
legal  issues  surrounding  the  PPO  concept. 

The  Commission  is  studying  reejuests  for  ad- 
visories for  several  other  PPOs  as  well  and  FTC 
official  Walter  Winslow  said  that  since  these  cover 
a “number  of  differently-structured”  PPOs,  the 
Commission  hopes  to  issue  further  advisories  that 
will  “clarify”  the  legal  position  of  PPOs.  “We 
don’t  want  uncertainty  over  the  law  to  cause 
people  to  delay  in  setting  up  something  that  can 
be  procompetitive,”  he  added. 


The  advisory  that  was  issued  went  to  Health 
Care  Management  Associates  (HC.M.X),  a Moores- 
town,  N.  J.  consulting  firm  that  is  developing  a 
PPO  known  as  the  Cooperating  Provider  Program. 
It  said  the  F EC  does  not  believe  I ICMA’s  pro- 
posed PPO  would  violate  antitrust  law  and  added 
that  the  })lan  “is  likely  to  be  procompetitive.” 

HCMA  sees  itself  as  a brokering  agent  in  the 
arrangement.  It  w'oidd  contract  with  up  to  15% 
of  individual  j)hysicians,  oral  surgeons,  podiatrists 
and  psychologists  in  three  counties  to  provide  care 
to  patients  covered  under  the  plans  of  insurers  or 
companies  that  sign  up  ivith  HCMA. 

llie  providers  in  the  PPO  would  have  a choice 
between  two  methods  of  payment.  They  could 
elect  to  receive  the  lesser  of  their  charges  or  a 
maximum  HCMA-determined  payment  schedule. 
Or  they  could  be  paid  their  usual,  customary  and 
reasonable  fee  minus  a percentage  discount  of  u|) 
to  15%.  The  discount  would  be  specified  in  the 
insurer’s  contract  with  HCMA. 

In  its  advisory  letter  to  HCM.\,  the  FTC  noted 
that  “no  actively  practicing  pros  ider,  hospital,  or 
payer  has  any  direct  or  indirect  financial,  con- 
trolling, or  non-controlling  interest  in  HCMA.” 
It  also  carefidly  sjjelled  out  that  the  financial 
arrangements  are  to  be  between  HCMA  and  each 
individual  physician. 

Those,  according  to  FTC’s  Winslosv,  are  two 
aspects  of  HCMA’s  plan  that  set  it  apart  from 
many  other  PPOs.  The  latter  is  particularly  sig- 
nificant because  it  distinguished  HCMA  from  the 
Maricopa  Foundation  in  Arizona,  which  the  Su- 
preme Court  ruled  had  engaged  in  juice  fixing 
by  agreeing  jointly  on  the  maximum  fees  its 
members  svould  seek  as  jjayment  for  services 
to  subscribers  of  f()undation-aj)proved  insurance 
jrlans. 

In  that  sense,  XVinslow  observed,  the  HCMA 
ach  isory  was  “easy”  compared  to  others  before  the 
commission  because  it  did  not  raise  the  question 
of  “what  a grouji  of  independent,  competing 
jjroviders  can  do  relating  to  PPO  fees  when  it  has 
not  actually  establi.shed  or  formed  a PPO  but  has 
merely  put  together  a provider  comjionent  for  the 
PPO.” 

That  question  could  apj^ly  to  the  bulk  of 
HMO’s  in  oj)eration  or  develojoment  to  date.  A 
PPO  directory  developed  by  the  American  Medi- 
cal Care  and  Review  Association  lists  64  PPOs  in 
20  states  and  the  District  of  Columbia,  of  which 
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•IS  are  sponsored  Iry  physician  groups  and/or 
hospitals. 

1 he  degree  of  financial  involvement  of  the 
sjjonsors  in  these  PPOs  is  not  known,  however, 
and  a number  of  groups  including  the  American 
Metlical  Association  are  collecting  further  infor- 
mation in  this  area.  The  AMA’s  Department  of 
Health  Care  Financing  and  Organization  has 
identified  about  80  PPO-type  arrangements  in 
operation  or  development  across  tlie  country  and 
is  now  trying  to  determine  the  linancial  structure 
ol  those  PPOs. 

In  addition,  tlie  .\MA  is  preparing  technical 
assistance  materials  to  help  physicians  evaluate 
PPOs  and  has  established  a clearinghouse  to  pro- 
vide information  on  PPOs  to  state  and  county 
medical  societies. 

RHODE  ISLAND  PPO  PLAN  ALSO  ENDORSED 

llie  Federal  Trade  Commission  also  gave  a 
Rhode  Island  Professional  Standards  Review  Or- 
ganization the  go-ahead  for  its  plan  to  review  the 
medical  necessity  of  care  provided  to  private 
emjrloyers  health  benefits  programs. 

The  PSRO  has  asked  the  FTC  in  January  for 
an  advisory  ojrinion  on  its  plan  to  conduct  pre- 
admission and  concurrent  reviews  of  private 
patients,  to  recommend  appropriate  lengths  of 
hospital  stays  and  to  conduct  quality  review 
studies.  Its  recommendations  are  not  binding  on 
the  companies  and  no  fee  reviews  would  be  con- 
duc  ted  under  the  jirogram. 

In  a letter  to  PSRO  Executive  Vice  President 
Edward  J.  Lynch,  the  Commission  said  the  plan 
does  not  ajrjtear  to  violate  any  antitrust  laws  and 
coidd,  “in  fact,  promote  competition,  thereby 
providing  .substantial  benefits  to  consumers”  and 
give  health  care  providers  a “greater  incentive” 
to  “practice  in  a cost-conscious  manner.” 

1 he  advisory  opinion  warned,  however,  that 
the  PSRO  should  work  to  assure  that  the  pro- 
gram's purpose  “remains  legitimate  and  does  not 
produce  significant  anticompetitive  effects.”  For 
example,  it  added,  “you  should  avoid  any  misuse 
of  the  program  to  discriminate  against  innovative 
competitors.” 

"BABY  DOE"  SPRINGS  BACK  TO  LIFE 

Idle  Department  of  Health  and  Human  Serv- 
ices has  proposed  a new  version  of  the  contro- 
versial “Baby  Doe”  rule  requiring  hospitals  and 
clinics  to  post  notices  publicizing  a 24-hour  hot- 
line to  be  used  in  cases  of  suspected  neglect. 


The  procedure,  rather  than  the  substance  of 
the  ride,  is  changed.  It  still  contains  the  retjtiire- 
ment  to  post  notices  listing  the  hotline  numlrer. 
But  instead  of  recpiiring  the  posting  of  the  notice 
in  delivery,  maternity,  and  intensive  care  wards, 
it  recpiires  that  the  notice  must  be  posted  iu 
nursing  stations.  The  new  rule  will  also  allow 
a longer  public  comment  period. 

4'he  rule's  long  preamble  and  appendix  specify 
that  federal  law  “does  not  require  the  imposition 
of  futile  therapies  which  merely  temporarily  pro- 
long the  process  of  dying  of  an  infant  born  termi- 
nally ill.”  The  rule  also  attemjrts  to  define  the 
term  “handicap”  as  disorders  such  as  “mental 
retardation,  blindness,  jxiralysis,  deafness,  or  lack 
of  limbs.” 

“Any  judgment  that  a person  is  not  worthy  of 
treatment  due  to  such  handicap  is  not  ...  a medi- 
cal judgment,  even  if  made  by  doctors  ...”  the 
rule  says. 

I he  original  regulation  w^as  struck  down  in 
federal  court.  FI.  S.  District  Court  Judge  Gerhard 
A.  Gesell  ruled  last  May  that  the  regulation  was 
“arbitrarily  and  capricious.”  The  rule  was  a 
“hasty  and  ill-considered”  response  to  “one  of  the 
most  difficult  medical  and  ethical  problems  facing 
onr  society,”  he  said. 

Meanwhile,  a new  Gallup  Poll  shows  that  the 
public  is  evenly  divided  as  to  w'hat  steps  it  would 
take  if  faced  with  the  birth  of  a seriously  handi- 
capjted  newborn. 

Of  1,540  inteiwiewed  adults,  40%  said  they 
w'ould  ask  their  doctor  to  keep  the  baby  alive, 
4.4%,  .said  they  would  request  that  the  child  he 
allowed  to  die,  and  17%  have  no  opinion. 

WTmen,  blacks,  and  married  persons  are  the 
most  likely  to  ask  for  their  physician’s  help  in 
keeping  the  baby  alive.  More  w'omen  (43%)  than 
men  (37%),  more  blacks  (59%)  than  whites  (38%), 
and  more  married  (41%)  than  single  (34%)  per- 
sons said  that  they  would  ask  that  the  handicapped 
baby  receive  the  surgical  care  necessary  for 
survival. 

CONGRESS  KILLS  ABORTION  AMENDMENT 

The  Senate  has  overwhelmingly  rejected  an 
amendment  by  Sen.  Orrin  Hatch  (R-UT)  that 
declared  “the  right  to  abortion  is  not  secured  by 
this  Constitution.”  The  amendment  fell  short 
of  the  necessary  two-thirds  vote,  with  49  Sena- 
tors supporting  and  50  Senators  opposing  the 
amendment. 


194 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Medicine  in  the  News 


The  ])ur[K)sc  ol  tlic  aniciulmciit,  accouiing  lo 
supporter  riioinas  F.  Faglcton  (D-MO)  was  to 
“wipeout  the  legal  stains  ailoicled  to  tlie  abortion 
riglit  by  Roc  v.  Wtidc  and  letnrn  it  to  its  etulier 
legal  status,  when  abot  lion  was  a inalter  lor  each 
ot  the  states  to  decide."  Fhe  vote  is  said  to  luive 
represented  a serious  setback  for  the  Neev  Right, 
■uiiich  had  placed  abortion  restric  tion  on  the  top 
of  its  agenchi  of  social  issues. 

Fhe  Senate  vote  is  the  second  recent  defetit  for 
anti-abortionists.  The  Stipreine  Ciourt  earlier  in 
June  upheld  the  right  to  tibortion,  by  ruling 
that  second  trimester  hospitalization  recjuirement 
placed  an  obstacle  in  the  path  of  women  seeking 
the  jirocedure.  In  their  overturn  of  an  Akron,  O., 
abortion  ordinance,  the  justices  also  indirectly 
erverturned  33  state  and  city  laws. 

The  Supreme  Court's  reaffii  ination  of  the  con- 
stittitional  right  to  abortican  sent  shock  waves 
through  state  and  city  governments,  as  legislators 
scrambled  to  rewrite  their  restrictive  abortion 
laws.  But  the  long-term  effect  cvill  probably  be 
felt  most  strongly  in  the  medical  ccammunity, 
where  observers  predict  that  jaregnancies  will  be 
terminated  earlier,  for  less  money,  and  at  greater 
patient  convenience  than  ever  before. 

The  trend  was  already  well  underway:  since 
the  early  70s,  the  typical  abortion  patient  has 
increasingly  chosen  a clinic  over  a hospital,  and 
has  arrived  there  during  her  first,  rather  than 
second,  trimester  of  jaegnancy. 

The  Supreme  Court’s  decision,  however,  is 
expected  to  accelerate  this  general  movement. 
A second  trimester  hospitalization  reqtiirement 
places  “a  significant  obstacle  in  the  path  of  women 
seeking  abortion,”  wrote  Jtistice  Lewis  F.  Pcjwell, 
Jr.,  in  overturning  an  .\kron,  O.,  abortion  ordi- 
nance. Because  second  trimester  abortions  cost 
more  and  are  sometimes  not  performed  in  local 
hospitals,  .Akron's  rec|uirement  could  “force 
w'omen  to  travel  to  find  available  facilities,  result- 
ing in  both  financial  expense  and  additional 
health  risk.” 

Of  a law  requiring  recitation  of  anti-abortion 
material  to  a woman  seeking  an  abortion,  he 
wrote:  “It  remains  primarily  the  res]3onsibility  of 
the  physician  to  insure  that  appropriate  informa- 
tion is  conveyed  to  his  patient.”  Of  a 24-hour 
waiting  period,  he  wrote:  “If  a woman,  after  a|> 
propriate  coun.seling,  is  )>repared  to  give  her 
written  informed  consent  and  proceed  tvith  the 
abortion,  a state  may  not  delay.” 


Although  many  of  the  .Akrou-like  provisions  of 
33  stale  law's  (22  retpiiiing  second  trimester  hos- 
pitidi/ation  and  1 I retjuiring  pre-alioi  tion  waiting 
|)eriotls)  were  put  on  hold  by  federal  judges  tmtil 
the  high  court  ruled,  fearol  imminent  restrictions 
kept  clinics  from  expanding  their  services. 

BUDGET  PLAN  RECEIVES  CONGRESSIONAL 
STAMP 

Dispelling  rumors  that  Congress  W’oulcl  never 
agree  on  a fiscal  1984  budget.  Congress  has  ap- 
proved an  $8(10  billion  1984  spending  plan  that 
slunes  Medicare  by  about  $400  million  next  year 
and  adds  ,$200  million  to  Medicaid  for  a children's 
health  program. 

President  Reagan  is  opjiosed  to  the  measure 
which  includes  more  in  tax  increases  and  domestic 
spending  and  less  in  defense  spending  than  he 
retjuested.  It  also  sets  up  an  $8.5  billion  con- 
tingency fund  to  be  allocated  for  recession  relief 
programs  only  if  Congress  authorizes  the  pro- 
grams. Although  the  budget  resolution  does  not 
require  the  President's  signature,  Reagan  can 
ceto  the  appropriations  measures  Congress  en- 
acted to  put  the  budget  into  effect. 

All  told  the  budget  includes  about  ,$94.6  billion 
for  health  programs,  w’ith  about  .$60.6  billion  of 
this  going  to  Medicare  and  $21.4  billion  to 
Medicaid. 

It  calls  for  Medicare  savings  of  $400  million 
next  year  and  $1.7  billion  over  the  next  three. 
Ffouse  members  insisted  on  a caveat  saying  the 
cuts  are  not  to  be  achieved  by  increasing  patient 
coinsurance  or  reducing  benefits,  but  are  to  come 
from  “increased  cost  controls”  on  providers. 

The  budget  makes  no  cuts  in  Medicaid  and 
adds  $200  million  in  1984  and  $950  million  over 
the  next  three  years  in  money  for  a Child  Health 
.Vsstirance  Program. 

It  inc  hided  $350  million  in  83  funds,  $2  billion 
for  1984,  and  $1 .65  billion  for  1985  in  the  recession 
relief  contingency  fund  for  a health  insurance 
plan  for  the  unem})loyed.  Fhe  money  could  only 
be  spent  if  Congress  goes  ahead  and  authorizes  a 
new  program. 

INTERNISTS  THAW  TO  PRESIDENT'S  FREEZE 

Internists,  who  along  w’ith  general  practitioners 
see  more  Medicare  patients  than  do  any  other 
physicians,  say  they  are  willing  to  go  along  with 
a Reagan  Administration  proposal  for  a one-year 
freeze  in  Medicare's  allowable  charge  limits  on 
jdiysicians. 
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Ac  kiu)wledging  lliat  ils  position  is  at  odds  with 
that  of  otlicr  medical  organizations,  the  American 
Society  of  Internal  Medicine  told  the  Senate  Fi- 
nance Committee  recently  that  “in  view  of  the 
current  economic  climate,  the  need  to  reduce 
federal  budget  expenditures,  and  the  importance 
of  fairly  and  ecputably  spreading  the  burden  of 
budget  costs,”  its  members  support  a “one-year 
tempcarary  freeze”  in  the  index  governing  in- 
creases in  the  charges  Medicare  allows. 

ASIM  President  Monte  Malach,  M.I).,  a private 
practitioner  in  Brooklyn,  N.  Y.  said  internists  do 
not,  however,  support  a Senate  Budget  Committee 
recommendation  to  freeze  the  index  only  for  those 
physicians  that  do  not  accept  assignment  of  all 
Medicare  claims.  ASIM  also  continues  to  favor 
an  er  entual  repeal  of  the  fee  index. 

1 he  ASIM  testimony  contrasts  .sharply  with  a 
statement  the  American  Medical  Association  suh- 
mitted  earlier  this  spring  to  the  Finance  Commit- 
tee's Health  Srdacommittee. 

‘AVe  believe  it  is  unfair  to  freeze  the  costs  of 
one  sector  of  the  economy  while  not  asking  at- 
torneys, architects  and  other  professionals  to 
accept  a similar  freeze  and  while  allowing  prices 
paid  other  suppliers  to  rise,”  the  statement  said. 
Furthermore,  the  freeze  “could  be  a further  dis- 
incentive to  acceptance  of  Medicare  assignments” 
and  ccaidd  lead  to  increased  costs  to  beneficiaries. 

The  National  Council  of  Senior  Citizens  and 
the  American  Asso(  iation  of  Retired  Persons  have 
also  testified  against  the  freeze  on  Medicare  fee 
levels.  AARP  and  NCSC  representatives  told  the 
Finance  Committee  that  the  freeze  would  merely 
shift  costs  from  the  government  to  beneficiaries. 

AHA  LOOKS  ANEW  AT  HEALTH  PLANNING 

American  Hospital  Association  delegates  will 
be  asked  when  they  meet  in  August  to  take  a 
new  look  at  their  position  on  health  planning 
measures. 

Since  1981,  the  AHA  has  been  calling  for  repeal 
of  federal  health  planning  laws  and  the  institu- 
tion of  voluntary  local  planning.  Late  in  May, 
however,  the  AHA  Board  recommended  revisions 
in  that  position  to  gain  hospitals  a seat  at  the 
bargaining  table  as  the  future  of  health  planning 
is  discussed  in  Congress.  According  to  an  AHA 
staff  member,  the  new  position  is  a “pragmatic” 
recognition  of  political  realities.  Recognizing  that 
the  chances  of  repeal  are  poor,  the  association 
would  argue  instead  for  changes  to  streamline  the 
planning  law. 


I'he  recommendation,  which  now  goes  to 
-AHA’s  Regional  Advisory  Boards  and  then  to  the 
AHA  House  of  Delegates,  calls  for  a federal  health 
planning  role  “limited  to  making  grants  directly 
to  local  communitywide  planning  organizations.” 
It  says  “there  should  be  no  additional  federal  re- 
quirements related  to  functions,  governance  and 
staffing”  of  the  organizations  and  that  their  par- 
ticipation in  certificate-of-need  (CON)  reviews 
should  be  determined  by  the  states.  CON  thresh- 
olds for  review  of  capital  expenditures  should  be 
set  at  $5  million,  it  adds. 

Meanwhile,  efforts  to  amend  and  renew'  the 
health  planning  program  are  continuing  as  a 
group  of  interested  organizations  attempt  to  de- 
sign a compromise  measure  that  can  garner  sup- 
port in  the  Senate. 

The  House  of  Representatives  passed  tw’o 
j)lanning  measures  last  year  and  its  Commerce 
Committee  has  cleared  a bill  sponsored  by  Rep. 
Henry  ^Vhixman  that  w'ould  extend  the  program 
until  October  1,  1986. 

Action  was  stymied  in  the  Senate  last  year, 
however,  when  the  l.abor  and  Human  Resources 
Committee  failed  to  ever  agree  on  a bill  to  take 
the  floor. 

The  new  compromise  attempt  is  focused  on 
gaining  the  endorsement  of  Sen.  Orrin  Hatch 
(R-UT),  who  chairs  the  Labor  panel.  It  reported- 
ly is  loosely  based  on  legislation  the  House 
approved  last  September  and  that  Illinois  Re- 
publican Edw'ard  Madigan  had  offered  in  the 
Commerce  panel. 

That  bill  relaxed  certificate-of-need  require- 
ments in  the  current  law'  more  than  Waxman’s 
measure  does  and  continued  the  program  for  only 
two  years.  Some  of  those  involved  in  the  compro- 
mise attempt  say  they  believe  that  if  the  right 
changes  are  made,  the  Reagan  Administration 
might  curb  its  opposition  to  renewal  of  authority 
for  health  planning. 

DIOXIN  POSITION  DEFENDED 
BEFORE  CONGRESS 

The  American  Medical  Association  reaffirmed 
its  resolution  to  institute  a public  information 
campaign  and  update  its  1981  report  on  dioxin 
in  a June  hearing  of  a House  Science  and  Tech- 
nology Subcommittee. 

However,  the  AMA  backed  off  of  the  extreme 
language  used  in  clauses  that  precede  the  reso- 
lution on  dioxin.  The  clauses  that  describe 
“hysterical  malreporting”  and  “a  witch  hunt”  of 
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dioxin  do  not  (onslitnte  official  AMA  ])olicy, 
AMA  rcjnescniative  John  R.  Bcljan,  M.D.,  told 
the  sidjcoinmiltcc.  Bcljan,  head  of  the  panel  that 
compiled  the  AMA’s  11)81  dioxin  iC|)ort,  said  he 
was  concerned  that  “there  is  a broad  misunder- 
standing of  the  position  of  the  AMA.” 

T here  is  still  not  enough  evidence  to  ])rove 
long-term  health  effects  of  dioxin  on  hnmans, 
other  than  chloracne,  Beljan  said.  Yet,  the  AMA 
does  not  “jxcoh-pooh”  dioxin,  and  believes  there 
is  “a  potential  health  problem,”  he  explained. 

New  literature  on  dioxin  will  be  reviewed  in 
.Vngnst  by  the  .\M.\  Cionncil  on  Scientific  Affairs. 
I'hese  findings  will  be  presented  to  the  .\MA 
Board  of  Trustees  meeting  in  October,  with  con- 
sideration by  the  Honse  of  Delegates  at  its  meeting 
in  December. 

ALPHA  FETOPROTEIN  SCREENING  KITS 
APPROVED 

The  Food  and  Drug  Administration  announced 
plans  to  approve  kits  that  screen  for  spina  bifida, 
renewing  an  old  controversy  with  ethical,  emo- 
tional, and  economic  imjrlications. 

The  alpha  fetoprotein  screening  kit  is  expected 
to  become  available  once  its  labeling  and  patient 
information  brochure  is  also  approved.  The  FDA 
will  require  that  manufacturers  submit  quarterly 
reports  of  post-approval  experience,  and  develoj:) 
patient  and  physician  infenmation  packages.  In 
addition,  the  FDA  will  begin  an  educational 
program  for  physicians  and  patients. 

But  these  modest  requirements  are  a far  cry 
from  the  FDA’s  1980  position,  wdien  it  planned 
to  restrict  the  availability  of  the  test  to  certain 
physicians,  re(|uire  that  manufacturers  monitor 
use  of  the  materials,  and  make  available  specially 
trained  counselors  that  could  explain  to  women 
the  implications  of  test  results. 

Risk  of  spina  bifida  cannot  be  pinpointed  to 
a small,  high-risk  population;  unlike  other  screen- 
ing programs,  the  aljrha  fetaprotein  screening  kits 
are  designed  for  use  in  every  pregnant  woman. 
The  test  is  e.xjx^nsive,  the  total  package  may  cost 
more  than  $-100  and  must  be  performed  within  a 
limited  number  of  weeks.  Moreover,  some  jiersons 
believe  that  widespread  testing  for  birth  defects 
is  the  morally  wrong  thing  to  do,  a few  babies 
with  spina  bifida  have  only  minor  physical  handi- 
caps and  normal  intelligence. 

Opinions  are  divided  within  the  medical  com- 
munity. The  American  Medical  Association  and 
the  .\merican  Academy  of  Family  Physicians 


ojqjoscd  strict  regulations,  while  the  .\mericau 
College  of  Obstctricituis  and  Gynecologists  and 
the  American  Academy  of  Pediatrics  had  sup- 
j)ortcd  them. 

# # # * 

MINUTES  OF  THE  COUNCIL 
OF  THE  ARKANSAS  MEDICAL  SOCIETY 

Fhe  Couiuil  of  the  Arkansas  Medical  Society 
met  at  12:00  noon  on  Sunday,  July  10,  1983,  in 
the  Ctimelot  Inn,  Little  Rock.  Present  were 
Burge,  Crow,  Wilkins,  J.  Roll),  Douglas,  Henry, 
MAber,  Lawson,  Osborne,  Lytle,  P.  Bell,  Hestir, 
Langston,  Sanders,  AA’arren,  Aiinstrong,  Clardy, 
Bracken,  Jouett,  Jones,  Morgan,  Logan,  Pearson, 
Lilly,  Phillips,  Chudy,  ’fVbdlick,  Andrews,  Verser, 
Kutait,  Smith,  Watson,  P.  Kolb,  Milton  Deneke, 
Robert  Benafield,  Stuart  Fitzhugh,  Martin  Eisele, 
Mrs.  Paul  Cornell  representing  the  Auxiliary, 
Ms.  Nancy  Kintzel  representing  the  AMA,  Mr. 
Joe  Pistole  of  Blue  Cross-Blue  Shield,  Mr.  Mitch- 
ell, Mr.  LaMastus,  Miss  Richmond  and  C.  C. 
Long.  Guests  jnesent  for  a portion  of  the  meet- 
ing included  Gilbert  Buchanan,  Mrs.  Orvil  Burks, 
Mr.  Pat  Sims,  and  Sergeant  Bill  Young. 

The  Council  transacted  business  as  follows: 

1.  Chairman  Burge  jrresented  a memorial  reso- 
lution honoring  Elvin  Shuffield,  who  was 
serving  as  secretary  of  the  Society  at  the  time 
of  his  death.  The  resolution  w'as  unanimous- 
ly adopted  by  the  Council  and  a moment  of 
silence  was  obsersed  in  memory  of  Dr. 
Shuffield. 

2.  Llpon  motion  of  AVblkins,  the  Council  voted 
to  recommend  to  the  House  of  Delegates  that 
Dr.  Shuffield  be  named  an  honorary  past 
president  of  the  Arkansas  Medical  Society. 

3.  Upon  motion  of  Langston,  the  Council  ap- 
proved appointment  of  a committee  to  in- 
vestigate establishment  of  an  appropriate 
memorial  to  Dr.  Shuffield  and  make  recom- 
mendations for  consideration  of  the  Council. 

4.  Chairman  Burge  retpiested  nominations  for 
the  office  of  secretary  of  the  Society.  Ray 
Jouett  and  James  "Weber  were  nominated. 
Dr.  Weber  was  elected  to  the  position  by 
secret  ballot. 

5.  The  Council  voted  to  reappoint  Jean  Glad- 
den of  Harrison  to  a four-year  term  on  the 
Board  of  Directors  of  the  Medical  Education 
Foundation  for  Aikansas. 

6.  The  Council  voted  to  recommend  to  the  Gov- 
ernor that  Guy  Farris  be  reappointed  to  the 
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Long  I'cnn  C^are  Fac  ility  .\tlvisory  Board  for 
a ihree-year  term. 

7.  Mr.  Pistole  of  Blue  Cross- Blue  Shield  dis- 
cussed the  experience  rating  for  the  Society’s 
group  plan  and  possible  options  for  changing 
benefits  to  reduce  the  rate  for  participants. 
Upon  motion  of  Lilly,  the  Council  voted  to 
poll  the  plan  jiarticipants  regarding  plan 
options  and  results  of  the  poll  be  reported 
to  the  Council  for  action.  Upon  the  motion 
of  Jones,  the  Council  voted  to  request  that 
the  Insurance  Committee  investigate  other 
avenue->  ol  health  plan  coverage  for  a Society 
group. 

8.  Martin  Eisele,  president  of  the  Medical  Edu- 
cation Foundation  for  Arkansas,  discussed 
the  tax-exempt  status  and  financial  standing 
of  the  Foundation.  Llpon  motion  of  Wilkins, 
the  Council  gave  approval  to  whatever  ac- 
tion the  Board  of  Directors  of  the  Founda- 
tion felt  necessary,  within  reason,  with  re- 
gard to  the  tax-exempt  status  of  the  Founda- 
tion. Chairman  Burge  requested  that  Dr. 
Fisele  report  hack  to  the  Council  on  action 
taken  by  the  Board  of  Directors  of  MFFFA. 

9.  Gilbert  Buchanan  and  Mr.  Orvil  Bulks  dis- 
cussed the  State  Health  Plan  for  the  School 
Health  Curriculum  Project  (Berkeley  Model). 
Upon  motion  of  Wilkins,  the  Council  voted 
its  support  of  the  program. 

10.  Milton  Deneke,  chairman  of  the  Public  Re- 
lations (iommittce,  discussed  a proposeil  film 
on  the  problem  of  driving  while  intoxicated 
to  he  produced  by  the  Arkansas  State  Police. 
Mr.  Sims  and  Sergeant  Young  of  the  State 
Police  discussed  the  project  and  urged  the 
Society  to  become  a sponsor.  The  Council 
voted  to  contribute  $7,860  toward  produc- 
tion of  the  film,  upon  motion  of  Jones. 

11.  Chairman  Burge  presented  the  proposed  job 
description  and  estimate  of  costs  involved  for 
adding  to  the  full-time  staff  of  the  head- 
quarters office  for  public  relations  activities. 
Dr.  Long  discussed  the  job  description  and 
indicated  that  the  position  was  really  for  a 
full-time  fieldman.  Warren  moved  that  the 
Council  forthwith  take  steps  to  institute  the 
program.  WTber  made  a substitute  motion 
to  change  the  job  title  to  “professional  rela- 
tions” rather  than  “public  relations”  and 
listed  areas  of  work  as  (1)  educating  mem- 
bers, (2)  establishing  better  grassroots  rela- 


tionship with  the  membership,  (3)  increasing 
political  activity  on  a local  basis,  and  (4)  in- 
creasing the  membership,  with  the  thrust  of 
the  proposal  being  a profe.ssional  relations 
position,  but  with  the  indi\  idual  working  in 
both  areas.  Both  motions  received  unani- 
mous tipproval  of  the  Council. 

12.  James  "Weber,  chairman  of  the  Committee 
on  Medical  Legislation,  presented  proposed 
“Articles  of  Association  of  AMS  State  Leg- 
islative Committee.”  There  was  discussion 
by  the  Council  and  amendments  to  rvording 
of  Articles  proposed: 

(1)  In  Article  5 delete  reference  to  citizen- 
ship. 

(2)  In  Article  10,  change  to  provide  for  re- 
moval by  majority  vote  of  the  Council 
and  deleting  provision  for  removal  by 
trustees. 

(3)  111  Article  12,  add  jirovision  for  dissolu- 
tion to  he  approved  by  the  House  of 
Delegates. 

In  response  to  a question,  the  ex-officio  mem- 
ber referred  to  in  Article  8 was  interpreted 
to  mean  “non-voting”  member. 

Upon  motion  of  Logan,  the  Council  accepted 
the  Articles  with  amendments  proposed. 

13.  Dr.  Long  discussed  propo,sals  received  re- 
garding the  feasibility  study  on  the  head- 
quarters office.  Llpon  motion  of  Lilly,  the 
Council  voted  to  re(|uest  that  the  executive 
vice  jnesident  continue  to  seek  information 
from  independent  films  on  the  cost  of  such 
a feasibility  study. 

14.  I'he  Council  reviewed  the  schedule  for  future 
meetings  of  the  Arkansas  Medical  Society, 
llpon  motion  of  Phillips,  the  Council  voteil 
to  hold  its  1987  meeting  in  Fayetteville. 

15.  llpon  motion  of  W^ilkins,  the  Council  voted 
to  participate  as  a co-spon,sor  for  a proposed 
mid-south  regional  conference  on  socio- 
economic issues  planned  for  Memphis  in 
September  1984.  The  chairman  was  author- 
ized to  appoint  two  members  to  serve  on 
the  steering  committee  for  the  conference. 

16.  The  chairman  advised  that  he  had  received 
a suggestion  regarding  rescheduling  of  the 
September  meeting  of  the  Council.  Upon 
motion  of  Hestir,  the  Council  voted  to  hold 
its  next  meeting  in  Little  Rock  on  September 
18  th. 

17.  1 he  Council  voted  to  schedule  a meeting  of 
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ihe  CoiuK  il  aiul  to  tentatively  j)l.in  tlie  winter 
ineetitig  for  Snnelay,  October  30. 

18.  kemal  Kntait,  chtiinnati  of  tlie  I’ension 
I rnstees,  reported  on  the  Pensioti  Board’s 
consideration  of  de])ositories  for  the  funds 
of  the  pension  trust.  He  asked  for  approval 
from  the  Conticil  to  make  a commitmetit  to 
^\’orthen  Bank  if  tlie  trustees  could  reach  an 
agreement  with  the  Bank  for  handling  of 
the  funds.  Upon  motion  of  Jotiett,  the 
Council  voted  to  re(|uest  that  the  Board  of 
Trustees  of  the  Pension  Plan  negotiate  with 
the  batik  and  report  back  to  the  Conncil  be- 
fore making  any  commitment. 

19.  Upon  motioti  of  AVarren,  the  Council  ap- 
proved the  following  appointments  by  Chair- 
man Burge  for  an  ad  hoc  committee  to  study 
the  issue  of  informed  consent  legislation: 

I.arry  Ltiwson,  Paragould,  Chairman 
John  Broadwater,  Fort  Smith 
Bill  Tranum,  Little  Rock 
S.  Killeen  DesLauriers,  Little  Rock 
Pat  Phillips,  Fort  Smith 
Robert  H.  Janes,  Fort  Smith 
James  \\'eber,  Jacksonville 

20.  The  Council  approved  appointment  of  Susan 
Baker  of  Little  Rock  to  the  Drug  Utilization 
Review  Committee  for  the  Medicaid  Dnig 
Program  to  replace  Dr.  Shuffielcl. 

21.  At  the  request  of  the  sixth  district  councilors, 
the  Council  deferred  until  the  next  meeting 
action  on  appointment  to  the  professional 
relations  committee  for  the  sixth  district. 

The  meeting  adjourned  at  2:45  p.m. 
APPROVED:  John  P.  Burge,  M.D. 

Chairman 

GROUP  MEDICAL  PLAN 
ANNUAL  OPEN  ENROLLMENT 

The  annual  open  enrollment  in  the  Arkansas 
Medical  Society  group  medical  plan  underwritten 
by  Arkansas  Blue  Cross  and  Blue  Shield  has  been 
extended  through  the  month  of  October.  Appli- 
cations received  by  October  31  will  be  made  ef- 
fective on  the  next  possiltle  effective  date  after 
receipt.  The  next  open  enrollment  will  be  dur- 
ing August  198-1  for  a September  1984  effective 
date. 

Membership  is  available  to  all  physicians  who 
are  members  of  the  Arkansas  Medical  Society. 
Members  are  billed  individually  to  their  home 
or  business  address  by  Blue  Cross  and  Blue  Shield. 


1 here  is  a 12-momh  wailing  period  for  pre- 
existing (ondilions  on  new  memberships.  Exist- 
ing Blue  Cross  and  Blue  Sliiekl  meml)ershi])s  may 
Ite  transferred  with  (ontinuous  coverage  and  lime 
credit  toward  wailing  periods. 

Plan  summary  elfective  Sejnemfjer  1983: 

Benefits:  §500  deductible,  Comprehensive  Ma- 
jor Medical,  Ihdimited  Lifetime  Maximum 
Benefit. 

Calendar  year  deductible:  .S500,  maximum  of 
2 jier  family  per  year. 

Payment  after  deductible:  80%  of  Usual,  Cus- 
tomary, and  Reasonable  charges. 

Stop  Loss:  The  first  §5,000  will  lie  paid  at  80%; 
for  the  rest  of  the  calendar  year  thereafter,  pay- 
ment will  increase  to  100%,  except  for  limitations 
listed  below: 

Limitations:  Psychiatric,  drug,  and  alcoholism, 
50%  payment,  maximum  §4,000  per  year  NOT 
eligible  for  stop  loss  provision.  Ambulance  Serv- 
ice, Maximum  of  §300  per  year.  Speech  4 herapy. 
Maximum  of  §500  per  year.  Nursing  Home  Care, 
Maximum  of  30  days  per  year.  Private  Duty 
Nursing,  Maximum  of  $4,000  per  year. 

Supplemental  Accident  Benefit:  $500. 

Dependent  Students:  Covered  to  age  23. 

Rates:  Individual  Coverage,  $74.90.  Family 
Coverage,  §163.80. 

For  adtlitional  information  or  enrollment  ap- 
plication, contact  the  Medical  Society  office  or 
the  Blue  Cross  and  Blue  Shield  District  Office 
in  Fort  Smith  at  452-5047. 

THE  USE  OF  APPROVED  DRUGS 
FOR  NON-APPROVED  USE 

Don  Phillips,  P.D.,  Director 
Division  of  Fliarniacy  Sennees 
Arkansas  Department  of  Health 

On  August  15,  1972,  the  FD.\  published  in  the 
Federal  Register  certain  proposed  regulations  to 
deal  with  the  situation  of  unapproved  usage  of 
approved  new  drugs.  The  proposals  generated 
some  controversy,  and,  as  of  this  date,  have  not 
been  finalized.  I he  projjosed  regulations  would 
give  the  FDA  eight  possible  options  in  dealing 
with  the  situation.  Ihe  options  ranged  from 
recalling  the  New  Drag  Application  (NDA)  of 
the  involved  drug  to  revising  the  package  insert 
to  add  the  unapproved  use. 

In  order  to  answer  questions  about  the  use  of 
approved  drugs  for  non-approved  use,  there  neetls 
to  be  an  understanding  of  the  terminology  in- 
volved. 
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Defining  the  terminology.  “Approved  Drug” 
may  be  defined  as:  (1)  a “new  drug”  for  which 
a NDA  (New  Drug  Application)  has  been  ap- 
jiroved  by  the  FDA  and  is  still  in  force,  or  (2)  a 
drug  in  use  prior  to  the  effective  date  of  the  1938 
Food  and  Drug  Act  — hence,  not  subject  to  the 
NDA  requirement  as  long  as  the  drug  is  used  in 
accordance  with  labeling  and  existing  usage 
guidelines  established  in  1938. 

“Non-approved  Drug”  may  be  defined  as  either 
(1)  a drug  banned  from  commerce  because  of  its 
hazards  or  because  it  is  ineffective,  or  (2)  a chem- 
ical or  substance  not  previously  used  in  man  for 
treatment  of  disease. 

“Use”  as  used  in  reference  to  approved  drug  in 
our  discussion  here  is  to  mean  the  prescribing  or 
administering  of  the  drug  and  to  include  the 
dosage,  route  of  administration,  therapeutic  in- 
dications, precautions,  warnings,  and  contraindi- 
cations. 

therefore,  to  medically  use  an  approved  ilrug 
for  an  approved  use  is  to  lawfully  prescribe  or 
administer  the  drug  and  to  do  so  within  the 
limits  of  the  dosage,  administration  directions, 
therapeutic  indications,  precautions,  warnings, 
and  contraindications  as  found  in  the  most  cur- 
rent FDA  approved  package  insert  or  labeling 
thereof;  or,  as  in  the  case  of  certain  common 
drugs  — in  addition  to  the  jiackage  insert  and 
labeling— the  usage  described  in  accepted  or 
standard  medical  drug  compendiums  or  pharma- 
cology references.  Conversely,  to  use  an  approved 
drug  for  an  unapproxed  use  is  to  prescribe  or  ad- 
minister the  drug  outside  the  limits  of  the  pack- 
age insert,  lalieling,  and  usage  as  described  in  the 
accepted  or  standard  medical  drug  compendiums 
or  pharmacology  references. 

Caution:  Articles  in  medical  journals  may  or 
may  not  be  a reference  source  of  “approved  usage.” 
Often  such  articles  deal  xvith  an  unapproved  use 
by  a physician  who  is  e.xperimenting  with  the 
drug  having  received  an  Investigational  New 
Drug  Application  (INDA)  approval  by  the  FDA. 
Any  physician  wishing  to  do  the  same  should 
apply  for  investigator  status  under  the  affected 
IND  xvith  the  Federal  Food  and  Drug  Administra- 
tion. 

Although  the  federal  law  does  not  require  the 
physician  to  file  an  IND  plan  before  prescribing 
or  administering  an  approved  drug  for  unap- 
proved uses,  it  is  in  the  best  interest  of  the  phy- 
sician and  the  patient  that  this  be  done.  Cases 


will  have  to  be  judged  on  their  oxvn  merit.  Use 
of  the  INDA  and  informed  consent  is  an  alterna- 
tive that  helps  to  protect  exeryone. 

Reference  .Soerces: 

1.  (Pharmacy  Law  Digest,  Harwal  Publishing 
Co.  Media,  Pennsylvania,  1983.) 

2.  (CFR-21,  FDA,  1982.) 

SEMINAR  SPONSORED  BY 

COMMITTEE  ON  MEDICINE  AND  RELIGION 

The  Arkansas  Medical  Society  Committee  on 
Medicine  and  Religion  is  sponsoring  a seminar 
on  Religion  and  Ethics  October  15.  The  seminar 
xvill  be  held  in  the  Education  II  Building  on 
the  University  of  Arkansas  for  Medical  Sciences 
Campus  in  Little  Rock. 

A program  on  “Religion  and  Ethics  on  Hospice” 
xvill  feature  David  Smith,  Ph.D.,  Department  of 
Religious  Studies  at  Indiana  University. 

There  xvill  be  leaders  for  discussion  on  Pain 
and  Symptom  Management;  Companionship; 
Support  and  Bereax'ement;  Suicide  and  Eutha- 
nasia; Problems  with  “No  Codes”;  and  Reim- 
bursement and  Economics. 

Dr.  Mhalter  O’Neal  of  lattle  Rock  is  chairman 
of  the  committee.  For  further  infornration,  he 
may  be  contacted  at  9601  Interstate  630,  Little 
Rock  72205;  phone  227-2672. 

AUXILIARY  PROJECTS  FOR  AMA-ERF 

The  Arkansas  Medical  Society  Auxiliary  is 
xvorking  on  txvo  projects  to  raise  money  for  the 
AMA-ERF; 

Sharing  Card 

IT’S  AIAVAYS  NICE  TO  BE  REMEMBERED! 

The  Sharing  Card  is  an  excellent  xvay  to  re- 
member your  felloxv  physicians.  The  Sharing 
Card  is  a Christmas  card  that  is  sent  to  each  Ar- 
kansas Medical  Society  member.  It  includes  the 
list  of  all  physicians  that  have  contributed  to 
AMA-ERE. 

I xvould  like  to  inxdte  all  physicians  and  their 
families  to  hax'e  their  names  included  in  this  xery 
special  ex'ent. 

Your  entire  donation  of  $25  per  family  or  $50 
per  corporation  is  TAX  DEDUCTIBLE.  The 
deadline  for  donations  is  November  23,  1983,  so 
avoid  the  rush  and  mail  your  check  today.  Mail 
to; 

Laine  Sims  Teeter 
AMA-ERF  State  Chairman 
Post  Office  Box  525 
Russellville,  Arkansas  72801 
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RciiK'inlK'r,  youi  donation  aids  pliysicians  who 
will  l)c  taking  care  ol  ns  in  the  Intine. 

Win  A 1984  280ZX  Datsun 

\'on  could  win  this  1984  280ZX  Datsnn  with 
all  new  styling,  1 -top,  and  leather  interior. 

rickets  are  available  Irom  yotir  local  .\rkansas 
Medical  Society  Auxiliary  or  Laine  Sims  Teeter, 
AMA-ERF  State  Clhairman,  Post  Ollice  Box  525, 
Rnsselhille  72801;  telephone  501-908-2941.  'The 
SIO  donation  ]3er  ticket  will  be  (ontribnted  to 
Arkansas  Medical  Education  and  Research.  4 his 
donation  is  tax  deductible,  so  do  NOT  delay, 
buy  several  tickets  today! 


.Vrkansas'  goal  is  to  raise  .'jSO.OOO  lor  onr  Med- 
ical School.  So  please  be  generous  with  yonr 
dollars  and  take  this  opportunity  to  lend  ns  a 
hand.  Oo  to  yonr  checkbook  and  write  yonr  con- 
tribution today  to  .\MA-ERE. 

1 know  yon  will  win,  because  yon  cannert  lose 
by  heljjing  a student.  Dcm’t  forget,  yon  were  a 
student  once,  too. 

Drawing  will  be  held  December  5,  1983. 

Deadline  lor  purchasing  tickets  is  4 hank,sgiv- 
ing. 

Car  is  from  Hagan  Mertor  Company,  Inc., 
Rnssellville. 
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Category  1 

Continuing  Medicai  Education 
Programs  Avaiiable  in 
Arkansas 


MECHANICAL  VENTILATOR  MANAGEMENT 

Presented  by  Roger  C.  Bone,  AED.,  E.A.C.P., 
Chief  of  Pulmonary  Division,  EJAMS,  October 
IS,  7:00  p.m..  Education  Building,  Baxter  Gen- 
eral Hospital,  Mountain  Home.  Two  hours 
Category  I credit.  No  registration  fee. 

PSYCHIATRY  UPDATE: 

STEP  PARENTING  WORKSHOP 

Presented  by  Payton  Kolb,  M.D.,  and  S. 
Otho  Hestely,  Ph.D.,  October  14-16,  9:00  a.m.- 
12:00  U0071,  Arlington  Hotel,  Hot  SjJiings.  Spon- 
sored by  ETAMS.  Six  hours  Category  I credit. 
Registration  fee  .875. 


and  Euthanasia,  Problems  with  “No  Codes”,  Re- 
imbursement and  Economics.  Seven  hours  Cate- 
gory I credit.  Registration  fee  $5. 

SECOND  ANNUAL  EMERGENCY  CARE 
SEMINAR 

October  14-15,  Arkansas  Children’s  Hosjn'tal. 

RADIOLOGY:  RETROPERITONEUM 

Presented  by  E.  J.  E'erris,  Af.D.,  October  29,  1:00 
p.m.  to  5:00  p.m.  and  October  30,  8:00  a.m.  to 
12:00  7ioon,  Excelsior  Hotel.  Sponsored  by 
El  AMS.  Seven  hours  Category  I credit.  Registra- 
tion fee  ,880. 


MEDICINE  AND  RELIGION  CONFERENCE 

Presented  by  Fred  O.  Henker,  AED.,  ELAAIS, 
and  David  Smith,  Ph.D.,  Department  of  Religious 
Studies,  Indiana  Elniversity,  October  15,  S:00  a.77i.- 
5:00  p.777.,  ETAAIS  lulucation  II  Binlding.  4’opics 
include:  Pain  and  Symptom  Alanagement,  Com- 
panionship, Support  and  Bereavement,  Suicide 


EMERGENCY  MEDICINE  UPDATE 

Presented  by  Alarvin  Leibovich,  AI.D.,  Nover77- 
ber  17,  7:15  a.777.  to  5:30  p.  777  . and  Novc777bcr  IS, 
S:00  a. 771.  to  5 :30  p.777.,  Shuffield  Auditorium,  Baj)- 
tist  Aledical  Center.  Seventeen  hotirs  Category  I 
credit.  Fee;  physicians  $150;  nurses,  paramedics 
and  other  health  related  personnel  $50. 


RECURRING  EDUCATION  PROGRAMS 

Unless  othenvise  indicated,  programs  are  for  one  to  two  lionrs  Category  I tredit. 

EL  DORADO  — AHEC- SOUTH  ARKANSAS 

Surgical  Co7ifere)ice,  first,  second  and  third  Monday,  12:45  p.m.  to  U.K)  ]).m.,  .XHKC -.South  ,\rkansas. 

Pathology  Conference,  second  Tuesday,  12:30  p.m.  to  1:30  p.m.,  .MIFC-Sonih  .Vrkansas. 

Colposcopy-Pap  Smear  Clinic,  fourth  Tuesday,  12:00  noon  to  1:00  p.m..  HF.C  - South  .Arkansas. 

•As  organizations  accredited  for  continuing  medical  education  by  the  Liaison  Committee  on  Continuing  Medical  Education,  the  organizations 
named  certify  that  these  continuing  medical  education  activities  meet  the  criteria  for  the  credit  hours  specified  in  Category  I of  the  Physician’s 
Retognition  .Award  of  the  .American  Medical  .Association. 
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Internal  Medicine  Conference,  first,  second,  and  fourth  ^Vednesday,  12:45  p.ni.  to  1:30  p.m.,  AHEC -South  Arkansas. 

Chest  Conference,  third  ^V’ednesday,  12:30  p.in.  to  1:30  p.in.,  Warner  Brown  Hospital. 

Obstetrics-Gynecology  Conference,  second  and  fourth  Thursday,  12:45  p.in.  to  1:30  p.m.,  AHEC -South  Arkansas. 
Behavioral  Sciences  Conferences,  first  and  fourth  Eridav,  12:45  p.m.  to  1:30  p.m.,  .\HEC-South  Arkansas. 

Pediatric  Conference,  second  and  third  Eriday.  12:30  p.m.  to  1:30  p.m.,  (second  Eriday,  ^Varner  Brown  Hospital,  third  Eriday, 
Union  Medical  Center). 

FAYETTEVILLE  — AHEC- NW 

Medicine  Teaching  Conference,  each  Saturday,  7:30  a.m.  to  8:30  a.m.,  Washington  Regional  Medical  Center. 

FAYETTEVILLE  — VA  MEDICAL  CENTER 

Pathology  Conference,  third  Thursday,  3:00  p.m..  Conference  Room. 

Radiology  Conference,  first  and  third  Ehursday.  1:00  p.m..  Conference  Room. 

Mortality  Conference,  second  4 htirsday,  3:00  p.m.,  Conference  Room. 

Peer  Exchange,  October:  “Endocrinology”,  Peter  O.  Kohler,  M.D. 

Noreinber:  “Cardiology”,  Joseph  Eranciosa,  M.D. 

JONESBORO  — AHEC -NORTHEAST 

Interesting  Case  Conference,  .second  and  fourth  l uesday,  12:00  noon,  St.  Bernard  s Dietary  Conference  Room. 

Methodist  Hospital  of  Jonesboro  CME  Staff  Conference,  second  Tuesday,  7:30  p.m.,  Methodist  Hospital  of  Jonesboro 
Cafeteria. 

Monthly  Medical  Lecture  Series,  third  Tuesday,  7:30  p.m.,  rotates  each  month  bettveen  ^Valnut  Ridge  and  Pocahontas. 
Monthly  Perinatal  Conference,  second  Wedne.sday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room. 

Tumor  Conference,  fourtli  ^Vednesday,  12:00  noon.  St.  Bernard’s  Dietary  Conference  Room. 

Continuing  Medical  Lecture  Series,  each  Eriday,  12:00  noon,  #1  Stroud  Hall,  St.  Bernard’s  .\nnex  Building. 

Chest  Conference,  third  Eriday,  12:00  noon.  St.  Bernard’s  Dietary  Conference  Room. 

Arkansas  Methodist  Hospital  CME  Conference,  last  Eriday,  7:00  a.m.,  AMH,  Paragould. 

LITTLE  ROCK  — ARKANSAS  CHILDREN’S  HOSPITAL 

Pediatric  Radiology j Genetics  Conference,  each  Monday,  12:00  noon.  Burn  Conference  Room. 

Pediatric  Grand  Rounds,  each  Tuesday,  8:00  a.m.,  Physicians’  Conference  Room. 

Primary  Care  Seminar,  each  'Wednesday,  8:15  a.m..  Physicians’  Conference  Room. 

Respiratory  Care  Case  Conference,  ea.ch  'Wednesday,  1:00  p.m.,  Pollv  R.  'Ehomas  Dining  Room. 

Infectious  Disease  Conference,  second  Wednesday,  12:00  noon.  Physicians’  Conference  Room. 

Problem  Case  Conference,  each  Thursday,  12:00  noon.  Physicians’  Conference  Room. 

LITTLE  ROCK  — BAPTIST  MEDICAL  CENTER 

Pulmonary  Conference,  each  Tuesday,  12:00  noon  to  1:00  p.m,.  .Auditorium. 

Emergency  Medicine  Conference,  first  'Wednesday,  12:30  p.m.  to  1:30  p.m..  Conference  Room  #1. 

Case  of  the  Month,  second  and  fourth  Wednesday,  12:00  noon  to  1:00  p.m..  Conference  Room  #1. 

General  Internal  Medicine  Conference,  third  Wednesday,  12:00  noon  to  1:00  p.m..  Conference  Room  #1. 

Renal  Conference,  fiftli  or  last  Wednesday  each  tnonth,  12:00  noon  to  1:00  p.m.,  Conference  Room  #1.  (When  there  are 
four  ^Vcdncsdays  in  the  month,  conference  will  be  on  fourth  ^Vednesday  and  there  trill  only  he  one  Case  of  the  Month 
Conference.) 

Morbidity  and  Mortality  Conference,  first  Thursday,  8:00  a.m.  to  9:00  a.m..  Conference  Room  #1. 

Surgery  Conference,  second,  third,  fourth  and  fifth  l iiursday,  8:00  a.m.  to  9:00  a.m..  Conference  Room  #1. 

Anesthesiology  Conference,  third  Thursday,  7:00  a.m.  to  8:00  a.m..  Conference  Room  #2. 

Cardiology  Conference,  fourth  Thur.sday,  7:00  a.m.  to  8:00  a.m..  Conference  Room  #1. 

Cardiopulmonary  Resuscitation  Course,  fourth  4 hursday,  7:00  p.m.  to  1:00  a.m.,  .Shuffield  .Auditorium.  Six  hours  Category 
I credit.  (Pre-registration  with  Department  of  Medical  Education  recpiired,  phone  227-2672.) 

LITTLE  ROCK  — ST.  VINCENT  INFIRMARY 

Interhospital  GI  Problems  Conference,  first  Monday.  6:00  p.m.  to  7:30  p.m..  Room  E-155,  Education  ^V’ing. 

Pediatric  Conference,  first  Tuesday,  12:30  p.m.  to  1:30  p.m..  Room  E159,  Education  Wing. 

Interhospital  Ecology  Grand  Rounds,  first  Euesday,  5:30  p.m.  to  6:30  p.m..  Room  E159,  Education  Wing. 

Gynecology  Conference,  .second  I uesday,  5:30  p.m.  to  6:30  p.m..  Radiology  Classroom  8-1025. 

Neuropathology  Conference,  third  4'uesday,  5:30  p.m.  to  6:30  p.m..  Room  S-1 169,  Laboratory. 

Peripheral  Cascular  Disease  Conference,  third  I uesday.  6:00  p.m.  to  7:00  p.m..  Room  E-159,  Education  4'’ing. 

Pulmonary  Conference,  first  and  third  4 hursday,  12:00  noon  to  1:00  p.m..  Room  E159,  Education  Wing. 
Hematology-Oncology  Conference,  second  Thursday,  12:00  noon  to  1:00  p.m..  Room  8-1169,  Laboratory. 

Cardiology  Conference,  fourth  Thur.sday,  12:00  noon  to  1:00  p.m..  Room  E-155,  Education  Wing. 

LITTLE  ROCK — UNIVERSITY  OF  ARKANSAS  FOR  MEDICAL  SCIENCES 

Psychiatry  Grcnid  Rounds,  each  .Monday,  12:00  noon  to  LOO  p.m..  Child  Study  Center  Auditorium. 
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TWO  NEW  PHYSICIANS  WITH  CLINIC 

Dr.  .Mail  1,.  Barnes,  formerly  of  Shrevejiorl, 
Louisiana,  has  opened  an  office  for  the  practice 
of  Internal  Medicine  in  the  Buffalo  Island  Med- 
ical Associates  Building  in  Manila. 

Dr.  Robert  \\’.  Long,  formerly  of  Illinois,  has 
joined  the  Bullalo  Island  Medical  Clinic  in  Car- 
away as  a consultant  to  the  hospital’s  laboratory. 

HOLT  KROCK  CLINIC  ASSOCIATES 

The  Molt  Krock  Clinic  in  Fort  Smith  has  an- 
nounc'ed  the  association  of  two  new  jdiysicians. 
Dr.  Robert  A.  Robertson  has  joined  the  Anes- 
thesiology Department  and  Dr.  D.  Bart  Sills  is 
in  Family  Practice  at  Alma  and  Mountainliurg. 

DR.  WEBER  OPENS  OFFICE 

Dr.  Patrick  L.  ^Veber  has  opened  The  Family 
Clinic  at  26th  and  Pine  Streets  in  Arkadelphia. 

DR.  BRACKEN  ELECTED 

Dr.  Ronald  Bracken  is  the  1983-81  president 
of  the  Plot  Springs  Rotary  Club. 

DR.  BOLLEN  BEGINS  PRACTICE 

Dr.  Ray  Bollen.  an  Internist,  has  joined  Dr. 
Bruce  Burton  at  the  Hot  Spring  County  Memorial 
Hospital  Professional  Building  in  Malvern. 

DR.  MURPHY  SPEAKS 

Dr.  Ken  Murjjhy  of  .Malvern  spoke  to  the 
Rotary  Club  on  breast  cancer. 

SPRINGDALE  GAINS  PHYSICIANS 

Dr.  joel  Carver,  a native  of  Mena,  has  joined 
Drs.  Ciharles  Inlow  and  James  .\.  S.  Haisten  at  the 
Northwest  Arkansas  Cardiology  Clinic. 

Dr.  George  Ayclelott  has  joined  the  Springdale 
.Memorial  Hospital  staff  lor  the  practice  of  Nu- 
clear Medicine. 

DR.  McCRARY  APPOINTED 

Dr.  Robert  1.  McCrary,  Sr.,  erf  Hot  Sjn  ings  has 
been  appointed  to  the  Board  of  Trustees  of  St. 
Joseph's  Regional  Health  Center. 

DRS.  THOMAS  AND  HILL  MOVE 

Drs.  Bill  R.  Lhomas  and  Edward  B.  Hill  have 
opened  their  new  office  in  the  Benton  Medical 
and  Professional  Center  located  at  North  Main 
and  McNeil  Streets. 

DR.  FRIGON  LOCATES 

Dr.  Jacc|uelyn  Sue  Frigon,  a Neurologist,  has 
opened  an  office  at  1726  Doctor’s  Drive  in  Pine 
Bluff. 


DR.  BRUCE  HONORED 

Dr.  I homas  A.  Bruce  of  Little  Rock  received 
the  “(Outstanding  Alumnus  .\ward’’  at  the  15th 
.\nnual  Caduceus  Cilub  Alumni  Weekend. 

DR.  WILLIAMS  IN  PARAGOULD 

Dr.  Dwight  Williams,  a native  of  Paragonld, 
has  joined  the  Paragonld  .Medical  Centre  for  the 
practice  of  Family  Medicine. 

DR.  SALTZMAN  SPEAKS 

Dr.  Ben  Salt/man  ol  Little  Rock  sjioke  to  the 
Dallas  County  Health  .\chisory  Committee  on 
public  health  needs  and  education. 

DR.  TITUS  LOCATES 

Dr.  Janet  L.  I'itus,  a Family  Physician,  has 
opened  an  office  in  W'inslow. 

DR.  TURNER  APPOINTED 

Dr.  William  1 inner  of  Fort  Smith  has  been 
named  medical  director  ol  the  Cancer  I leatment 
Center  at  Sparks  Regional  Medical  Center. 

DR.  GABEL  LOCATES 

Dr.  Pamela  Gabel,  a Pediatrician,  has  joined 
the  De(.)ueen  Clinic. 

DR.  BULL  RETIRES 

Dr.  L.  J.  Bull  ol  Plaiiniew  has  retired  from 
medical  prac  tice. 

DR.  BROWN  ELECTED 

Dr.  ().  1).  Brown  has  been  elected  to  the  Board 
of  Directors  of  DeQueen  (feneral  Hospital. 

DR.  PIERCE  LOCATES 

Dr.  Frent  Pierce,  a Family  Physic  ian,  has  begun 
practice  in  ^VTst  Memphis. 

DR.  MALONE  OPENS  CLINIC 

Dr.  Ci.  F.  Malone  has  opened  his  new  clinic 
located  at  Highway  61  and  .\venuc  Two  N.F.  in 
Atkins. 

Dr.  Jell  M.  .Auclibert,  lormcriy  of  .Maine,  has 
joined  Dr,  Malone. 

DR.  BUSH  LOCATES 

Dr.  Martha  Bush  has  joined  Drs.  Harry  Har- 
mon, Barry  .Mien  and  Richard  Knight  at  the 
Sjrringclale  Pediatric  Clinic. 

DR.  MEREDITH  ELECTED  CHIEF 

Dr.  James  Meredith,  Jr.,  of  Forrest  City  has 
been  elected  chief  of  staff  at  the  Baptist  Me- 
morial Hospital.  Other  otlicers  are  Drs.  .Sam 
McCfuire  as  secretary,  Charles  L.  Barker  as  chief 
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of  Obstetric  s,  Donald  Scibel  as  chief  of  Emergency 
Room,  Harold  N.  Cogbiirn  as  chief  of  ,Afedicine 
and  Edward  Efammons  as  chief  of  Surgery. 

DR.  ELLIOTT  NAMED  FELLOW 

Dr.  Robert  E.  Elliott  of  Searcy  is  to  be  installed 
as  a Eellow  of  the  American  College  of  Radiology 
during  its  annual  meeting  in  Denver  on  Septem- 
ber 27. 

DR.  DELAMORE  AS  JUDGE 

Dr.  john  Delamore  of  Eordyce  served  as  a judge 
of  the  State  Catfish  Cooking  Contest  held  at  Jack- 
sonport  State  Park  recently. 

DR.  REDDY  LOCATES 

Dr.  Prabhakara  Reddy,  an  Oncologist,  has  be- 
gun practice  in  Elot  Sjnings.  His  office  is  located 
in  Suite  803  of  the  Central  Towers  Btdlding, 

DR.  LYONS 

Dr.  Lewis  Lyons  is  now  practicing  Eamily  Med- 


icine in  the  Buffalo  Island  Medical  Associates 
Building  in  Leachville. 

DR.  ALSTON 

Dr.  Phillip  R.  Alston  has  joined  Dr.  Stephen 
Marks  for  the  practice  of  Obstetrics  and  Gyne- 
cology at  2000  Fendley  Drive  in  North  Little 
Rock. 

DR.  BALLETTI  LOCATES 

Dr.  Albert  A.  Balletti  is  now  prat  ticing  Family 
Medicine  in  Hot  Springs. 

DR.  DICKSON  SPEAKS 

Dr.  Glenn  Dickson  of  [onesboro  was  a member 
of  the  faculty  for  a Sports  Medicine  seminar  re- 
cently sponsoreil  by  St.  Bernard’s  Regional  Med- 
ical Center. 

DR.  CUPP  IN  HOT  SPRINGS 

Dr.  Cecil  W.  Cupp,  III,  has  joined  the  Hot 
Springs  Radiology  Services  at  911  AVAst  Grand. 


O 

OBITUARY 

DR.  THOMAS  E.  BURROW 

Dr.  Burrow  of  Hot  Springs  died  July  13,  1983. 
He  was  born  March  3,  1920,  in  Little  Rock. 

Dr.  Burrow  received  his  pre-med  education  at 
the  Lhiiversity  of  .\rkansas  and  Elendrix  College. 
He  was  graduated  from  the  University  of  Arkan- 
sas College  of  Medicine  in  1944.  From  1943  to 
1946,  he  was  a member  of  the  LTnited  States  Naval 
Reserve. 

Dr.  Burrow  practiced  briefly  in  Searcy  before 
moving  to  Carlisle  in  1947  where  he  practiced 
until  1949.  From  1919  to  1955,  Dr.  Burrow  served 
with  the  LTnited  States  Navy.  He  was  a veteran 
of  ^VMrld  War  II  and  the  Korean  "War. 

He  practiced  in  Little  Rock  for  three  years. 
During  that  time.  Dr.  Burrow  also  served  as  a 
clinical  instructor  of  LIrology  at  the  College  of 
Medicine  and  as  a mendier  of  the  medical  staffs 
for  St.  "Vincent  Infirmary,  Arkansas  Baptist  Hos- 
pital and  Arkansas  Children’s  Hospital.  Dr.  Bur- 
row began  practice  in  Hot  Springs  in  1958  and 
continued  his  practice  there  until  his  death. 

Dr.  Burrow  is  survived  by  his  wife,  Louise,  two 


sons,  four  daughters,  and  a brother.  Dr.  W.  Hollis 
Burrow. 

DR.  MERL  T.  CROW 

Dr.  Crow  of  Warren  died  August  1,  1983.  He 
was  born  May  29,  1912,  in  Ingalls. 

He  was  a graduate  of  the  LTniversity  of  Arkan- 
sas and  received  his  metlical  degree  from  the  Uni- 
versity of  Arkansas  College  of  Medicine  in  1938. 
Dr.  Crow  served  his  internship  and  residency  at 
Shreveport  Charity  Hospital. 

Dr.  Crow  was  a veteran  of  4\’orld  \Var  II.  He 
moved  to  \Vhu'ren  iti  1945  and  practiced  there  for 
forty  years.  Dr.  Crow  had  served  as  a president 
of  the  Bradley  County  Medical  Society,  a mem- 
ber of  the  Board  of  Directors  of  the  First  State 
Bank  of  Warren,  and  a mendjer  of  the  Warren 
City  Council. 

He  is  survived  by  his  wife.  Sue,  two  sons  and 
two  daughters. 

DR.  S.  WRIGHT  HAWKINS 

Dr.  Hawkins  died  July  15,  1983.  He  was  born 
November  13,  1913,  in  Fort  Smith.  He  practiced 
in  Fort  Smith  from  1946  until  his  retirement  from 
practice  in  1982. 

Dr.  Hawkins  received  his  pre-med  education 
from  the  Fort  Smith  Junior  College  and  the  Uni- 
versity of  Arkansas.  He  was  gradtiated  from  the 
LTniversity  of  Arkansas  College  of  Medicine  in 
1937.  His  internship  and  surgical  training  were 
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ill  IMiil.ulclphia,  I’ennsylvaiiia,  aiul  at  the  l.eahey 
Cilinic  in  Boston.  Bioin  1937  to  1911,  Dr.  llawkins 
|)ra(  tired  in  Arlington,  Pennsylvania.  He  rvas  as- 
sist.int  chief  of  surgical  .services  at  the  31,5th  Sta- 
tion Army  Hospital  in  England  during  World 
A\'ai  II.  Froiii  1915  to  194(),  Dr.  llawkins  prac- 
ticed in  Boston,  Massachnsetts. 

Dr.  Hawkins  joinccl  the  staff  of  Hooper  Clinic 
in  Fort  Smith  in  19 Ih.  He  was  a member  of  the 
surgical  staffs  of  St.  Edward  Mercy  Medical  Cen- 
ter and  Sparks  Regional  Medical  Center.  He 
had  served  as  chief  of  surgery  at  St.  Edward,  as 
president  of  the  Sebastian  Comity  Medical  So- 
ciety and  as  a lirst  vice  president  of  the  Arkansas 
Medical  .Society.  He  had  served  on  the  Board  of 
Stewards  of  the  First  United  Methodist  Church, 
the  Fort  Smith  Public  School  Board,  the  Board 
of  Directors  at  Sparks  and  the  Board  of  Advisors 
at  St.  Edward,  and  was  a member  of  the  Fort 
Smith  Rotary  Club. 

Dr.  Hawkins  is  survived  by  his  wife,  Jayne,  one 
daughter  and  two  sons. 

DR.  G.  ALLEN  ROBINSON 

Dr.  Robinson  died  July  17,  1983.  He  was  born 
.\ugust  15,  1895,  in  Western  Grove. 

He  had  taught  school  in  Newton  and  Boone 
Counties.  Dr.  Robinson  received  his  jire-med  edu- 
cation at  Valparaiso  University  in  Indiana  and 
the  ITniversity  of  Arkansas. 

During  World  'War  I,  he  trained  at  Camp  I’ike, 
Arkansas,  and  treated  soldiers  at  a Tennessee 
Army  Camp. 

Dr.  Robinson  ivas  graduated  from  the  Vander- 
bilt University  Medical  .School  at  Nashville,  Ten- 
nessee, in  1919,  and  was  elected  to  the  Omega 
Alpha  Honor  Medical  Society.  His  internship 
and  residency  training  were  with  the  New  York 
Post  Graduate  Medical  School,  specializing  in 
uses  of  radium  and  x-ray  treatment  of  cancer  and 
allied  diseases. 

In  1925,  he  began  private  prac  tice  in  New  York 
City  specializing  in  Radiation  I'herapy.  He  be- 


came associated  with  St.  Vincent’s  Hospital  in 
New  \'oik  City  in  1929. 

Dr.  Robinson  was  a Navy  Commander  dining 
World  \Var  II.  He  directed  radiation  therajjy 
for  sailors  sent  to  San  Diego  witli  various  lot  ins 
of  cancer.  After  the  war,  he  returned  to  New 
5'c)rk  City  and  resumed  his  practice. 

In  1919,  Dr.  Robinson  purchased  a farm  in 
,\rkansas  and  commuted  to  and  from  New  Yoik 
until  1952.  After  graduating  from  Rutgers  I'ni- 
versity  College  of  Agriculture  in  1952,  he  moved 
to  Arkansas.  Dr.  Robinson  combined  farming 
and  the  |Mactice  of  medicine  in  Harrison.  I'hat 
same  year.  Dr.  Robinson  was  honored  by  the 
citizens  of  ’\Wstern  Grove  who  named  a bridge 
for  him;  the  bridge  had  been  built  at  the  site  of 
his  birth. 

Dr.  Robinson  had  .served  as  an  Assistant  Pro- 
fesscjr  of  Radiology  at  the  FTniversity  of  Arkansas 
College  of  Medicine,  as  Directerr  of  the  North- 
west Arkansas  Tumor  Clinic  and  as  Chief  of  .Stall 
at  the  Boone  County  Hospital. 

He  had  served  for  twenty-five  years  as  a mem- 
ber of  the  board  of  governors  of  the  local  soil 
conservation  gronji  and  was  district  president  of 
the  Arkansas  A.ssociation  of  Soil  and  \Yater  Con- 
servationist Districts  for  1961  and  1962. 

Dr.  Robinson  was  a life  member  of  the  Arkan- 
sas Medical  Societv,  the  .\merican  Medical  As- 

z 

sociation  and  the  New  York  Academy  of  Med- 
icine. He  was  a member  of  the  Fifty  Year  Club 
of  the  Arkansas  Medical  Society  and  had  served 
as  secretary  and  president  of  the  Cilub.  He  was  a 
Diplomate  of  the  American  Board  of  Radiologs  . 

In  1967,  he  fonnded  the  Robinson  Farm  Mu- 
seum and  Heritage  Center  which  includes  an  ex- 
tensive display  of  medical  and  dental  ecpiipment. 
Scrnie  of  the  ecpiipment  svas  used  in  the  clays  of 
the  covered  wagon. 

Dr.  Robinson  was  a member  of  the  Arkansas 
Museum  Association,  the  Masonic  Lodge  and 
Rotary  International. 

He  is  survived  by  his  svife,  Loretta. 
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DR.  ROBERT  W.  KLEINHENZ 

Dr.  Kleinheii/  lias  joineil  the  Garland  County 
Medical  Society.  He  was  born  in  Louisville, 
Kentucky. 

Me  was  graduated  from  Georgetowm  College, 
Kentucky,  in  1970.  Dr.  Kleinhenz  received  his 
medical  degree  from  the  University  of  Louisville 
S(  liool  of  .Medic  ine  in  1974.  His  internship  was 
with  the  Ihiiversity  of  Alabama  Affiliated  Hos- 
pitals in  Birmingham:  his  residency  training  was 
with  the  khiiversity  of  Louisville  .Affiliated  Hos- 
jjitals.  Dr.  Kleinhenz  was  the  recipient  of  the 
Otto  E.  .\ufranc  Fellowships  at  New  England 
Baptist  Hospital  and  Tufts  LJniversity  School  ol 
Medicine  in  Boston,  Massachusetts.  Wdiile  in 
Boston,  he  was  also  a clinic  al  instructor  at  Tufts. 

Dr.  Kleinhenz  was  in  jtrivate  ]:)ractice  in  Eliza 
itethtown,  Kentucky,  from  1980  to  1982. 

He  specializes  in  Orthojraedic  Surgery.  His 
ollice  is  located  in  the  .Arbor  Street  Clinic  at  144 
.Vrhor  Street,  Hot  Springs. 


DR.  DENNIS  W.  LUTER 

Dr.  Enter,  a new  member  of  the  Independence 
(iounty  Medical  Society,  was  born  in  Poplar  Bluff, 
Missouri. 

Dr.  Enter  received  his  pre-med  education  ai 
Arkansas  State  University.  He  is  a 1!)77  graduate 
of  the  Ehiicersity  ol  .Vrkansas  College  of  Medi 
cine.  After  serving  an  Integrated  Medical  Resi 
deucy  with  the  Ihiiversity  of  Hawaii  School  ol 
Pultlic  Health,  he  retiu  tied  to  .Arkansas  for  Ortho 
I'aedic  Surgery  training  at  the  Ihiiversity  Hospital 

Dr.  Enter  began  practicing  Orthopaedic  Sur- 
gery in  Batesville  in  1982.  His  office  is  in  the 
■Medical  Park  Office  Building  at  501  Virginia 
Di  i\  e. 


DR.  A.  DALE  BARTON 

Di'.  Barton  is  a new  member  of  the  Pope  County 
.\fedical  Society.  He  is  a native  of  Russellville. 

Dr.  Barton  received  a Bachelor  of  Science  de- 
gree in  Chemistry  in  1976  from  .Arkansas  Tech 


University.  He  is  a 1980  graduate  of  the  Uni- 
versity of  .Arkansas  College  of  Medicine.  Dr. 
Barton  served  his  internship  and  Family  and 
Community  Medicine  residency  with  the  Uni- 
versity. 

Dr.  Barton  specializes  in  Family  Medicine.  He 

has  joined  the  Millard  Henry  Clinic  of  Atkins. 

* # # # 

The  Pulaski  County  Medical  Society  has  five 
new  members: 

DR.  BARRE  F.  FINAN 

Dr.  Final!  was  born  in  Little  Rock.  He  was 
granted  a Bachelor  of  Science  degree  from  the 
.Arkansas  State  Lhiiversity  in  Jonesboro  in  1974. 
He  was  graduated  from  the  University  of  .Arkan- 
sas College  of  Medicine  in  1978. 

He  served  his  flexible  internship  and  Urology 
residency  with  the  Ihiiversity  Medical  Center. 

Dr.  Final!  specializes  in  Ihology  at  9600  Kani.s, 
Suite  200,  in  Little  Rock. 

DR.  JAY  D.  HOLLAND 

.A  native  of  Little  Rock,  Dr.  Holland  received 
his  Bachelor  of  Science  degree  in  1975  from  .Ar- 
kansas State  University  in  Jonesboro.  He  was 
graduated  from  the  University  of  .Arkansas  Col- 
lege of  Medicine  in  1980. 

Dr.  Holland  received  his  Family  Practice  train- 
ing with  the  Area  Health  Education  Center  in 
Pine  Bluff. 

He  specializes  in  Family  Practice.  Dr.  Holland 
has  joined  the  Family  Clinic  at  4202  South  Uni- 
versity in  Little  Rock. 

DR.  J.  ZACHARY  MASON 

Dr.  Mason  received  his  pre-med  education  at 
the  University  of  .Arkansas  in  Fayetteville.  He 
is  a 1977  graduate  of  the  ETniversity  of  Arkansas 
College  of  Medicine.  His  internship  and  Neuro- 
surgery residency  were  with  the  ETniversity  Med- 
ical Ceitter. 

Dr.  Mason  specializes  in  Neurological  Surgery. 
4Ie  is  associated  whth  Neurological  Surgery  As- 
sociates at  750  Medical  Low'ers  Building  in  Little 
Rock. 


DR.  RICHARD  E.  McCARTHY 

Dr.  McCarthy  was  born  in  New  \"ork.  In  1970, 
he  was  granted  a Bachelor  of  Science  degree  in 
Psychology  from  EMnlham  ETniversity  in  Bronx, 
New  Ah)rk.  He  is  a 1974  graduate  of  State  ETni- 
versity of  New  York  Dowitstate  Medical  Center 
College  of  Medicine  in  Brooklyn. 

Dr.  McCarthy  was  an  iittern  at  Boston  City 
Hospital  it!  Massachusetts.  He  served  a year  as 
a Surgical  Junior  Resident  at  New  England  Med- 
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ical  Clciitcr  and  rufts  University  Medical  School 
in  Uoston,  Nfassachusetts. 

Fioin  Jidy  to  December  1!)7('),  Dr.  McUartliy 
was  in  (ieneral  Medical  Practice  with  the  allili- 
alecl  hospitals  oi  Winchester  Hospital  and  Mar- 
tha's X'ineyarcl  llosjtital  in  Massac  htisetts. 

He  was  an  Orthopaedic  resident  at  Harvard 
IMedical  School  in  lioston  from  1977  to  1979. 
From  Jtdy  to  December  1979,  Dr.  MeUarthy  was 
an  Orthopaedic  Registrar  at  Xorthwick  Park  Hos- 
pital in  Harrow,  London,  England. 

Dr.  McCarthy  was  a clinical  assistant  ol  Ortho- 
jKiedic  Surgery  for  six  months  at  Children’s  Hos- 
jtital  Medical  Center  in  Boston. 

Since  1981,  Dr.  McCarthy  has  held  the  position 
of  .Assistant  Professor  with  the  Departments  of 
Orthopaedic  Surgery  and  Pediatrics  at  the  Uni- 
cersity  of  .Arkansas  College  of  Medicine  and  .Ar- 
kansas Children's  Hospital.  His  mailing  address 
is  801  -W  olfe.  Little  Rock  72201. 

DR.  JOHN  R.  THOMPSON 

Dr.  Fhompson,  a native  of  Little  Rock,  re- 
ceived his  Bachelor  of  .Arts  degree  from  the  Fhii- 
versity  of  .\rkansas  at  F’ayetteville  in  1970.  He 
is  a 1980  graduate  of  the  FTniversity  of  .\rkansas 
College  of  Medicine. 

His  flexible  internship  and  Aledicine  residency 
were  wdth  the  University. 

Dr.  Thompson  specializes  in  Ceneral  Medic  ine. 
His  office  is  at  11215  Hermitage  Rc:)ad  in  Little 
Rock. 

# # # # 

DR.  J.  GREGORY  BOOKER 

Dr.  Booker  is  a new  member  of  the  Union 
County  Medical  Society.  He  was  born  in  Shreve- 
port, Louisiana. 

Dr.  Boetker  was  granted  a Bachelor  of  Science 
degree  from  the  Northwestern  State  Ihiiversity  at 
Natchitoches,  Louisiana,  in  1975.  He  is  a 1979 
graduate  cjf  the  Louisiana  State  University  School 
ol  Medicine  in  Shreveport.  His  internshi])  and 
residency  were  with  the  l.SU  Medical  Center. 


Dr.  Bookci  is  a Junior  Fellow  of  the  .American 
College  ol  Obstetrics  and  Gynecology. 

Dr.  Booker  s|jeciali/es  in  Obstetrics  and  Gyne- 
cology. His  office  is  located  at  701  WTst  Grove 
in  F'.l  Dorado. 

DR.  JOHN  B.  RATCLIFF 

Dr.  Ratcliff,  a nati\'e  of  Fd  Dorado,  has  also 
joined  the  Ihiion  County  Medical  Society. 

Fie  received  a Bachelor  of  Science  degree  in 
1975  from  Louisiana  Fech  University.  Dr.  Rat- 
cliff is  a 1979  graduate  of  the  Louisiana  State 
Ihiiversity  Medical  Center  at  Shreveport.  Flis  in- 
ternship and  residency  were  with  the  LSU  .Affili- 
ated Hospitals. 

Dr.  Ratcliff  is  a Junior  Fellow  of  the  .American 
College  of  Obstetricians  and  Gynecologists. 

He  specializes  in  Obstctric.s-Ciynecology  at  791 
West  (xrove  in  FI  Dorado. 

DR.  JAMES  M.  MERRITT 

Dr.  .Merritt,  a new  member  of  the  AVhishington 
CountN  Medical  Society,  was  born  in  Pine  Bluff. 

He  was  granted  a Bachelor  of  Science  degree 
from  .\rkansas  State  Univershy  in  1967.  Dr. 
Merritt  was  graduated  Irom  the  Lhiiversity  of 
.Arkansas  College  of  Medicine  in  1971.  .After  an 
internship  with  the  Pensacola  Fclucational  Pro- 
gram, Florida,  he  served  his  residency  at  the  Oak- 
land Naval  Regional  Medical  Center,  Calilornia. 

Dr.  Merritt  served  for  seven  years  in  the  United 
States  Navy.  He  served  as  Chief  of  Medic  ine  and 
Drug  .\clcliction  and  .Alcohol  .\buse  Oflicer  at 
Port  Huenema  Naval  Hospital.  Dr.  Merritt 
moved  to  Spi  ingdale  in  1978. 

Dr.  .Merritt  specializes  in  Internal  Medicine 
and  .Mcohol  and  Di  tig  .Abuse.  He  has  an  office 
at  125.5  Crossover  Road  in  Fayetteville  and  an- 
other at  Charter  Vista  Hospital  in  Springdale. 

Intern  Member 
DR.  PAMELA  K.  P.  KULBACK 

Di.  Kulback  is  a Medicine  intern  at  the  Fhii- 
versity  of  .Arkansas  Hospital.  She  is  a 1982  grad 
uate  of  the  Ihiiversity  of  .Maliama  School  of  Med- 
icine in  Birmingham. 
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Ubiquitous  Fungus-Deceptive  Presentation 


Rhys  A.  Williams,  M.D.,  Joe  D.  Bennett,  M.D.,  Sue  Chambers,  M.  D.,  Hubert  Peterson,  M.D.* 


1 3arliii,<>  in  l‘)()()  lirsl  ilesciilieci  dinical  inlec- 
lion  with  tiistoplasma  (apsulatuin.  Since  that 
time  tlie  protean  tace  ol  this  ])aiasitit  agent  has 
been  appreciated,  d'lie  lollowing  presentation  is 
nnic|ne  in  out  experience. 

thirteen-year-old  Caucasian  lemale  (BCH 
presented  herselt  to  the  emergency 
physician  at  the  Boone  County  Hospital,  Harri- 
son. Arkansas,  iti  the  early  morning  hoitrs  the 
K'/th  of  Jittie  19S2,  cotnplaining  of  the  sitdden 
onset  of  pletiritic  paiti  located  in  the  lower  left 
mid  lateral  chest.  Physical  examination  was  not 
remarkable  except  for  chest  wall  sjjlinting  on  the 
left.  Chest  radiography  demonstrated  a cavitating 
left  lower  lobe  infiltrate. 

*825  Nortli  Spring  Street,  Flarrison,  Arkaip^as  72()()1. 


Hospitali/ation  was  accomplished  with  tomo- 
graphic confirmation  ol  ttvo  cavitating  left  lower 
lobe  lesions.  Inngits  b;ill  w;is  not  demotistiiited 
bitt  mycotic  infection  piobitbly  itspergillosis  tv;is 
considered  most  likely. 

rite  initial  PA  and  lelt  hiter;tl  chest  x-rays 
showed  a huge,  shat  ply  deimirciited,  f.O  cm.  di- 
iimeter  nodule  in  the  lateral  iisp'ect  ol  the  lelt 
lower  lobe.  \Vithiti  this  noclitle  ;ne  several.  ;i])- 
proximately  1.0  cm.  diameter,  rontid  or  oval- 
shaped  Incencies.  .V  sm;dler,  ;i])proxmi;itely  ,S.O 
cm.  diameter  nodule,  wliich  is  sharply  deimir- 
cated,  ;ind  also  containing  sitnihir  Incencies,  is 
less  well  seen  projected  posterior  to  the  left  side 
of  the  heart  also  in  the  lelt  lower  lobe,  I he  lateiail 
view  shows  that  these  two  nodules  are  sitperim- 
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jjosed.  Subsecjuenlly,  oilier  x-rays,  including 
obliquities  and  tomograms,  confirm  the  presence 
of  these  two  nodules  in  the  left  lower  lobe  and 
showed  essentially  what  has  been  described.  No 
other  abnormalities  were  noted. 

The  differential  diagnosis  based  on  x-rays  and 
available  history  im  hided  pulmonary  fungus  in- 
fection. Aspergillosis  was  considered  the  best 
possibility.  Histoplasmosis  and  blastomycosis,  as 
well  as  tuberculosis,  were  also  considered.  Pri- 
mary or  metastatic  pulmonary  neoplasm  were  en- 
tertained as  diagnoses  only  very  lightly  because 
of  the  young  age  of  the  jtatient  and  absence  of 
other  symptomatology. 

Pediatric  and  laboratory  consultation  were  ob- 
tained. Skin  tests  for  histoplasmosis  and  tuber- 
culosis were  non  reactive.  Complete  blood  count, 
urinalysis,  serum  electrophoresis  and  fungal  se- 
rology studies  were  all  normal.  Bronchoscopy 
examination  11  June  1982  was  normal.  Bacterial 
and  fungal  studies  of  swab  and  washing  were 
normal. 

Surgical  removal  of  the  affected  lobe  was  recom- 
mended and  after  preoperative  treatment  with 
Amphotericin  B was  accomjjlished.  The  left  lower 
lobe  was  resected  18  June  1982. 

Pathology  Description 

The  specimen  consists  of  a left  lower  pulmonary 
lobe  which  measures  10  x 10x8  cm.,  and  weighs 
240  grams.  The  pleura  is  generally  smooth  and 
transparent.  Irregular  subpleural  nodularity  is 
seen  over  the  lateral  and  diaphragmatic  surfaces. 
These  areas  have  a firm  rubbery  consistency  and 
measure  up  to  5 (in.  in  maximum  dimension. 
.Significant  pleural  thickening  or  retraction  can- 
not be  described.  Sectioning  reveals  approxi- 
mately half  of  the  parenchyma  to  be  involved 
with  a series  of  discrete  firm  rubbery  pink-gray 
nodules.  The  larger  of  these  located  in  a sub- 
pleural  position  measuring  5 cm.  in  diameter 
and  shows  an  area  of  central  cystic  licpiefaction. 
The  lesions  extend  into  peribronchial  and  peri- 
bronchiolar areas  though  definite  involvement  of 
these  structures  cantiot  be  appreciated  on  a gross 
basis. 

Microscopic  examination  of  the  lung  show 
confluent  granulomas  composed  of  numerous 
multi-nucleated  giant  cells  and  epithelioid  cells, 
surrounding  areas  of  necrosis,  with  multiple  foci 
showing  degenerating  acute  inflammatory  cells 
ttnd  eosinophilic  homogenous  debris.  There  are 


numerotts  plasma  cells  and  lymphocytes  in  the 
infiltrate,  particularly  in  the  periphery,  with 
minimal  acute  inflammation  inside  the  bronchial 
tree.  Numerous  fungal  forms  are  seen  consist- 
ing of  shrunken  eosinophilic  cytoplasm  sur- 
rounded by  a thin  cell  wall,  which  stains  in- 
tensely positive  on  silver  methenamine,  as  well  as 
witli  PA.S.  -Some  of  the  yeasts  are  weakly  positive 
with  mncicarmine,  but  llie  majority  are  negative. 
No  acid  fast  organisms  ;ue  seen  nor  any  bacterial 
colonies  defined  with  appropriate  stains.  There 
is  no  evidence  of  neoplasia. 

Diagnosis 

Lung,  left  lower  lobectomy:  Chronic  cavitary 
histoplasmosis. 
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Postoperative  convalescence  was  uneventful 
with  the  patient  being  discharged  for  ontpatiem 
followup  on  20  June  1082.  X-ray  at  last  office 
followup. 

Histoplasmosis  is  not  an  nnusal  pulmonary  in- 
fection in  young  teenagers  in  Arkansas.  Accord- 
ing to  Kendeg’s  textbook  on  pidmonary  disorders 


approximately  4.5%  of  all  Aikansans  have  posi- 
tive skin  tests  or  serologies  to  that  organism,  how- 
ever, liecausc  of  the  peculiar  presentation  in  this 
youngster  histoplasmosis  was  not  one  of  our  pri- 
mary considerations.  It  is  well  known  that  this 
organism  can  mimic  many  diseases,  but  the  pul- 
monary infiltrate  usually  either  takes  the  form 
of  a granuloma  with  lymph  node  involvement  or 
a miliary  form  resembling  primary  atypical  pneu- 
monia. Because  of  the  cavitation  we  were  more 
concerned  about  tidjerculosis  or  one  of  the  other 
fungal  diseases,  specifically,  Aspergillus.  Since 
the  child  really  had  no  constitutional  symptoms 
we  did  not  look  for  the  organism  in  bone  marro^v 
or  other  areas.  She  had  no  enlargement  of  liver 
or  spleen.  After  all  the  diagnostic  studies  were 
completed  to  rule  out  tuberculosis  and  the  serol- 
ogy and  skin  test  for  histoplasmosis  were  negative 
we  felt  that  the  proper  course  with  this  child 
whom  we  considered  to  have  Aspergillus  until 
proven  otherwise  was  to  resect  the  cavitary  lesions 
therefore  providing  both  a diagnostic  and  a thera- 
jieutic  removal  of  the  same. 

Pretreatment  with  Amphotersein  B was  con- 
sidered necessary  because  we  were  almost  sure 
that  the  diagnosis  would  fall  in  the  fungal  area 
and  we  wished  to  prevent  systemic  spread  of  the 
organism.  How  this  child  obtained  an  inoculum 
of  histojrlasma  large  enough  to  cause  a cavitary 
lesion  is  still  a mystery.  There  is  no  history  of 
cleaning  chicken  houses,  etc.  Other  than  her 
known  allergic  disease  which  to  this  poitit  has 
been  mostly  sinitsitis  and  an  occasional  episode 
of  bronchitis  we  ktiow  of  no  immune  deficits. 

Conclusion 

A diagnostic  pulmonary  problem  is  present 
that  was  re.solved  expeditiously  and  demonstrated 
one  of  the  varied  faces  of  “histo.” 
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ROLE  OF  RADIATION  THERAPY  IN  LUNG  CANCER 

Review  of  Literature 

Pramod  Prabhu,  M.D.* 


T ,uiig  cancer  is  the  most  common  cause  ol 
death  iroin  malignancy  in  the  United  States.  Ac- 
cording to  American  Uancer  Society  estimates, 
this  year  129,000  new  cases  will  occtir  and  1 1 1,000 
will  die  of  lung  cancer. 

.Vlthcnigh  stirgery  is  the  treatmetit  of  choice  in 
non-oat  cell  operable  cases, radiation  therapy 
has  an  important  role,  either  as  a adjuvant  or 
definitive  treatment.  Besides,  it  is  a powerftd 
tool  in  the  palliation  of  metastatic  disease.  Ulie- 
motherapy  is  still  of  no  proven  benefit  in  non-oat 
cell  lung  cancer. 

Adjuvant  Radiation  Therapy 

I’re-operative  Radiation  I’herapy.  Rotitine  pre- 
operative radiation  has  not  increased  the  survival 
rates  althotigh  the  resec  talrility  rate  was  increased 
and  mediastinal  lymph  node  metastasis  was 
decreased.-  -^  ^ 

In  studies  where  patients  received  5000-0000 
rads  pre-operatively  had  severe  complications  and 
a signilicant  number  ol  jjatients  (30%)  died  post- 
operatively  mostly  from  bronchopleural  fisttda.^ 

In  marginally  resectable  Iting  cancer,  jne-op- 
erative  radiation  3000  to  4000  rads  has  increased 
the  resectability  rate  and  siu  vivtil  in  a highly  se- 
lected group  of  jjatients  with  aggressise  surgery 
(Sherman,  et  al'). 

Superior  Stile tis  I’umors.  riiese  tumors  are 
lrct|uently  low  grade  ;mcl  often  prothice  char- 
iicteristic  symptoms.  Pre-operative  radi.ation  ther- 
apy has  clearly  shown  superior  five-year  survival 
to  either  modality  alone  ;incl  has  increased  the 
resectability  rate.’' ^ d’he  tisual  close  is  3000 
rads  in  10  treatments  given  to  the  Iting  ;ipex, 
n])per  mediastinum,  ipsilateral  hilum  and  lower 
cervictil  spine.  Stirgery  is  clone  3-0  weeks  later. 

Patilson  has  reported  35‘)(,  stirvival  at  4 years. 
It  mtist  be  stressed  that  the  stirgical  jrrocedure 
performed  by  Ptitilson  was  aggressive  and  in- 
clntled  en  block  removal  of  the  first  3 ribs,  trans- 
verse ]Ji  ocess,  portions  of  upper  thoracic  vertebrae, 
intercoastal  nerves  and  lower  trunk  of  brachial 
jdextis.  Hilaris,  et  al,  have  reported  similar 
1 esults.^ 

‘Assistant  I’rofcssor,  Radiation  Oncology,  University  of  Arkansas 
tor  Me<lital  Sciences,  -tSdl  West  Maikliam,  Little  Rock,  .Vrkansas 
7;>2()5. 


Post-operative  Radiation  Iherapy.  Green, 
et  al,’-^  and  Kirsh,  et  al,’*  ’"  have  reported  im- 
jrroved  stirvival  among  patients  with  hilar  and 
mediastinal  lymph  node  metastasis,  especially 
with  scjuamous  histology.  Kirsh  obtained  27% 
5-year  survival  in  this  group  of  patients  verstis 
0%  with  no  post  operative  radiation.  The  recom- 
mended close  of  radiation  is  .5000  rads  given  at 
a rate  of  200i7clay. 

Radiation  as  Primary  Therapy 

Radiation  therapy  is  considered  an  alternative 
treatment  to  stirgery  for  patients  who  either  re- 
fused surgery  or  are  medically  inoperable.  .Smart’'’ 
and  Hilton”  reported  over  20%,  5-year  survival 
after  radical  radiation  therapy  for  otherwise  oper- 
able Iting  cancer. 

Radiation  therapy  is  the  treatment  of  chcrice 
for  tinresectable  limited  disease  non-oat  cell  lung; 
carcinoma.  In  the  randomized  stticly  by  Veterans 
Administration-"  there  was  a significant  improve- 
ment in  survival  with  radiotherapy  when  com- 
pared to  the  placebo  treated  control  grotip. 

Perez,  et  ah’"  reviewed  recently  the  role  of 
radiation  therapy  in  unresectable  non-oat  cell 
carcinoma  of  the  hing  (R  f'OG).  The  overall  2- 
year  stirvival  was  19%  in  patients  treated  with 
5()00-60()()  rads  compared  to  11%  for  the  4000  rad 
grotijr.  Ihe  intrathoracic  recurrence  rate  was 
52%,  with  4000  rad  and  30%,with  6000  rad.  They 
conchide  that  there  is  an  imjterative  need  to  de- 
liver optimal  doses  of  irradiation  to  adecpiate 
tumor  volumes. 

Should  asymptomatic  jratients  with  inoperable 
bronchogenic  carcinoma  receive  immediate  radio- 
therapy? Yes.  Several  sttidies  have  showm  no 
benefit  with  radiation  therapy  in  inoperable  lung 
cancer.’'*”*  However,  many  of  these  trials  used 
inadecpiate  closes  of  raditition  therapy  and  ortho- 
voltage radiation. 

W'ith  radiation  treatment  in  adequate  closes 
and  with  supervoltage  therapy  there  is  a definite 
percentage  ol  long  term  survivors.’"  -’  --  These 
patients  should  receive  immediate  radiotherapy 
since  patients  may  develop  secpiale  like  stiperior 
vena  cava  syndrome  collapse  of  lung  or  obstruc- 
tive pnetimonia.  All  of  these  present  potentially 
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life  threaicniii>>  problems  lo  the  patient,  paitie- 
ulaiiy  those  with  pooi  jnihnotiary  lututioti,  Pa- 
tietits  with  ohsti  it(  ti\e  ptieunioiiia  will  tieecl  lai<>cr 
liekl  rtitliatioti  than  woitkl  h;i\e  been  used  lott- 
tinely.  with  inciettseil  (oinjtlieatiotis. 

Small  Ciell  lain'*  (atneei.  \Vhilc  tiggressix  e (om- 
hintition  themotheiapy  has  incicased  the  sitr\i\';il 
lattes  in  this  iliscase  the  value  ol  lailiation  to 
chest  in  piolotiging  sniAivtil  is  eontroc ersial.  In 
limited  stage  disease,  the  eoinjilete  response  rate 
is  higher  iti  the  comhitied  modality  arm  and 
there  is  a trend  towaid  increased  disease  hee  and 
overall  sitrvival  iti  the  combined  modality 
groitp.--^  -"  Elective  whole  brain  radiation  has  re- 
clitced  the  Irecptency  ol  brain  metast;isis  Irom  22% 
to  2%  in  small  cell  lung  caticer. 

Radiation  therapy  catti  cause  com|jlications  like 
radiation  pnenmotiitis,  and  racliatioti  myelitis. 
These  can  he  avoided  by  carefnl  treattnetit,  plan- 
ning and  Iractionation. 

Palliative  Treatment.  Radiation  therapy  has 
an  important  role  in  the  palliation  of  snperior 
vena  cava  syndrome,  hemoptysis,  obstructive 
pneumonia,  and  collapse  of  htng  cine  to  titinor. 
It  is  Cjiilte  iiselnl  lor  hone  pain  and  liver  pain 
elite  to  metastasis.  Patietits  with  brain  metastasis 
should  receive  whole  brain  radiation  ther;i|ry. 
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ELECTROCARDIOGRAM 


OF  THE  MONTH 


The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 

(See  Answer  on  Page  225) 


HISTORY:  P.  J.  is  a 46-year-old  black  man  who  presented  with  weight  loss,  malaise,  and 
dulled  mentation.  On  physical  examination,  he  was  found  to  have  conjuctival  suffusion  and 
supraclavicular  adenopathy.  What  do  you  think  about  his  electrocardiogram? 


Gordon  Akin,  M.D.,  and  John  W.  Watson,  M.D. 
UAMS-LRVAMC  Division  of  Cardiology 
Little  Rock,  Arkansas 


214 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


BEWARE:  Greenstick  Fracture 
of  the  Proximal  Tibial  Metaphysis 

Philip  H.  Johnson,  M.D.* 


Jn  young  children  an  nnirsnally  innocent 
fractnie  occurs  which  produces  a snrjnising  de- 
formity. Fracture  of  the  proximal  tibial  metaphy- 
sis with  valgus  angulation  sets  in  progress  a 
strange  sequence  of  events.  Usually  the  liacture 
appears  to  be  undisplaced  but  closer  examination 
reveals  a small  defect  in  the  corte.x  medially.  Re- 
duction usually  does  not  appear  necessary.  Over 
the  next  three  to  four  weeks,  in  plaster,  valgus 
angulation  seems  to  increase.  During  the  next 
twelve  months  valgus  angulation  increases  to  an 
alarming  degree,  defying  the  expected  tendency 
for  spontaneous  correction. 

Figure  1 illustrates  tlie  case  of  a four-year-old 
child  presenting  seven  months  following  an  "tin- 
displaced  fracttire  " of  the  proximal  tibia  result- 


‘Little  Rock  Orthopedic  Clinic,  9500  Lile  Drive,  P.  O.  Box  5270, 
Little  Rock,  Arkansas  72215. 


Figure  1. 


ing  from  a fall  from  a tree.  Ideatment  consisted 
of  a long  leg  plaster  cast  for  six  weeks  withotit 
reduction.  X-rays  made  a week  following  injury 
reportetlly  showed  anatomic  alignment.  The 
parents  state  that  some  angulation  was  present 
upon  removal  of  the  cast.  During  the  next  six 
months  gross  valgus  angulation  with  knock-knee 
deformity  occurred.  The  parents  were  under- 
standably disturbed  with  this  progressive  defor- 
mity. The  fractures  responsible  for  this  strange 
phenomenon  is  seen  in  k’igure  2. 

Cozen  in  1953,^  described  four  cases  of  this 
unusual  |n'ogressive  valgus  deformity.  Since  that 
time  several  clinicians  have  reported  only  a hand- 
ful of  cases.  All  the  cases  reported  fall  between 
ages  two  and  twelve  with  the  vast  majority  oc- 
curring between  two  and  six  years  of  age.  There 
is  an  associated  fracture  of  the  fibula  in  only  30- 
50%  of  cases. There  is  never  any  evidence  of 
proximal  epiphyseal  plate  injury.  By  1971,  Cozen 
and  Jackson^  had  accumulated  ten  cases  all  of 
which  they  described  as  “undisplaced  or  mini- 
mally displaced.”  The  majority  of  reported  cases 
have  not  been  considered  severe  enough  to  ile- 
mand  reduction.  In  1982  Visser  reported  ten 
cases."  A perfect  anatomic  reduction  could  not 
be  oittained  in  any  of  them,  suggesting  a soft 
tissue  block  at  the  medial  fracture  site.  Weber® 
surgically  explored  four  fresh  fractures.  The 
periosteum  on  the  medial  side  was  found  to  have 
been  avulsed,  and  with  it  a flap  of  pes  anserinus 
was  stripped  from  the  medial  surface  of  the  tibia. 
They  were  lodged  in  the  fracture  site  blocking 
reduction.  He  now  recommends  surgical  exjilora- 
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lion  when  a toniplcie  rediution  i',  not  po.'-sihle  by 
( lose:!  inelliods. 

\-iays  ()l  an  exieinally  rotated  tibdi  will  tend 
to  inininii/e  the  apparent  detect  in  tlie  medial 
cortex.-^  Lack  ol  complete  anatomic  reduction 
ma\  be  thought  nnimpoi  tain  because  growtli  and 
lione  remodeling  in  young  children  nsnally  cor- 
rect angular  cleiormities  ra]jiclly.  With  this  hac- 
tine.  liowe\er,  the  patient  tincl  physician  get  little 
hel])  Irom  Mother  Nature.  Most  improvement  in 
position  accjtiired  at  the  time  of  manipulative 
reduction  is  lost  in  the  first  few  weeks  as  valgus 
angulation  progresses  in  tlie  cast."  ’ Ihis  has 
been  considered  by  some  to  be  a result  of  weight 
bearing  in  plaster.-- ^ Six  to  eight  weeks  of  cast 
innnobili/ation  is  loually  recommended  lor  tliis 
fracture.  W'hen  the  cast  is  removed,  good  frac- 
ture calltis  and  healing  is  present  bin  \algus 
angulation  is  apjiarent  clinically  and  radiologi- 
cally.  ft  is  over  the  next  six  months  that  the  most 
frightening  manifestation  of  tliis  fracture  occurs. 
With  the  fracture  well  healed  and  witliout  any 


Figure  2. 


injury  to  the  epiphysis,  a progre-sive  valgus  de- 
formity occurs.  Lip  to  25  degrees  of  angulation 
can  occur  witliin  the  first  twelve  to  eighteen 
moinlis  following  Iracture  healing.-^  I'here  ap- 
pears to  lie  a strange  plastic  bending  of  the  til)  al 
diajiliysis  lielow  the  fracture.  In  Figure  3 twenty 
degrees  of  tiliial  angulation  is  present  sixteen 
montlis  alter  fracture,  llie  ejiiphyseal  jilate 
|jroxunally  progresses  in  a normal  fashion, 
cejjlialacl,  moving  the  fracture  scar  distally.  1 lie 
major  deformity,  therefore,  occurs  in  the  tib  a 
d'stal  to  the  Iracture.  No  satisfactory  explana- 
tion for  this  iiectiliar  phenomenon  has  lieen  ad- 
vanced. ^Vel)er'^  suggests  that  an  assymetric  ]jull 
of  the  liicejis  and  fascia  lata  going  clown  to  tlie 
loot  on  the  lateral  side  is  unbalanced  by  the  nor- 
mal pull  of  the  pes  anserinus  muscles  trapped  in 
the  fraclure  site.  Fliis  valgus  deformity  peaks 
during  the  second  year.  Sanultaneously,  an  over- 
growth of  the  fractured  tiliia  occurs  'which  meas- 
ures 0.2  to  2 centimeters.'^  1 his  increase  in  growth 
stimulation,  compared  to  the  normal  side,  occurs 
during  the  first  six  months  following  the  fracture. 


Figure  3. 
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■ Viter  the  .sC(()ik1  a scaoiul  .sliaiigc  |)hc- 

iionu'iion  l)C”in'>  to  .ippctir.  I lie  ili.stal  tiliial 

ei) i|)liyse;il  jilaie  atteinpis  to  collect  with  a medial 
till.  Dining  the  next  se\ei;il  yeais  ;i  .siiange  “S- 
.shapecl  " tibia  begins  to  loiin.  ,Skak;i''  has  betuili- 
Inlly  illustrated  this  intei  est  ing  sec|nenc  c ol  events 
(Fignie  1).  Drawing  1 illnstt tites  the  Iresh  Irae- 
tnie;  Drawing  II,  the  tibia  tiller  valgus  angnlti- 
tion  dining  tbe  first  se\eral  months:  Drtiwing  III 
the  tittempied  eorreetion  in  the  disltd  tibitil 

ej) i|)hysis  which  begins  tifter  two  years.  In  Draw- 
ing l\'  years  of  growth  tiiul  remodeling  have  jiio- 
dnied  a longer  tibia  which  has  resnlted  in  a 
decrease  in  angulation  (.\ngle  1>).  'I'h  s tragic 
story,  therefore,  has  somewhat  of  ti  hajepy  ending. 
Figure  .5  shows  the  ease  in  Figure  1 loin  yeais 
following  frac  tin  e.  Note  the  general  retdigmnem 
Inn  with  an  ‘'S-shaped"  configin alion. 

Wedge  osteotomy  has  been  recommended  after 
the  initial  cleloiniily  reaches  15  degrees. How- 
ever, recurrences  after  osteotomy  have  been  re- 
ported and  some  have  rec|uired  repeat  surgery. 
Blount  epiphysiode-.is  was  performed  in  four  of 
V'isser’s  cases.  Stopping  the  growth  of  the  medial 
epiphyseal  plate  with  staples  theoretically  wamlcl 
cause  the  deformity  to  reverse.  After  correction 
has  been  obtained  the  staples  are  removed.  Ihi- 
predictable  changes  in  the  growth  of  an  cpijthysis 
how’ever  may  occur  after  surgery.  Fherefore,  late 
surgery  only  rarely  seems  to  be  justified  in  light 
of  the  remodeling  which  can  be  anticipated  over 
a period  of  years. 

After  a review  of  the  literature,  it  is  clear  that 
the  following  treatment  plan  is  recommended. 


I’Or  sliictl)'  undisplaced  It  ac  lines  a long  leg  cast 
should  be  ajiplied  in  com|deie  knee  extension. 
Six  weeks  ol  immobili/aiion  is  suliicienl  and 
■weight  bearing  should  be  piohibiied.-’ * Skaka'' 
meni.Oned  six  c ; ses  ol  pure  uudisplaced  frac  tiiies, 
ages  one  to  six,  treated  in  plaster  with  no  sub- 
sec|uenl  deformity.  I bis,  no  doubt,  represents  a 
fracture  wdlhout  clisiuptiou  of  the  jreiiosteal 
sleeve  medially.  Care,  howevei,  should  be  taken 
to  obtain  a line  AP  x-ray  to  show  the  medial 
coitex  in  profile.  FAen  in  these  innocuous  ap- 
pearing Iractures,  the  lamily  should  be  waiiieci 
that  some  valgus  deformit)  may  occur. 

.Vngulatetl  Iractures  should  be  treated  by  at- 
tempting closed  reduction  under  general  anes- 
thesia. It  is  important  to  clemonstiate  actual 
closure  ol  the  medial  cortex.  Iheaking  through 
the  lateral  cortex  is  beneficial  but  is  often  im- 
possible as  a result  of  the  intact  fibula  lateialh. 
d'he  cast  should  be  molded  into  varus  w’ith  the 
knee  in  extension,  .\gain,  the  lamily  should  be 
w'arned  of  valgus  cleloiin  ty  and  its  expected 
.sec|uelae.  II  anatomic  reduction  cannot  be  ob- 
tained, open  reduction  is  inch;  atecl.”' .\ny  soil 
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tissue  blocking  closure  of  the  medial  cortex  should 
be  removed  and  the  pes  anserinus  and  periosteum 
sutured  to  its  original  position.  Weber  has  shown 
that  normal  healing  occurs  with  good  tibial  align- 
ment after  this  procedure. 

\Vedge  osteotomy  or  Blount  epijjhysiodesis 
may  be  indicated  in  unusual  circumstances  but 
complictUions  from  these  procedures  may  be 
anticipated. 

In  summary,  fracture  of  the  proximal  tibial 
metaphysis  with  valgus  angidation  in  children 
ages  two  to  six  is  a sigtiificant  fracture  with  long 
term  complications.  If  not  treated  aggressively, 
this  fracture  is  almost  always  followed  by  progres- 
sive genu  valgus  and  tiijial  overgrowth.®  From 
the  outset,  the  family  should  be  informed  of  the 
anticipated  deformity. 
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Recurrent  Abdominal  Pain  in  Childhood 

Sam  L.  Shultz,  M.D.,  F.A.A.P.* 


J^ecurrent  abiloniinal  pain  (RAP)  is  a very 
common  complaint  in  childhood  and  most  ire- 
quently  iinolves  the  entire  family  unit.  Habit- 
ually, these  patients  and  jrarents  are  known  as 
doctor  shoppers.  It  is  possible  to  break  this  cycle 
of  little  bclly-achers/big  belly-achers;  the  workup 
is  not  extensive  if  the  physician  is  willing  to  spend 
time  at  first.  If  the  lime  is  not  spent  at  first,  one 
can  almost  be  assured  that  the  physician  will 
spend  it  later  on  numerous  office  visits.  Much 
of  the  original  ivork  on  RAP  was  done  in  the 
United  Kingdom,  .\jdey  defines  RAP  as  three 
discrete,  debilitating  episodes  of  pain  in  a three- 
month  period  no  more  than  twelve  months  prior 
to  your  examination.! 

The  etiology  is  incompletely  understood,  even 
though  it  is  known  that  psychosomatic  episodes 
are  usually  the  triggering  events.  There  have 
been  some  questions  of  genetic  transmission  and 
some  authors  feel  that  a generalized  disturbance 
of  the  autonomic  nervous  system  may  exist.  They 
based  this  on  the  increased  response  to  anti- 
cholinergic drugs  that  has  been  observed,  as  well 
as  the  high  arousal  state  seen  in  many  children 
with  R.AP.  The  high  arousal  state  on  physical  ex- 
amination may  be  manifested  by  dilated  pupils, 
clammy  soles  and  palms,  and  mild  tachycardia. - 
There  is  no  indication,  however,  that  these  chil- 
dren exhibit  lower  pain  thresholds. ^ 

With  regard  to  the  prevalence  of  RAP,  most 
studies  indicate  a rate  of  10-18  percent.  There  is 
a slight  prevalence  of  females  but  it  is  insignifi- 
cant. Frequencies  seem  to  be  ccpial  in  the  United 
Kingdom,  FT.S.,  and  Scandinavia.  The  age  of  on- 
set is  81/2  to  91/2  years,  with  most  of  the  true  R.\P 
cases  occurring  between  ages  .5  and  I f.  AI)dominal 
pain  occurring  outside  these  ages  causes  a clinician 
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to  think  about  organic  reasons  lor  abdominal 
pain.!! 

^Vith  regard  to  history  taking,  the  clinician 
must  allow  time  for  the  family  and  patient  to 
explain  their  concerns.  It  may  even  recpiire  that 
a longer  appointment  tifue  be  given  at  another 
date.  Again,  the  clinician  can  decide  whether  to 
spend  time  at  first  or  do  the  history  and  physical 
in  bits  and  pieces  later.  The  evaluation  is,  of 
course,  frustrating  for  all  concerned,  d he  parents 
expect  a delinitive  diagnosis  within  ten  minutes 
that  can  be  cured  by  medication.  The  physician 
realizes  that  only  approximately  10%  of  RAP 
children  have  an  organic  etiology  for  their  pain. 

Very  important  in  the  history  taking  is  the  ob- 
servation of  the  parent /child  interaction.  The 
maturity  of  the  child  can  and  should  l)e  assessed, 
d he  parental  conlidence  in  the  diild  can  be 
measured  by  noting  evho  gets  to  answer  tlie  ques- 
tions. d’he  physician  will  pick  up  that  the  child 
is  seldom  allowed  to  give  a ccrmplete  answer  on 
his  OAvn,  or  that  the  jxnent  and  child  disagree  on 
almost  all  ansAvers.  .\lso,  children  Avill  usually 
demonstrate  some  mood  swing  during  a prolonged 
interview.- 

Symptomatology  reveals  a chat acteristic ally 
episodic  pain  ol  rather  vague  nature  with  periods 
of  wellness  in  Ijeiwcen.  Most  commonly  it  is 
periumijilical.  Unfortunately,  jiain  location  is 
not  a fool-proof  method  for  diflcientiating  the 
organic  from  non-organic.  Idkewise,  the  relation- 
shi]4  ol  pain  with  eating,  exercise,  sleeping,  etc., 
is  of  little  help  to  the  clinician.  The  frecjuency 
of  episodes  and  the  duration  of  pain  have  not 
been  shown  to  be  significant  factors  that  will 
help  in  the  diagnosis. ^ A history  of  stressful  situa- 
tions going  on  before  and  at  the  time  of  a pain 
episode,  however,  are  very  helpful,  d'he  history 
may  bring  out  serious  family  illnesses,  financial 
duress,  divorce,  moving,  or  loss  of  friends  or  fam- 
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ih.  Associated  symptoms  are  not  infrequent. 
.\moiyt>  liie  most  (ommon  of  these  are:  headache, 
jjallcjr,  diarrhea,  vomiting,  anorexia,  tiredness, 
and  limb  |)ains.'*  In  one  large  series  only 
of  (hilchen  with  RAP  had  a perfect  or  ne;n  per- 
fect school  attendance  record.^ 

Family  hi-itory  often  reveals  jrarents  or  otlier 
family  memheis  with  abdominal  symptoms.  I'p 
to  of  first  degree  relatives  in  two  studies 

were  noted  to  liave  non  organic  gastrointestinal 
complaints.  Migraine  and  limb  pains  aie  also  fre- 
cjucnt  in  the  lamilies  of  RAP  children.  History 
of  family  stress  that  was  rated  as  moderate  to 
se\ere  by  a ]Lsychologist  was  found  in  ajjproxi- 
mately  40%  of  RAP  families  in  one  study.^  -^ 
Wdiile  no  tibsolnte  statement  can  be  made 
about  the  psychological  makeup  of  the  child  with 
R.AP,  emotional  disttirbance  is  found  in  a large 
percentage,  as  high  as  70%.’  Personalitv  leattnes, 
while  not  characteristic  nor  diagnostic,  can  aid 
in  distinguishing  the  organic  from  the  non-organic 
c hilcl. 

dhe  most  common  findings  in  these  children 
are: 

1)  high  achievers 

2)  very  good  students 

3)  tolerate  failure  poorly 

4)  often  called  "the  best  child”  by  the  ])arent 

or  "teacher’s  ])et'’ 

5)  rather  compulsive  behavioi 

.\  personality  trait  which  the  majority  of  these 
children  share  is  that  of  worrying  and  feeling 
responsible  foi'  tasks  that  w'oulcl  be  more  appro- 
priate lor  older  children.  They  do  not  express 
anger  well  and  seem  to  w'ithdraw-  in  a stressftil 
situation.  'Fhere  ajrp'ears  to  be  a second  per- 
sonality tyjx^  with  normal  intelligence  btit  im- 
mattire  behavior.  I’hese  latter  children  olten  are 
found  to  be  sttflering  from  comparison  to  another 
sibling.  It  is  felt  that  these  children  derelop 
anxiety  because  of  their  inability  to  meet  the  ex- 
pectations of  the  family.  Later  they  may  develojr 
a learning  disability. - 

thorough  jrhysical  examination  is  necessary; 
the  parents  will  not  be  appreciative  of  a cavalier 
attittide  tow'ard  the  child’s  complaints.  It  is,  of 
cotirse,  necessary  to  consider  organic  disease.  A 
helpful  hint  is  to  note  on  the  growth  chart  both 
present  height  and  weight,  and,  if  possible,  jnevi- 
otis  grow'th  perimeters.  These  children  are  found 
to  grow  at  a regtdar  rate,  nsuallv  at  arotuul  the 
.50th  percent  le  or  above.  They  do  not  show  the 
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delayed  growth  pattern  that  one  may  expect  of 
a child  with  chronic  disease.  Physical  examina- 
tion may  reveal  cold  extremities,  sweaty  palms, 
chew'ed  fingernails,  and  dilated  pupils  as  evidence 
of  a heightened  anxiety  state.  Abdominal  ex- 
amination is  tisually  tmremarkable  save  for  vague 
tenderness  and  no  localization  of  the  pain. 

A mininunn  of  laboratory  data  is  needed  in 
the  diagnosis  of  the  child  with  RAP.  It  w’oulcl 
be  tinwise  to  do  no  laboratory  studies  as  an  or- 
ganic etiology  might  be  missed  or  the  parent 
might  leel  the  physician  is  not  taking  the  problem 
seriously.  A complete  blood  count,  sedimenta- 
tion rate,  U.\,  and  stool  sttidies  for  occult  blood, 
ova  and  parasites  are  felt  to  be  most  useful. - 

Galler  and  associates  suggest,  in  addition  to  a 
thorough  history  and  physical,  the  tests  men- 
tioned above  phis  amylase  and  liver  function 
sttidies.  It  is  felt  that  these  screening  tests,  if 
negative,  exchide  95%  ol  organic  disorders  pro- 
clticlng  R.\P.  I'herefore,  no  x-ray  procedures  are 
clone  in  the  initial  phase  of  laboratory  assessment. 

In  the  second  phase  of  testing,  these  investi- 
gators suggest  ftu  ther  sttidies  only  on  those  chil- 
dren with  abnormal  results  or  w'here  the  |3rimary 
physic  ian  feels  an  organic  disorder  may  be  present 
in  sjtite  of  negative  tests.  A lactose  tolerance  test, 
lercl  level,  radiographic  sttidies  of  the  G1  and  GlI 
system,  endoscopy,  and  gyn /stirgical  constiltation 
are  obtained  then.” 

It  may  he  noted  that  other  laboratory  tests  are 
not  lotincl  to  be  too  tisefttl.  For  example,  the 
electroencephalogram  is  almost  never  helpftil  as 
abdominal  epilepsy  is  cpiite  rare.  4'he  criteria 
for  abdominal  epilepsy  are  as  follows:  paroxysmal 
jtain  pattern,  abnormal  FTIG  during  the  pain  ejii- 
sotle,  im|tairecl  consc  ousness,  and  a definite 
postictal  state.  4’he  clinician  can  almost  alwxiys 
make  the  differentiation  betw’een  these  signs  and 
the  episodes  of  simple  RAP.  Several  investigators 
feel  that  endoscopy  is  traumatic  to  the  child  and 
that  use  of  this  may  reinforce  the  condition  in 
the  mind  of  both  the  child  and  parent.” 

4 he  timing  of  the  laboi  atory  evaluation  is  im- 
portant. It  is  best  to  explain  to  the  parent  and 
child  that  sotne  lab  testitig  wall  be  done  and  the 
results  explained  to  them  in  a conference  setting. 
The  parents  should  be  informed  at  first  how  ex- 
tensive a worku])  is  felt  to  be  needed,  d'his  may 
preclude  their  recpiesting  further  tests  if  the  orig- 
inal battery  shows  no  organic  disease. 

Idle  differential  diagnosis  of  recurrent  ab- 
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(lomiiKil  pain  is  (juile  lcn<>lliy.  I hc  inosi  com 
moil  organic  causes  in  the  age  group  lieing  con- 
siclerecl  are  geniionrinary  disease,  peptic  nicer 
disease,  and  inllannnatory  iiowel  disease.  I'snalh 

l)y  die  history,  physical,  and  laboratory  tests  out- 
lined betore,  these  diseases  can  he  ruled  out  Iroin 
the  child  with  non-oiganic  RAl’.- 

I reatinent  ol  these  children,  il  begun  early,  is 
usually  satislac  tory  and  does  not  recpiire  the  .serv- 
ices ol  a gastroenterologist  nor  mental  health 
counselor.  In  the  eyes  ol  a parent,  the  treatmeiu 
begins  at  the  onset  as  the  history,  physical  and 
laboratory  work  is  observed.  Again,  many  ot  the  e 
parents  have  been  doctor  shopping  lor  some  tiir.e 
and  perhaps  are  disenchanted  with  the  lack  ol 
attention  paid  to  the  symptoms.  At  the  com- 
pletion of  the  laboratory  testing,  it  is  best  to 
have  a formal  sit  clown  session  with  the  child  and 
the  parents.  Treatment  falls  into  three  main 
areas 

1)  Support  the  family  and  realize  that  they  are 
defining  their  needs  to  the  jthysician  in  terms 
of  Junior’s  tummy.  Listen  to  what  they  have 
to  say  about  family  goals  and  expec  tations  and 
how  these  ma\  have  been  affected  by  "having 
a sick  child." 

2)  Redefine  the  problem  as  not  purely  organic, 
d he  astute  clinician  w ill  never  pass  R.\P  oil 
as  a malingering  nor  tell  the  jrarents  that  it 
“is  all  in  his  head.  " It  seems  best  to  explain 
R.\P  to  most  families  in  terms  of  stress  and 
tension,  entities  that  are  w'ell  understood  by 
almost  all  parents.  Early  on  it  must  be  noted 
to  the  parents  that  the  examination  and  lab 
studies  were  within  normal  limits.  Since  emo- 
tional problems  may  be  interpreted  as  mental 
disease  to  many  jteople,  the  physician  should 
be  ready  to  ex|jlain  that  he  does  not  think 
the  child  has  a mental  disorder,  d he  family 
needs  to  feel  that  the  problem  is  real  and  de- 
serving of  their  attention  if  they  are  to  be 
involved  in  working  wdth  the  ycjungster.  Be- 
cause these  families  are  usually  cpi  te  protec- 
tive of  the  patient,  the  statement  of  preygnosis 
will  motivate  most  families  to  follow  the  phy- 
sician’s advice.  Simply  stating  that  "if  you 
will  help  Junior  deal  with  his  stress,  things 
will  get  better  over  a period  ol  time"  will  be 
heljrful. 

3)  Eormulatiiig  a treatment  plan  is  important 
in  giving  the  parents  a set  of  instruc lions  that 
they  can  follow  at  home.  Show  the  parents 


that  by  supporting  e.ic  h other,  they  can  help 
the  child  learn  to  deal  with  his  own  stress  in 
a more  helplul  way.  (lenerally,  such  a treat- 
ment plan  will  promote  age  a]jpro|)riate  ac- 
tivities lor  the  child.  Remember  that  most 
ol  these  children  are  usually  |ierlorming  ac- 
ticities  above  or  below  their  chronological 
age. 

Parents  should  not  be  punitive  regarding  the 
child  with  RAP.  Idow’ever,  they  should  be  able 
to  coiney  the  attitude  that  normal  childhood  ac- 
tivities can  be  carried  out,  even  with  pain.  Par- 
ents should  be  available  to  talk  about  the  child’s 
leelings  with  him  at  any  time.  It  is  best  to  not 
allow'  the  jiarent /child  talks  to  center  on  the  jtain 
ejiisodcs  themselves.  Remiiding  the  child  that 
the  physician  has  not  found  anything  waong  with 
the  youngster  is  usually  of  help. 

These  children  should  not  be  treated  as  ill. 
special,  or  bad.  1 jkewise,  they  should  not  be  iso- 
lated since  they  lose  their  chance  to  verbalize  to 
the  parents  if  they  are  sent  to  their  rooms.  It 
almost  goes  without  saying  that  the  jiarents  can 
expec  t the  symptoms  to  increase  in  most  of  these 
children  alter  the  formal  sit-down  session  and 
after  the  family  begins  to  make  some  changes  in 
the  way  they  respond  to  the  pain.’’ 

Bntlei'  |jrepares  the  parents  for  the  diagnosis 
ol  R,\P  l)y  including  it  in  the  differential  diag- 
nosis at  the  original  evaluation.  If  the  workiij) 
reveals  no  organic  clisea.se.  she  exjtlains  R.\P  in 
terms  of  stress  and  encourages  the  parents  to  look 
lor  jtrec  ipitating  fac  tors  in  the  family /school 
stiiuture  rather  than  to  look  for  finther  medical 
ojrinions.  d'he  ])arents  ate  reassured  that  (1)  the 
])ain  is  not  serious  and  will  pass,  (2)  the  child  is 
not  malingering,  and  (3)  the  episode  of  RAP  is 
an  unconscious  act  and  the  child  does  not  think 
al)out  bringing  it  on.'' 

Psychiatric  relerral  is  occasioiudly  necessary, 
lent  toi  the  most  pait,  the  counseling  can  be 
handled  by  the  pr  inaiy  care  physician.  Signs 
that  would  jroint  to  need  for  psychiatric  inter- 
\cntion  include:  seiious  behacioi  disorders,  a 
worsening  dejnession  with  fall  olf  in  school  at- 
tendance, lack  of  interest  in  tegular  activities 
that  at  one  time  were  enjoyable.  severe  family 
disruption  in  which  the  patent  is  incapable  of 
talkittg  with  the  child  about  his  or  her  probleitts 
would  also  ttecessilate  psychiatric  help. 

Drug  therapy  is  almost  ttever  itidicaied  and 
ntay  teinlotce  the  pt obletit.-*' 
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The  prognosis  in  these  children  is  much  more 
favorable  when  the  above  supportive  theraj))  is 
offered  by  the  family  physician  or  pediatrician. 
Follow'-up  studies  in  the  pediatric  literature  in- 
dicate an  improvement  in  children  evaluated  and 
treated  within  six  months  of  the  onset  of 
symptoms.-'* 

^\'ithout  treatment,  the  majority  of  chiUlren 
continue  their  symptomatology  into  adult  life 
with  all  the  attendant  emotional  and  economic 
(onsetpiences. 
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EDITORIAL 

Vascular  Disease 

Alfred  Kahn,  Jr.,  M.D. 


The.  e have  been  many  advances  in  medicine 
over  the  years.  This  is  not  a steady  upward  climb, 
but  a climbing  from  plateau  to  plateau  — and 
unfortunately  as  time  goes  by  not  every  presumed 
advance  “pays  off.’’  A good  example  was  the 
early  wild  enthusiasm  over  Five  Fluorouracil — 
it  is  a good  drug  hut  not  a panacea. 

One  of  the  newer,  promising  techni(|ues  of 
dealing  with  arterial  insufficiency  has  been  the 
use  of  percutaneous  transluminal  angioplasty. 
This  has  been  tried  as  a therapeutic  measure  in 
coronary  artery  stenosis.  It  has  also  been  tried 
as  a therapeutic  measure  in  peripheral  arterio- 
sclerosis. Flanigan,  Schuler,  Spigos,  and  Lim  have 
published  an  evaluation  of  this  technique  as  a 
therapeutic  procedure  in  narrowed  blood  vessels 
in  the  lower  extremities  (Surgery  Gynecology  ir 
Obstetrics,  Vol.  154,  pg.  181,  February,  1982).  The 
authors  cite  the  fact  that  it  was  reported  in 


literature  in  which  arteries  were  dilated  in  the- 
lower  extremities  with  only  fair  results;  stenotic 
lesions  faired  better  than  occlusions;  apparently 
there  was  only  about  a 40%  patency  rate  over 
the  long-term.  Better  techniques  and  better  in- 
struments have  led  to  further  trials  of  percutane- 
ous transluminal  angioplasty.  Flanigan,  et  al, 
have  reviewed  some  of  the  literature  on  this  and 
report  that  using  a fle.xible  balloon-type  catheter 
for  dilation  of  the  arteries  in  the  lower  extremi- 
ties have  seemingly  good  initial  results.  Patency 
rates  of  iqa  to  95%  for  a two-year  period  were  ob- 
tained. Because  of  the  interest  in  the  balloon- 
type  catheter,  Flanigan  and  his  associates  per- 
formed 34  angioplasty  procedures  on  cases  on 
whom  they  felt  justified  the  use  of  this  procedure 
— following  a vei')’  strict  protocol.  The  indi- 
viduals which  they  used  were:  severe  intermittent 
claudication,  limb  salvage,  and  impotence  due  to 
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lack  ol  l)Ioocl  supply.  They  lepoi  L lliat  ihey  had 
an  initial  siirvi\al  rate  of  93%— 15  of  17  iliac 
artery  lesions,  seven  of  seven  superficial  femoral 
artery  lesions,  three  of  three  popliteal  artery  le- 
sions and  one  of  one  peroneal  lesion  ;md  one 
stenosis  of  a graft.  The  authors  had  some  com- 
plications: five  balloons  ruptured,  of  which  two 
required  an  operative  removal.  Flanigan  and 
associates  followed  their  cases  for  a period  of  3-21 
months.  They  studied  cases  before  angioplasty, 
immediately  after  angioplasty,  and  at  three  month 
intervals.  They  concluded  that  although  they 
had  immediate  evidence  of  anatomic  success  in 
93%  of  the  procedures,  improved  hemodynamics 
occurred  in  only  62%.  They  further  state  that 
at  nine  months  they  were  successful  in  only  48% 
of  the  angioplasty  procedures.  They  also  con- 
cluded that  failure  rates  after  the  angioplasty 
occurred  in  only  18%  of  the  individuals  who  had 
iliac  artery  dilation,  but  in  femoropopliteal  pro- 
cedures, late  failure  occurred  in  50%  of  the  op- 
erations. They  concluded  by  stating  “the  residts 
of  this  study  and  of  others  indicates  that  femo- 
ropopliteal balloon  angioplasty  is  not  a durable 
procedure.” 

The  problem  of  sahage  in  the  presence  of 
vascular  disease  has  been  attacked  by  other  tech- 
niques than  percutaneous  transluminal  angio- 
plasty. There  is  a very  interesting  editorial  in 
The  American  Jonrtial  of  Medicine  by  Sobel  and 
Bergmann  entitled  “Coronary  Thrombolysis: 
Some  Ihiresolved  Issues  (.\m.  J.  Med.,  \h)l.  72, 
pg.  1,  January,  1982).  If  there  is  a serious  coro- 
nary artery  incident  the  myocardium  lives  or  dies 
depending  on  a complex  interplay  of  a number 
of  factors.  It  has  been  assumed,  based  on  experi- 
mental evidence,  that  if  an  occlusion  or  largely 
occluded  vessel  could  be  re-canalized,  the  myo- 
cardium which  the  vessel  feeds  might  be  saved 
from  infarction  — provided  the  procedure  was 
clone  within  a certain  early  time-frame,  and  pro- 
vided an  adequate  blood  flow  was  established. 
Attempts  at  non-mechanical  revascularization  of 
the  heart  have  been  reported  by  various  authors 
for  more  than  50  years.  Apparently,  enthusiasm 
died  out  for  a long  time,  but  recently,  some 
centers  are  again  trying  coronary  thrombolysis. 
Sobel  and  Bergmann  are  concerned  that  some  of 
the  unresolved  issues  in  this  procedure  will  not 
receive  adequate  attention  from  the  medical 
public. 

One  of  the  first  unresolved  issues  is  the  timing 


of  the  thrombolysis.  If  it  is  done  too  late,  the 
myocardial  cells  supplied  by  the  thrombosed 
vessel  will  probably  die  and  no  amount  of  ther- 
apy will  be  worthwhile.  The  authors  state  that 
a big  problem  involved  here  is  that  the  signs  of 
serious  coronary  disease  used  in  the  clinical 
studies  do  not  always  mean  a myocardial  death  — 
thus,  it  is  hard  to  pick  the  cases  which  woidd  re- 
spond to  theraj))';  some  cases  may  be  overlooked 
that  may  respond.  Furthermore,  some  cases 
sjxintaneously  recover  viable  myocardium  even 
after  wdiat  appears  to  be  a major  coronaiw  artery 
occlusion  — by  indejjendent  clinical  signs  as  CPK 
tests,  S-T  Segment  changes,  etc. 

Another  idea  which  troubles  Sobel  and  Berg- 
mann was  that  intravenous  thrombolytic  agents 
seemed  to  work  in  mane  vascular  clots  in  the  pe- 
riphery of  the  body;  however,  intravenous  injec- 
tion of  a similar  nature  for  coronary  artery  oc- 
clusion have  not  been  proved  to  be  effective.  The 
thrombolytic  material  in  coronary  artery  disease 
apparently  works  better  if  delivered  to  the  coro- 
nary artery  by  catheterization.  All  of  which  leads 
Bergmann  and  Sobel  to  state  that  they  tire  not 
certain  that  in  some  instances  lysis  of  tire  clot  in 
coronary  artery  disease  by  intravenous  injections 
may  be  occurring  — and  despite  lysis  of  clots,  the 
myocardium  continues  to  the  point  of  infarction. 

The  authors  also  speculate  on  the  ill  effect  of 
poorly  timed  reperfusion  of  the  injured  m\o- 
cardium;  later  reperfusion  is  said  to  cause  myo- 
cardial infarction  in  experimental  animals.  Thev 
further  raise  the  question  as  to  whether  or  not 
conventionally  accepted  criteria  of  successful  in- 
tracoronary thrombolysis  indicated  benefit.  Ap- 
parently the  yardstick  for  success  is  angiographic 
improvement,  disappearance  of  chest  pain,  fall 
in  Q-4\^aves,  fall  in  enzymes,  etc.  These  authors 
feel  that  the  interpretations  of  studies  using  these 
parameters  are  open  to  question  — angiographic 
patency  does  not  insure  an  adequate  long-term 
flow  of  nutrition  to  the  myocardium  in  some 
instances;  improvement  in  pain  could  result  in  an 
increase  in  injury  rather  than  improvement;  some 
of  the  electrocardiographic  changes  are  totally 
non-specific  and  thus  increase  deterioration;  even 
improved  left  ventricular  ejection  fraction  follow- 
ing intracoronary  thrombolysis  is  said  to  be  pos- 
sibly due  to  stiffening  of  the  myocardium  rather 
than  to  enhance  the  pumjiing  effect. 

Sobel  and  Bergmann  used  positron  emission 
tomography  in  experimental  animals  to  study  the 
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filed  ()1  iiuracoi onai y tin oinbolysis  therapy  in 
do, os.  I hey  lound  that  tin  oinbolysis  was  worth- 
while onl\  il  it  rvas  applied  within  the  six  hours 
alter  the  onset  ol  ischemia.  II  thrombolysis  re- 
established the  jrateiuy  ol  the  vessels  alter  six 
hours  the  metaltolism  ol  the  heart  muscle  is  not 
improved. 

Laistly,  Sohel  and  liergmann  state  that  the 
long-term  ellect  ol  intracoronary  thrombolysis 
has  not  been  really  delined;  they  report  that 
residual  stenosis  is  commonjilace  and  recurrent 
thrombosis  may  occur,  d hey  state  that  they  are 
not  certain  how  to  select  jratients,  and  are  not 
certain  how  to  be  certain  that  they  are  getting 
genuine  benelit  Irom  the  procedure. 

Coronary  artery  bypass  surgery  is  still  being 
closely  scrutini/ed  by  the  medical  prolession;  and 
it  is  the  sidrject  by  Shahbudin  H.  Rahimtoola’s 
article  entitled  ‘‘Coronary  Bypass  Surgery  lor 
Cihronic  Angina  — IDSl.  A Perspective,”  (Ciycii- 
lation,  Vol.  6,'),  pg.  21^5,  February,  1982).  Rahim- 
toola  has  been  concerned  about  some  problems 
in  evaluatitig  the  data  to  establish  a good  base- 
line in  evaluating  serious  coronary  disease.  He 
leels  that  the  series  medical  treatment  ol  cases 
have  not  been  adecpiately  controlled  in  many  in- 
stances: these  series  do  not  characterize  the  risk 
lactors  ol  ventiicular  lunction,  etc.  adecjuately. 
Because  ol  this  jnoblem  ol  lack  ol  control  in  the 
medical  series,  Rahimtoola  leels  that  it  is  clilli- 
cidt  to  compare  the  medical  and  surgical  thera- 
]hes  ol  angina  pec  toris;  even  in  current  series  the 
author  is  alr;iitl  that  the  patient's  selection  is 
skewed  because  the  medicid  treatment  groups 
may  contain  inopeiable  patients  and  high  risk 
patients  who  are  not  readily  identilied.  I he 
author  really  leels  that  randomized  prosjrective 
sttulies  ;ue  the  only  satislactory  way  to  evaluate 
and  compare  the  medical  therapy  versus  the  sur- 
gical therapy  ol  coronary  disease. 

One  ol  the  jtroblems  the  statistician  is  laced 
with  is  whether  or  not  sub-groups  are  inadvertent- 
ly misplaced.  Fhe  author  is  c]inte  convinced  that 
the  literature  concerning  medical  treatment  ol 
angina  pectoi  is  is  dillicult  to  evaluate  because 
cjI  the  problems  enumerated  above  — and  other 
statistical  dillicidties.  Rahimtoola  has  a very  nice 
chart  indicating  the  jrrognosis  in  non-surgically 
treated  patients  in  the  earh  197C’s.  Some  ol  the 
inlormation  in  the  chart  is  as  lollows;  il  there  is 
normal  lelt  c entric  tilar  lunc  tion,  one-vessel  tli.s- 
ease  lesults  in  <Mi%  annual  mortality;  two-vessel 
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disease  residts  in  !.()%;  three-vessel  disease  results 
in  3.6%,  and  10%  il  there  is  lelt  main  coronary 
artery  disease.  11  there  is  abnormal  left  ventric- 
ular lunction,  the  annual  mortality  doubles  or 
triples.  In  one  example,  there  is  a 6-11%  annual 
mortality  in  three-vessel  disease  with  abnormal 
lelt  ventrictilar  Itinction.  In  cases  of  congestive 
heart  lailure  with  1-,  2-,  or  3-vessel  disease  there 
is  a 12.4%  annual  mortality. 

The  author  raises  the  cjuestion  as  to  whether 
or  not  medical  therapy  for  angina  jjectoris  has 
really  changed  in  the  last  10  years;  he  states  that 
it  is  dillicult  to  provide  this  by  the  data  supplied 
in  various  articles  despite  some  improvement  in 
the  nature  ol  our  treatments  including  variotis 
uses  of  nitrates  and  beta  blocking  therapy. 
Rahimtoeda  states  that  coronary  artery  bypass 
surgery  has  reduced  symptoms  in  76-90%  of  pa- 
tients — and  33-55%  ol  the  patients  actually  be- 
come symptom-lree;  5-6%  of  the  patients,  he 
states,  will  deteriorate.  He  has  a chart  in  the 
artic  le  indicating  the  improvement  in  using  med- 
ical therapy  versus  surgical  therapy,  for  example, 
he  states  that  using  medical  therapy  only  9%  of 
the  cases  become  asymptomatic  whereas  55%  be- 
come asymjrtomatic  with  surgery.  The  chart  in- 
dicates that  angina  at  rest  occtured  in  roughly 
50%  ol  the  medically  treated  cases  had  an  un- 
eventful course,  over  seven  years,  12%,  whereas 
50%  ol  surgically  treated  cases  had  an  uneventful 
course. 

The  atithor  also  has  an  interesting  chart  on  the 
jratency  ol  vein  grafts.  If  the  vein  grafts  stayed 
o})en  only  29%  of  the  cases  had  angina  pectoris 
whereas  if  the  vein  grafts  were  not  patent,  72%, 
of  the  jratients  had  angina:  with  the  vein  graft 
patency,  27%  had  shortness  of  breath;  with  the 
vein  grafts  clo.sed,  48%  had  shortness  of  breath. 
Rahimtoola  states  that  it  is  difficult  to  see  a dif- 
ference in  the  improvement  of  myocardial  infaic- 
tion  in  surgicalh  treated  cases  as  compared  to 
medically  treated  cases  — however,  he  feels  that 
there  is  an  increasing  number  of  perioperative 
improvement  ol  myocardial  infarction  and  this 
elevated  percentage  is  clue  to  use  of  newer  tech- 
nicjues.  It  is  felt  that  jterioperative  artery  infarc- 
tion rates  could  be  increased  and  stirgical  therajty 
will  prove  to  hat  e a lower  incidence  of  myocardial 
infarction  than  medicallt  treated  cases. 

The  author  collected  operative  mortality  from 
operative  studies  and  lound  that  it  was  4-5.6% 
in  randomized  cases  and  nonrandomized  cases 
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operative  iiioiialit\  was  only  l-  l'  ,,-  interest- 
in”  statement  in  the  artide  eoneerns  late  survival 
— in  this,  tlic  author  iiulictites  that  his  review  ol 
literature  sliows  that  studies  of  patients  per- 
iorined  four  years  after  sttrgery  imlieates  that  the 
survival  of  surgieally  treated  patients  with  three- 
vessel  ilisease  was  similar  to  that  with  ]ratients 
with  two-vessel  disease  and  he  goes  on  to  s;iy  that 
survival  was  not  significantly  different  from  pa 
tients  with  otie-vessel  disease  — these  were  in  non- 
randomized  studies,  ^^'ith  regard  to  left  ventric- 
ular function,  Rahimtoola  states  th;it  operative 
therapy  and  medical  therajry  achieve  about  the 
same  results  — no  significant  change;  he  does  feel 
that  patients  rvhose  left  ventricular  function 
shows  improvement  after  taking  nitroglycerin 


may  show  an  implored  left  \entricular  iunction 
after  surgery. 

Radionitclide  studies  do  show'  that  in  the 
presence  of  coronary  artery  disease  the  leit  ven- 
tricular ejection  fraction  decreased  w'ith  exer- 
cise; the  author  states  that  this  can  be  reversed  in 
a higher  percentage  of  cases  of  coronary  artery 
Ijypass  surgery.  Rahimtcrola  st.ites  that  coronary 
artery  bypass  surgeiy  has  “changed  significantly 
in  the  past  decade.’’  Operative  mortality  has 
fallen  by  several  percentage  points;  perioperative 
infarction  has  decreased  in  one  instance  from 
11.4%  to  2.4%;  more  complete  vascularization  is 
said  to  be  obtained;  late  survival  is  said  to  be 
imjjioved. 


tfeai-y* 
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The  Little  Rock  Medical  Society. 

I he  annual  election  of  officers  was  held  the 
first  Monday  evening  in  this  month  and  resulted 
in  the  election  ol  Dr.  D.  A.  Oray,  President;  Dr. 
\V.  H.  Miller,  Secretary,  and  Dr.  R.  W.  Lindsey, 
'I'reasurer.  "I'he  attendance  was  not  as  large  as 
heretofore  on  election  nights.  .Vfter  the  meeting 
adjourned,  the  retiring  President,  Dr.  Edward 
Meek,  invited  the  Society  to  Gleason’s  Hotel, 
where  an  enjoyable  supper  was  spread.  I'he  re- 
freshment feature  wxis  not  mentioned  until  after 
adjournment,  else  the  attendance  at  the  regular 
meeting  would  uncloid)tcclly  have  been  much 
larger. 

It  has  occurred  to  The  Joikn.ae  that  its  previ- 
ous references  to  refreshments  and  elections  may 
possibly  have  kept  some  of  the  over-sensitive 
aw'ay.  It  hopes,  how'ever,  that  such  was  not  the 
case.  Ihe  list  of  absentees  is  largely  composed 
of  those  who  have  received  all  the  honors  the  So- 
ciety is  able  to  bestow'  and  are  so  well  fixed  in 
the  good  things  of  this  w'orlcl  that  the  most  dainty 
refreshments  could  not  tempt  them.  4’he  new' 
President  is  devoted  to  medical  societies,  and  has 


the  energy  and  ability  to  rehabilitate  the  Society. 
If  the  Society  does  not  prosper  during  his  ad- 
ministration, it  will  not  be  his  fault. 

From  the  I'liivcrsity  of  .Arkansas  for  Medical  Sciences  Library. 
History  of  Mcdicine/.\rchi\ cs. 


ANSWER  — Electrocardiogram  of  the  Month 

DISCUSSION:  The  patient  is  in  sinus  rhythm  at  a rate  of 
90  per  minute.  His  Q-T  Interval  measured  in  is  0.24 
seconds.  The  corrected  Q-T  interval  by  the  Bazett  formula 
Is  0.29.  The  usual  normal  range  for  the  corrected  Q-T 
interval  is  0.35  to  0.44.  Allowing  for  age,  heart  rate, 
and  sex,  this  patient's  uncorrected  Q-T  interval  should  be 
between  0.28  seconds  and  0.36  seconds.  Thus,  his  Q-T 
interval  is  short.  Additionally,  note  that  the  ST  segment 
is  virtually  absent  in  Vo  - V4,  that  the  T-wave  peaks  early, 
and  that  the  descending  limb  of  the  T-wave  has  a gradual 
downslope  as  compared  to  the  faster  upslope  of  the  ascend- 
ing limb  of  the  T-wave.  Though  a short  Q-T  interval  may 
be  seen  in  hypercalcemia,  digitalis  therapy,  and  thyro- 
toxicosis, the  additional  abnormalities  noted  in  the  pre- 
ceding sentence  are  said  to  be  compatible  with  hyper- 
calcemia. This  patient  had  a serum  calcium  of  20  mg. 
per  100  ml.  and  proved  to  have  metastatic  carcinoma. 
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THE  MONTH  IN  WASHINGTON 
Unemployed's  Health  Care  Funding  Unsettled 

It  the  Senate  Finance  Committee  has  its  way, 
a health  plan  for  the  unemployed  will  be  financed 
by  physicians  and  Medicare  beneficiaries. 

The  committee  voted  10  to  2 on  July  13  to  pay 
for  a health  plan  for  the  unemployed  by  increas- 
ing Metlicare  Part  P premiums  and  by  freezing 
the  maximum  amounts  Medicare  will  pay  physi- 
cians for  a particular  service.  The  panel  then 
sent  the  measure,  which  provides  $1.8  billion  in 
block  grants  to  states,  to  the  Senate  floor. 

Senate  Democrats  plan  an  all-out  war  on  the 
Finance  Committee  measure  and  have  vowed  that 
no  plan  tying  health  insurance  for  the  nnem- 
})loyed  (FllL^)  to  Medicare  cuts  will  “emerge  from 
the  Senate’’  and  Senator  Edward  Kennedy  (I)-MA) 
is  threatening  a lilibuster  against  the  measure. 
Even  if  the  .Senate  were  to  pass  the  measure, 
the  HIC  version  that  was  expected  to  come  be- 
fore the  House  of  Representatives  in  early  Au- 
gust does  not  include  a financing  mechani.sm. 
Flouse  agreement  to  the  Finance  Committee  plan 
is  considered  unlikely.  I'he  Senate  probably  will 
not  vote  on  HIT  until  after  the  Congress’  sum- 
mer recess. 

I he  Finance  Committee  HIU  bill  woidd  limit 
Medicare  reimbursement  to  physicians  by  revert- 
ing to  the  prevailing  charge  limits  iti  elfect  for 
the  program  prior  to  the  animal  update  that  took 
place  July  1,  l‘)83.  They  woiikl  be  held  at  that 
level  from  Octolier  1 until  July  1,  1984.  Because 
the  measure  would  limit  only  jirevailing  fees,  it 
is  less  restrictive  than  the  Reagan  Administration 
proposal  to  limit  both  prevailing  and  customary 
fees.  Physician  reimbursement  savings  in  the  Fi- 
nance proposal  are  estimated  at  $1,375  million 
over  the  next  three  years. 

Another  $359  million  in  savings  would  come 
from  increasing  Part  B premiums  each  year  so 
that  they  always  would  cover  25%  of  the  cost  of 
the  medical  services  reimbursed  under  that  part 
of  Medicare.  A temporary  provision  setting  pre- 
miums at  25%  of  program  costs  is  scheduled  to 
end  December  31,  1984. 


Fhe  combined  savings  from  the  two  proposals 
would  finance  a two-year,  $1.8  liillion  health 
plan  for  the  unemployed.  .States  would  be  re- 
(jnired  to  put  up  matching  funds  and  to  means 
test  eligibility.  Benefits  could  not  be  provided 
to  any  family  with  an  income  greater  than  the 
state’s  median  income  for  similarly  sized  families. 
1 he  state  could  collect  up  to  8%  of  the  jobless 
worker’s  unemployment  check  to  help  pay  for 
benefits. 

Meanwhile,  repeated  postponements  of  HRT 
delilierations  on  the  House  floor  have  led  to  spec- 
ulation that  support  for  the  measure  may  be 
cooling. 

The  issue  is  to  be  brought  to  the  floor  under 
a rule  that  would  first  bring  up  the  House  Com- 
merce Committee’s  three-year,  $(>.8  billion  entitle- 
ment ])lan  but  would  then  substitute  a two-year, 
$4  billion  block  grant  measure  endorsed  by  the 
"Ways  and  Means  Committee. 

Only  three  amendments  would  be  permitted 
under  the  rule.  Fwo  deal  with  abortion.  One 
would  retjuire  an  assets  test  for  those  receiving 
HIFJ  benefits.  No  other  substitutes,  such  as  a less 
costly  plan  pushed  by  Rep.  Thomas  Tauke  (R-IA), 
would  be  permitted. 

The  AMA  has  written  House  members  urging 
defeat  of  the  current  rule  because  it  is  “excessively 
restrictive." 

# # * * 

Stockman  Hits  Hospice  Benefits 

A new  wrinkle  has  developed  in  the  continuing 
controversy  over  a new  Medicare  hospice  benefit 
scheduled  to  take  effect  Ncjvember  1. 

OMB  Director  David  Stockman  wants  to  set 
“eligibility”  standards  that  would  limit  the  num- 
ber of  hospice  patients  to  just  over  30,000  in  the 
first  year,  rising  to  about  40,000  over  the  next  two 
years.  Only  currently  existing  hospices  could 
participate  in  Medicare  initially.  He  argues  that 
otherwise,  rather  than  saving  money  as  intended, 
the  hospice  benefit  will  cost  $350  million  to  $800 
million  over  the  next  three  years. 

Stockman  also  wants  to  keep  the  cap  on  total 
expenditures  per  hospice  patient  at  less  than  the 
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^(>,500  C]oiigrcss  llioughl  it  was  enacting,  rite 
caj)  l)ecanie  an  issue  earlier  when  IKiFA  said  that 
using  the  inelhotlology  called  for  in  the  law,  it 
came  np  with  a cap  of  .‘i>l,332.  Stockman  w'ants 
the  cap  to  remain  at  that  level. 

HHS  Secretary  iMargaret  Heckler,  who  spon- 
sored the  hill  creating  hospice  coverage  while  she 
was  in  (iongress,  agreed  with  Mouse  ^Vays  and 
Means  Committee  members  to  a provision  to  raise 
the  cap  to  the  $('),50()  level.  Ways  and  Means  and 
the  Senate  Finance  Committee  attached  provi- 
sions to  do  that  to  a bill  providing  health  in- 
surance for  the  unemployed.  The  jrrovisions 
could,  however,  fall  victim  to  a Presidential  veto 
of  the  health  plan  for  the  unemployed. 

Meanw'hile,  the  National  Hospice  Organization 
says  Heckler  has  discussed  the  regulations  with 
them  and  made  some  desirable  revisions.  Rates  of 
payment  for  hospices  ha\e  been  increased,  for 
instance,  though  NHO  representatives  say  they 
are  still  inade(|uate. 

NHO  President  Don  Gaetz  said  the  organiza- 
tion also  has  concerns  over  some  clinical  issues 
that  have  been  largely  ignored  in  the  flaj)  about 
the  rates.  For  instance,  Gaetz  said  NHO  wants 
the  department  to  upgrade  the  staffing  retjuire- 
ments  for  inpatient  facilities  and  to  put  some 
teeth  in  a provision  assuring  the  continued  in- 
volvement in  the  case  of  the  patient’s  attending 
physician. 

d’he  hospice  regulations  were  to  have  been 
published  in  March  but  have  been  held  up  by 
the  ongoing  controversy.  Now  some  critics  think 
the  delay  is  deliberate  and  that  the  regulations, 
which  by  law  are  to  be  out  in  final  form  Septem- 
ber 1,  will  be  issued  as  an  interim  final  regula- 
tion, making  changes  unlikely.  .Another  possibil- 
ity that  worries  hospice  supporters  is  that  the 
November  1 date  the  benefit  is  to  take  effect  will 
be  postponed  — an  outcome  Gaetz  said  would 
prompt  legal  action  from  NHO. 

* # * # 

Medicare  Index  Increased  July  1 

I'he  index  governing  increases  in  Medicare's 
“reasonable”  charge  limits  for  physicians  in- 
creased by  5.85%  effective  July  1. 

The  Health  Care  Financing  Administration 
estimates  that  unless  it  is  rej)ealed,  the  new’  index, 
published  in  the  July  1 Federal  Register,  will  in- 
crease Medicare  payments  to  physicians  by  about 
$270  million  over  the  year  it  remains  in  effect. 

The  Reagan  Administration  had  requested 


that  the  index  be  frozen  and  the  Senate  Finance 
Committee  has  voted  to  roll  back  the  index  to  the 
pre-July  1 level. 

* * # * 

Pacemaker  Legislation  Imperils 
Prospective  Pricing 

Ret  ently-introduced  legislation  to  reduce  Medi- 
care jjayments  for  cardiac  pacemaker  implanta- 
tions coidd  politicize  Metlicare’s  prospective  pric- 
ing system  before  it  even  gets  off  the  ground,  ac- 
cording to  critics  who  include  Medicare  officials, 
hospitals  and  physicians. 

d'he  legislation,  introduced  Jidy  14  by  Sen. 
John  Heinz  (R-PA)  and  Rep.  Ron  AVyden  (D- 
OR),  w'oidd  reduce  payments  for  cardiac  pace- 
maker implantation  to  both  physicians  and  hos- 
pitals. The  hospital  reductions  woidd  be  achieved 
by  lowering  the  rates  for  pacemaker  implantation 
in  the  new  diagnosis  related  groups  (DRGs)  pay- 
ment system  Medicare  will  begin  phasing  in  Oc- 
tober 1. 

DRG  rates  have  not  been  established  yet,  and 
the  American  Medical  Association  and  the  Ameri- 
can Hospital  Association,  among  others,  have 
claimetl  that  lowering  the  pacemaker  DRG  rates 
before  they  are  even  settled  on  is  “premature.” 

AM.A,  .AHA  and  others  fear  that  the  j)ace- 
maker  legislation,  which  its  sponsors  say  couki 
save  ,$200  million  in  fiscal  1981,  coidd  be  lied  to 
the  Congressional  budget  action  and  move  rapidly 
through  Congress  without  adetjnate  debate.  To 
stave  off  that  possibility,  a number  of  the  groups 
— including  AMA,  .AH.A,  the  Health  Industry 
Manufacturers  Association,  the  .American  College 
of  Cardiologists,  and  the  Federation  of  .American 
Hospitals  — have  sent  letters  to  Congress  urging 
that  the  pacemaker  bill  not  be  enacted  too  hastily. 

Specifically,  the  Heinz  and  Wyden  proposal 
would  reduce  the  two  DRGs  associated  with  car- 
diac implantation  by  15%  and  the  two  as.socialed 
with  reimplantation  by  .^0%.  Surgical  fees  would 
be  reduced  by  25%,  but  Medicare  would  pay 
100%,  of  the  allowable  charge,  thus  eliminating 
the  current  20%,  |)atient  coinsurance  for  the 
procedure. 

Called  the  Medicare  Pacemaker  Reform  and 
Patient  Protection  Act,  the  measure  would  also 
reduce  the  frequency  of  pacemaker  monitoring. 
Current  provisions,  which  are  under  review  by 
the  Health  Care  Financing  .Administration,  per- 
mit about  12  translelephonic  monitoring  sessions 
and  from  four  to  eight  office  visits  per  patient 
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per  year.  Heinz  and  ^Vyden  propose  to  reduce 
the  monitoring  frequency  by  50%  and  reimburse- 
ment levels  for  transtelephonic  monitoring  by 
25%. 

1 hey  are  also  calling  for  the  establishment  of 
a national  pacemaker  registry  under  the  auspices 
of  the  FDA.  FD.\  ran  a demonstration  of  this 
concept  for  several  years  but  dropped  it  for  lack 
of  funding.  Estimated  annual  cost  of  the  registry 
is  .'>1  million  a year. 

^Vydcn  and  Heinz  are  pushing  their  measures 
as  an  alternative  to  the  atlministration’s  {proposals 
to  reduce  Medicare  spending.  Congressional 
health  (ommittees  have  until  late  September  to 
recommend  some  $400  million  in  Medicare  cuts 
called  for  in  Congress’  fiscal  1984  budget  resolu- 
tion. Preliminary  discussion  in  both  the  Senate 
Finance  Committee,  where  Heinz  is  a memiter, 
and  House  Commerce  health  subcommittee, 
where  4\’yden  serves,  generated  some  interest  in 
tlie  pacemaker  limits,  tliough  both  panels  are 
awaiting  a Congressional  Budget  Office  review 
of  the  legislation. 

In  discussions  before  the  Commerce  health 
suI)committee,  Heinz  and  Wyden  claimed  that  no 
further  study  of  their  proposal  is  needed.  They 
say  it  is  substantiated  by  the  findings  of  a Senate 
Committee  on  Aging  investigation  about  a year 
ago  that  concluded  that  “hundreds  of  millions  of 
Medicare  dollars  are  being  wasted’’  in  the  .$2 
billion-a-year  pacemaker  industry. 

This  year,  Heinz  and  ^Vyden  estimate  that 
about  150,000  Americans  will  have  a jtacemaker 
implanted.  Aitout  80%  of  these  will  be  Medi- 
care beneficiaries.  About  30%  will  be  receiving 
a pacemaker  that  re|)laces  an  earlier  one.  Rarely, 
will  Medicare  collect  on  tvarranties  covering  .some 
of  the  rejtlaced  pacemakers,  they  say. 

The  two  legislators  also  contend  that  the  re- 
ductions they  propose  are  justified  because:  hos- 
pitals pay  $3,000  to  $5,000  for  pacemakers  which 
cost  only  $600  to  $900  to  manufacture;  the  Vet- 
erans Administration  (V.A.)  pays  about  17%  less 
per  pacemaker  than  Medicare;  surgical  fees  range 
from  $750  to  $2,500  and  are  based  on  earlier, 
riskier  implant  operations. 

The  Reagan  Administration  does  not  support 
the  Heinz  and  Wyden  proposal,  however,  and 
HCFA  Administrator  Carolyne  Davis,  Ph.D.,  told 
the  Commerce  Subcommittee  the  legislation  is 
unnecessary  because  the  DRG  system  itself  will 


give  hospitals  an  incentive  to  hold  down  pace- 
maker  prices. 

Davis  added  that  the  proposed  reductions 
would  limit  access  to  pacemakers  for  some  pa- 
tients and  “unfairly  penalize’’  hospitals  that  have 
held  down  jjacemaker  costs.  An  HCFA  task  force 
on  pacemaker  reimbursement  concluded  that  the 
V.A.  pays  less  for  pacemakers  than  Medicare  be- 
cause the  V.A.  purchases  and  warehouses  the  de- 
vices — something  Medicare  doesn’t  want  to  do 
for  its  larger  beneficiary  population,  she  reported. 

Meanwhile,  Congress  has  been  hearing  from 
the  health  industry. 

American  Medical  Association  Executive  Vice 
Pre.sident  James  H.  Sammons,  M.D.,  in  a letter 
to  Senate  Einance  Committee  Chairman  Robert 
Dole  (R-KS)  said  the  Heinz  and  Wyden  provi- 
sions are  “of  major  concern  because  of  their  im- 
pact on  the  availability  and  quality  of  care  for 
Medicare  beneficiaries  in  need  of  pacemakers, 
and  because  of  the  precedent  they  would  estab- 
lish for  redefining  the  jtractice  of  medicine 
through  the  Medicare  law.’’ 

“The  regidations  establishing  the  new  system 
have  not  eten  been  published  for  public  com- 
ment,” the  letter  continued.  ‘AVe  do  not  believe, 
therefore,  tliat  it  would  be  well  advised  to  start 
manipulating  the  system  before  it  has  even  been 
structured.” 

'Fhe  letter  also  said  the  reductions  in  reimburse- 
ment to  surgeons  improperly  assumes  that  “all 
surgeons  inqdanting  pacemakers  base  their  fees 
on  more  expensive  medical  technologies  no  longer 
utilized.”  And  it  warned  that  reduced  payments 
to  surgeons  could  lead  to  a “significant  reduction 
in  the  rate  of  assignment  for  this  procedure.”  The 
AMA  supported  the  concept  of  a National  Pace- 
maker Registry. 

In  a similar  vein,  the  American  College  of 
Cardiologists  waote  several  Congressmen  that  the 
legislation  assumes  that  “less  costly  pacemakers 
will  be  as  effective  as  the  more  expensive  models 
and  that  current  monitoring  is  excessive.  The 
medical  validity  of  the  assumptions  has  not  been 
determined,”  said  the  ACC  which  along  with  the 
American  Fleart  Association  is  developing  guide- 
lines on  pacemaker  implants. 

The  American  Hospital  Association  urged  Con- 
gress to  “wait  until  after  the  DRC  prices  are 
published  and  evaluated  before  considering  any 
change  in  payment  rate.” 
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HIMA  (Oinj)l;iiiiC(l  that  “tlic  proposal”  readies 
Var  beyoiul  paecniakeis.  “It  assaults  the  integrity 

of  the  Metlieare  piospec  tive  payiiieiit  system.” 

# * # * 

Limits  Called  For  On  Medicare 
Patient  Payments 

A Medicare  advisory  panel  wants  to  limit  to 
about  $900  a year  the  share  of  Medicare-covered 
hospital  and  physician  bills  paid  by  Medicare 
patients. 

Medicare  premiums  would  increase  to  about 
.$■120  a year,  but  beneficiaries  would  no  longer 
need  to  buy  private  insurance  to  sujiplement  their 
Medicare,  the  panel  believes. 

The  new  plan,  approved  by  the  Social  Security 
Advisory  Council,  would  establish  new  limits  for 
both  medical  (Part  B)  and  hospital  (Part  A)  serv- 
ices for  beneficiaries  who  agree  to  increases  of 
about  $2.50  a year  in  what  they  now  pay  for  Part 
B.  Beneficiaries  who  couldn’t  or  wouldn’t  pay 
the  increased  premium  would  have  to  forego 
Part  B coverage  and  would  have  new  hospital 
cost-sharing  exceeding  what  most  beneficiaries 
now  pay. 

The  Council  has  asked  its  staff  to  come  up  with 
a proposal  for  aiding  those  for  whom  the  new 
premium  would  be  a hardship,  however,  and  scjme 
members  are  beginning  to  raise  other  cpiestions 
about  the  plan. 

The  Council,  chaired  by  former  Indiana  Ciov. 
Otis  Bowen,  is  appointed  every  four  years  to 
look  at  the  Social  Security  program.  This  year 
it  was  instructed  to  focus  on  Medicare.  Its  recom- 
mendations were  due  by  July  1,  but  the  Council 
has  been  granted  a three-month  extension. 

All  the  Council's  recommendations  are  suliject 
to  further  revision  and  some,  such  as  the  new  co- 
]xiyment  structure  and  changes  in  the  physician 
claims  assignment  process,  are  still  Iteiiig  fleshed 
out.  Their  implementation  would  lecjuire  legisla- 
tive action  that  is  not  considered  likely  in  this 
Congress. 

* # # # 

"Emergency"  Centers  Claim  AMA  Foul 

An  organization  that  represents  about  a cjtiarter 
of  the  nation’s  800  or  .so  freestanding  emergency 
medical  care  centers  has  asked  the  Federal  Trade 
Commission  (Fl'C)  to  force  the  y\merican  Med- 
ical Association  to  rescind  or  modify  its  guide- 
lines for  the  operation  of  the  emergency  centers. 

The  Dallas-based  National  Association  of  Free- 
standing Fmergency  Centers  (NAFEC)  on  july  1.8 


filed  a comjrlaint  asking  for  an  F'l  C investiga- 
tion of  the  guidelines,  alleging  that  they  violate 
antitrust  law. 

Fhe  guidelines  were  part  ol  an  AMA  Board 
of  trustees  report  that  was  amended  and  ap- 
proved in  [line  by  the  House  of  Delegates.  The 
Flouse  had  called  for  the  development  of  opera- 
tional criteria  for  the  rapidly-growing  freestand- 
ing emergency  centers  at  its  Interim  1982  meeting. 

John  J.  Corny,  M.D.,  Chairman  of  the  AMA 
Board,  immediately  denied  the  allegations  in  the 
complaint: 

“The  guidelines  approved  by  our  House  of 
Delegates  last  month  were  just  that  — guideline.s,” 
he  said.  “The  AMA  House  of  Delegates  does  not 
issue  mandatory  regulations,  and  the  guidelines 
it  adopted  do  not  in  any  way  constitute  restraint 
of  trade.” 

Dr.  Coury  also  pointed  out  that  ethical  stand- 
ards approved  by  the  House  state  clearly  that  “in 
matters  strictly  of  a policy  nature,  a physician 
who  disagrees  with  the  persition  of  the  American 
Medical  Association  is  entitled  to  the  freedom 
and  protection  of  his  point  of  \ iew.” 

I’he  “operational  criteria”  the  report  suggests 
to  identify  those  centers  which  “can  truly  offer 
a full  range  of  emergency  medical  services”  deal 
with  hours,  staffing,  equipment  and  referral  ar- 
rangements ol  the  center. 

In  its  complaint  NAFFC,  which  prefers  guide- 
lines it  has  developed  for  its  members,  claimed 
the  AMA  guidelines  are  “overbroad”  and  would 
make  freestanding  emergency  centers  the  “eejuiva- 
lenl  of  acute  trauma  centers.”  The  com|)laint 
also  charges  that  “because  the  AMA  wields  tre- 
mendous jjolitical  influence,  the  guidelines  con- 
stitute unrea.sonable  restraint  of  trade  and  will 
impede  the  greawth  of  FECs  and  deny  the  public 
cost-efleclive  care.” 

I'he  NAFEC  disagrees  panic  iiiarly  with  AMA 
ciiieria  recjuiring  the  centers  calling  themselves 
freestanding  “emergency”  care  centers:  to  stay 
open  2 f hours  a day,  seven  clays  a week;  to  include 
registered  professional  nurses  on  their  staffs;  to 
meet  certain  ecjuipment  reejuirements,  including 
on  the  premises  lab  capability  and  two  monitor 
defibrillators;  and  make  emergency  medical  serv- 
ices available  regardless  of  the  patient’s  ability 
to  pay. 

In  contrast,  the  NAFEC  guidelines  call  for  the 
facility  to  remain  open  at  least  70  hours  seven 
days  a week;  maintain  “appropriate”  nursing  and 
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ancillary  staff:  maintain  some  emergency  etjuip- 
ment,  not  incliuling  on-the-premises  lab  services; 
provide  free  care  only  in  life-threatening  situa- 
tions. 

The  NAFEC  complaint  was  announced  at  a 
Washington  press  conference  hy  NAFEC  Presi- 
dent Drennon  Stringer,  M.D.,  a Dallas  physician 
who  has  just  opened  his  third  emergency  center. 
Dr.  Stringer  said  NAEEC  objects  to  the  AMA 
criteria  because  they  are  more  stringent  than 
those  of  the  American  College  of  Emergency  Phy- 
sicians and  than  those  that  the  Joint  Commission 
on  Accreditation  of  Hospitals  applies  to  some 
classes  of  hospitals.  NAFEC  is  working  with  the 
Ambulatory  Accreditation  Association  for  Health 
Care  to  develo}j  its  own  accreditation  program  for 
freestanding  emergency  centers. 

Stringer  accused  the  AMA  of  trying  to  bring 
“undue  economic  hardshijj  on  the  freestanding 
centers  by  “raising  our  operating  costs  and  de- 
stroying our  competitive  edge.”  He  added  that 
AMA  s fears  of  patient  misunderstanding  of  the 
use  of  the  term  “emergency”  by  the  clinics  are 
unfounded.  Only  2%  of  the  freestanding  emer- 
gency clinics’  patients  have  life-threatening  con- 
ditions, he  claimed. 

At  least  four  states  have  attempted  recently 
to  regulate  the  freestanding  centers  and  NAFEC 
has  opposed  final  regulations  in  all  the  states. 
Stringer  said  NAFEC  fears  the  “AAfA  pronounce- 
ment” on  freestanding  emergency  care  will  be 
a “green  light”  for  other  regulation. 

I'he  NAFEC  complaint  was  filed  with  ETC 
Commissioner  [ames  Miller  and  the  Bureau  of 
Economics.  F'FC  is  under  no  obligation  to  act 

on  the  complaint. 

* * * * 

Medicare  Physician  Fee  Freeze 

Despite  the  concerns  of  the  American  Medical 
As,soriation  and  fears  that  Medicare  patients  may 
be  hurt  in  the  process.  Congress  is  seriously  con- 
sitlering  a Reagan  Administration  proposal  to 
freeze  Medicare  payments  to  physicians. 

1 he  jjowerful  Senate  Finance  Committee  has 
already  ajtproved  a more  limited  version  of  the 
proposal  and  a House  Commerce  health  Sub- 
committee has  hinted  that  it  might  move  in  the 
same  direction  if  it  could  find  some  way  to  assure 
that  physicians  wouldn't  simply  bill  their  patients 
for  fee  increases  not  jticked  up  by  Medicare. 

Under  the  original  proposal,  the  economic- 
index  that  governs  increases  in  the  maximum  pay- 


ments Medicare  will  make  for  a particular  service 
would  have  been  frozen  for  a year  at  the  1982/83 
level.  However,  the  index  is  updated  on  July  1 
each  year  and  rose  on  schedule  this  year  by  5.85%. 
Any  Congressional  action  now  will  have  to  roll 
the  index  back  to  its  1982/83  level. 

The  freeze  on  physician  fees  is  tempting  to 
Congressional  committees  charged  with  reducing 
Medicare  expenditures  because  it  is  estimated  to 
save  $700  million  in  1984  — more  than  enough 
to  meet  the  Congre,ssional  budget  resolution’s 
mandate  that  Medicare  expenditures  be  reduced 
by  $400  million  in  1984.  However,  the  budget- 
makers  also  say  Medicare  savings  should  not  come 
from  increased  costs  to  patients.  It  is  the  fear 
that  the  freeze  on  payments  to  physicians  may 
lead  to  cost  increases  for  patients  that  raises  tpies- 
tions  about  its  approval. 

The  Finance  Committee  avoided  the  questions 
raised  in  the  budget  resolution  directive  by  adopt- 
ing its  curbs  on  Medicare  payments  to  physicians 
as  a financing  mechanism  for  a health  plan  for 
the  unemployed  instead  of  as  a budget  proposal. 
Several  Finance  members  objected  to  the  tactic 
but  Finance  Chairman  Robert  Dole  (R-KS)  re- 
portedly wanted  to  expose  the  paradox  of  creat- 
ing a new  benefit  program  for  one  class  of  Ameri- 
cans while  Congress  is  engaged  in  cutting  bene- 
fits to  another  group. 

The  Finance  plan  also  contains  a significant 
modification.  Whereas  the  Administration’s  pro- 
posal would  have  applied  to  both  the  “customary” 
and  “prevailing”  fee  limits,  the  Finance  proposal 
would  freeze  only  the  “prevailing”  fee  limits.  The 
practical  effect  of  that  change  is  to  limit  the 
freeze  only  to  physicians  charging  Medicare’s  max- 
imum limits  rather  than  to  all  physician  fees.  As 
a result.  Finance  estimates  savings  from  the  pro- 
posal at  only  $325  million  in  FY  84  and  about 
$1.5  billion  over  the  following  two  years.  4’he 
remainder  of  the  $1.8  billion  recpiired  to  finance 
the  health  plan  for  the  unemployed  would  come 
from  increases  in  the  Medicare  Part  B premiums. 

I’he  House  Commerce  Health  Subcommittee 
is  also  looking  at  limits  on  ^^edicare  payments  to 
jthysicians.  However,  unlike  Finance,  the  Com- 
merce panel  is  considering  the  proposal  only  as 
part  of  its  budget  package. 

Commerce  subcommittee  Chairman  Rep.  Henry 
Waxman  (D-CA)  said  he  believes  it  “is  only 
natural  that  consideration  should  be  given  to 
controls  on  payments  to  physicians  — a group 
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which  has  so  far  largely  avoided  any  sacrifices  in 
the  effort  to  rediue  the  federal  deficit.”  Rut  he 
added  that  although  changes  are  needed  iti  Medi- 
care’s physician  leiinbursement  policies,  the 
limits  proposed  by  the  .Administration  “are  really 
no  more  than  back-door  increases  in  costs  to  the 
elderly.” 

During  a day-long  hearing  July  18,  W^axman 
and  other  subcommittee  members  repeatedly 
asked  witnesses  whether  the  freeze  on  Medicare 
payments  to  physicians  woidcl  result  in  increased 
costs  to  .Medicare  patients. 

Health  Care  Financing  Administration  head 
Carolyn  Davis,  Ph.D.,  defetided  the  freeze  on 
grounds  that  Medicare  physician  expenditures 
“have  been  increasing  by  highly  inflationary 
rates.  In  1982,  they  increased  21%  to  more  than 
.S13  billion,  and  they  arc  expected  to  rise  atiother 
19%  in  1983. 

Davis  also  maintained  that  freezing  pasments 
to  physicians  would  probably  have  only  a ‘‘mini- 
mal” impact  on  patients’  costs.  1 he  HCFA  ad- 
ministrator also  noted  that  the  American  Society 
of  Internal  Medicine  has  agreed  to  go  along  with 
a one-year  freeze  and  that  the  average  physician 
salary  was  $86,000  in  1981.  Medicare  assignment 
rates  have  been  growing  as  competition  heats  up 
among  physicians,  she  told  the  subcommittee,  so 
“I  don't  think  |jhysicians  necessarily  will  raise 
their  fees,” 

Jerald  Schenken,  Af.D.,  Vice  Chairman  ol  the 
American  .Medical  .Association’s  Council  on  Feg- 
islation,  disagreed.  “The  AMA  believes  it  is  in- 
appropriate for  the  government  to  freeze  profes- 
sional payments  under  Medicare  while  at  the 
same  time  allowing  payments  “to  other  suppliers 
of  goods  and  services  to  continue  without  a situ 
ilar  freeze,”  the  Omaha  pathologist  asseited. 

Furthermore,  he  observed,  the  freeze  could  be 
a “disincentive  to  physician  acceptance  of  Medi- 
care,” In  1982,  54.2%  of  total  charges  to  .Medi- 
care patients  and  52.8%  of  all  Medicare  claims 
were  assigned,  with  physicians  identilying  itiade- 
quate  Medicare  reimbitrsement  levels  as  a pri- 
mary reasem  for  not  taking  assignment.  By  iti- 
creasing  the  “disparity”  between  what  Medicate 
pays  and  what  other  patients  are  charged,  the 
freeze  could  lead  to  changes  in  assigntnent  rates 
and  “increased  costs  to  beneficiaries.” 

Fhe  Administration  has  suggested  other  bitdget 
citts  including  iticreases  in  the  Medicare  Part  B 


deductible  and  premiums,  both  of  which  are  sitp- 
jtortecl  by  the  AMA. 

Both  AVaxman  atid  Rep.  Ron  W'yden  (D-OR) 
scolded  the  AM.A  lor  favevring  increa.ses  in  .Medi- 
care patients’  costs  while  opjtosing  a ceiling  on 
physicians  fees.  “We  all  have  to  make  sacrifices 
but  your  testimony  doesn't  give  the  impression 
we’re  all  in  it  together,”  AVytlen  charged. 

Dr.  .Schenken  re])lied  that  while  the  .AMA 
would  prefer  no  changes  in  Medicare,  the  pro- 
gram’s budgetary  problems  necessitate  cuts,  and 
increases  in  Part  B premiums  and  deductibles 
“create  the  least  problems”  for  patients,  physicians 
and  (Congress.  He  added  that  the  .AMA  thinks 
the  increased  copayments  should  be  offset  by  a 
new  catastrojjhic  cost  benefit  in  Medicare. 

AV4ixman  and  AVytlen  also  pressed  HCk'.A  and 
AM.A  witnesses  to  cooperate  in  the  development 
of  directories  of  physicians  accepting  Medicare 
assignment. 

Fhe  k'inance  Committee  has  approved  a re- 
ejuirement  that  Medicare  contractors  develop 
directories  identifying  physicians  who  take  at 
least  25‘^’(,  of  Medicare  claims  on  assignment. 
HCF.A  has  developed  a directive  that  woidd  im- 
plement a similar  plan  as  of  July  1,  1984. 

Davis  s;iid  the  HCF.A  directive  is  being  re- 
viewed by  Department  of  Health  and  Human 
Services  lawyers  to  make  sure  it  doesn't  embroil 
the  department  in  litigation  similar  to  an  .AM.A 
and  Florida  Medical  .Association  suit  filed  in  1978 
to  prevent  release  of  a list  of  Medicare  payments 
to  all  physicians.  A Federal  District  Ciourt  in 
Floiida  ruled  that  the  list  was  invasion  of  phy- 
sicians' piivacy.  She  added  that  identifying  phy- 
sicians taking  assignment  “part  of  the  time”  may 
not  be  particuhu  ly  helpfid  to  .Afedicare  patients. 

The  Florida  suit  alleged  that  the  list  of  phy- 
sicians and  salaries  developed  by  HHS  was  in- 
accurate and  Dr.  Schenken  expressed  concern 
abevut  accurttcy  in  the  proposed  Medicare  di- 
rectories. He  added  that  patients  might  errone- 
ously assume  that  physicians  with  assignment 
rates  lower  than  the  25%  cutoff  do  not  take  as- 
signment on  any  cases. 

AVaxman  further  prodded  Dr.  Scheuken  to 
promise  that  physicians  will  not  increase  fees  to 
patients  if  Congress  freezes  Medicare  payments  to 
physicians. 

Dr.  Schenken  respotuled  that  .AM.A  Bresident 
Frank  Jiika,  M.D.,  has  asked  physicians  to  “use 
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reasonable  restraint”  in  their  fee  increases  and 
said  the  AMA  will  continue  to  encourage  re- 
straint. But  he  added  that  Medicare  fee  levels 
are  already  inadequate  and  said  the  final  determi- 
nation of  fees  is  strictly  up  to  the  physician  and 
his  patient. 

Waxman’s  panel  is  also  looking  at  alternatives 
to  the  Administration's  freeze  proposal.  Possi- 
bilities suggested  by  committee  members  and 
other  witnesses  include:  combining  the  freeze 
with  a mandate  that  physicians  treating  Medicare 
patients  accept  all  claims  on  assignment;  apply- 
ing Medicare  limits  to  only  those  physicians 
where  there  is  a surplus  supply;  mandating  as- 
signment or  freezing  payment  only  for  certain 
services  such  as  surgical  procedures;  moving  to 
negotiated  fee  schedules;  developing  financial 
and  administrative  incentives  to  physician  assign- 
ment; paying  physicians  on  the  basis  of  time  in- 
volved in  treatment;  integrating  the  physician 
payment  for  hospital  services  into  the  hospital 
diagnosis  lelated  group  (DRG);  and  developing 
Medicare  PPOs. 

Despite  the  Finance  Committee’s  action  on 
physician  reimbursement  limits  and  the  Com- 
merce Committee’s  interest,  final  approval  by 
Cfingress  is  far  from  assured.  The  Finance  plan 
would  have  to  be  ajjproved  by  the  Senate  and 
House  concurrence  lor  its  use  as  funding  for 
health  insurance  for  tlie  unemployed  would  be 
required.  It  is  also  possible  the  President  would 
veto  such  a plan. 

If  not  approved  as  funding  for  a health  plan 
for  the  unemployed,  a limit  on  physician  reim- 
bursement would  once  again  become  a budget 
issue  subject  to  complaints  it  does  not  meet  the 
directive  that  Medicare  cuts  not  affect  benefici- 
aries. Both  the  House  and  the  Senate  have  post- 
poned until  late  September  the  deadline  for  com- 
mittees to  complete  action  on  1984  budget 

recommendations. 

# # # * 

Baby  Doe  — Again 

If  the  government  lias  its  way,  hospitals  will 
once  again  be  required  to  post  warnings  that  it 
is  illegal  to  withliold  medical  treatment  from 
handicapped  newborns. 

After  months  of  deliberation,  the  Department 
of  Health  and  Human  Services  this  month  un- 
veiled its  new  version  of  the  controversial  “Baby 
Doe”  rule  that  was  struck  down  in  court  this 
spring. 


Critics  of  the  rule  charge  that  nothing  sub- 
stantial has  changed.  Instead  of  requiring  the 
posting  of  the  notice  in  delivery,  maternity,  and 
intensi\'e  care  wards,  the  rule  requires  that  the 
notice  be  posted  in  nursing  stations  and  the  rule- 
making  period  for  public  comment  has  been  ex- 
tended to  60  days,  instead  of  the  previous  15  days. 

“The  changes  don’t  obviate  our  concerns  with 
the  substance  of  the  rule,”  said  Elizabeth  B. 
Derter,  an  attorney  representing  the  American 
Academy  of  Pediatrics,  which  successfully  chal- 
lenged the  original  rule.  “The  actual  rule  has 
not  changed  at  all,”  she  said. 

Only  the  new  rule’s  long  preamble  and  ap- 
pendix make  concessions  to  physicians’  concerns. 
“(Federal  law)  does  not  compel  medical  person- 
nel to  attempt  to  perform  impossible  or  futile 
acts  or  therapies.  It  does  not  require  the  imposi- 
tion of  futile  therapies  which  merely  prolong 
the  process  of  dying,  such  as  a child  bom  with 
anencephaly  or  intra-cranial  bleeding,”  it  says. 
Nor  does  it  interfere  with  routine  medical  judg- 
ments about  care  of  premature  or  low  birth 
weight  infants,  the  rule  says. 

However,  a rule  is  needed  when  non-medical, 
or  “sidjjective,”  choices  arise,  it  says.  Judgments 
not  to  treat  an  infant  because  of  race,  physical 
disability,  or  mental  handicaps  are  not  medical 
judgments,  it  adds.  “Any  judgment  that  a per- 
son is  not  worthy  of  treatment  is  not  a medical 

judgment,  even  if  made  by  physician.” 

# # # # 

Pregnant  Women:  Don't  Use  Accutane 

Physicians  across  the  country  will  be  receiving 
“Dear  Doctor”  letters  reminding  them  that  the 
at  ne  drug  Accutane  should  not  lie  used  in  preg- 
nancy. WMmen  who  use  the  drug  should  also 
rely  on  an  effective  contraceptive,  according  to 
manufacturer  Hoffman-LaRoche. 

Three  women  who  took  the  drug  recently  de- 
livered infants  with  severe  central  nervous  system 
defects.  The  birth  defects,  which  are  similar  to 
those  seen  in  lab  animals,  will  not  cause  the  drug 
to  be  taken  off  the  market. 

Hoffman-LaRoche  also  plans  to  issue  special 
warning  stickers  to  pharmacies  and  revise  warn- 
ings on  package  inserts. 

# # # * 

AIDS  Hotline 

The  federal  government’s  new  AIDS  Hotline 
(800-342-AIDS)  will  expand  from  three  to  eight 
lines  to  handle  the  average  of  8,000  to  10,000  calls 
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it  I'cceives  each  day,  according  to  the  Public 
llealtli  Service. 

An  estimated  90%  ol  all  callers  ask  about  the 
symptoms  or  method  ol  transmission  of  disease. 
Others  give  details  of  their  sex  lives,  or  pro- 
claim .\1I)S  as  Ciod's  punishment  of  Iiomosexnals. 
Twenty-four  hours  a day,  callers  can  hear  a 3- 
minute  tape  recoicled  description  of  the  disease. 
Between  8:30  a.m.  and  aiSO  p.m.  (E.S'I  ),  Public 
Health  Ser\ice  employees  will  answer  a caller’s 
specific  (|uestions. 

riie  expanded  service  will  more  than  doidile 
the  capacity  of  the  PHS  to  handle  calls.  But 
Secretary  of  Health  and  Human  Services  Mar- 
garet M.  Heckler  atlvises  callers  who  are  unable 
to  get  through  to  keep  trying.  “I  intend  to  pro- 
vide these  people  with  all  the  help  and  informa- 
tion we  can,”  she  said. 

The  government  is  also  sending  an  8-page 
“AIDS  Information  Bulletin”  updated  the  first 
and  thiril  Monday  of  each  month  to  local  health 
departments.  The  bulletin  will  describe  Public 
Health  Service  investigations  into  AIDS  cause 
and  treatments.  Additionally,  a 2-page  leaflet 
called  “Facts  About  AIDS”  will  be  available  to 
the  public.  Copies  of  the  bulletin  and  leaflet  are 
available  by  writing  the  Public  Health  Service, 
Office  of  Public  .Affairs,  Room  72 HI,  200  Inde- 

jrendence  .Avenue,  SW,  ^Vashington,  D.  C.  20201. 
* * # * 

AIDS  Threatens  Blood  Supply 

Several  months  ago,  a young  "W’est  Coast  man 
who  was  a frecjuent  donor  of  blood  appeared  at 
his  physician's  office  showing  several  classic  symp- 
toms of  AIDS.  Wdthin  days,  ])lasma  manufacturer 
Travenol  Labs  traced  the  path  of  his  plasma  and 
discovered  that  187  vials  of  the  material  were  al- 
ready on  hospital  shelves.  .A  cjuickly-launched 
recall  of  the  product  soon  placed  the  material 
safely  in  company  storage. 

Plasma  manufacturers  say  that  this  incident 
jtroves  the  effectiveness  of  monitoring,  record- 
keeping,  and  tracking.  But  elsewhere  across  the 
country,  where  a total  of  17  hemophiliacs  have 
died  from  AIDS  thought  to  have  been  transmitted 
through  blood,  there  is  concern  that  this  type  of 
voluntary  recall  system  ])uts  hemophiliacs  at  un- 
necessary risk. 

In  July,  a Food  and  Drug  Administration  ad- 
visory panel  met  in  Washington  to  hear  manu- 
facturers’ and  hemophiliacs’  concerns.  Their  con- 
clusion: the  federal  government  shoidd  not  step 


in  and  demand  a recall  on  old  or  suspect  jdasma. 
I he  FDA  will  continue  to  advise  manufacturers, 
if  needed,  but  will  not  mandate  action. 

“We  just  can’t  justify  a recall  that  could  diy 
up  the  plasma  supply,  based  on  our  current  in- 
formation,” said  panel  member  Louis  W.  Sidli- 
van,  M.D.,  President  and  Dean  of  Morehouse 
School  of  Medicine.  Added  June  Osborne,  M.D., 
Professor  of  Pediatrics  and  Medical  Microbiology 
at  the  University  of  Wisconsin,  “If  we  recom- 
mend a resounding  federal  stance,  it  may  be  a 
long  time  before  we  can  reassess  and  undo  it. 
Science  is  moving  too  fast  to  warrant  a firm  fed- 
eral jiosition.” 

So  until  the  ajjpearance  c^f  an  AIDS  screening 
test  for  plasma,  the  characteristics  of  the  disease 
— a long  incubation  period,  high  mortality  rate, 
lack  of  apparent  infectious  organisms,  and  min- 
imal therapy  — will  continue  to  produce  uneasi- 
ness in  both  hemophiliacs  and  manufacturers. 

# * * * 

Pertussis  Vaccine 

I'he  diphtheria-tetanus-pertussis  (DP  I ) vacc  ine 
was  cast  into  the  national  limelight  last  year  with 
the  airing  of  the  controversial  television  docu- 
mentary “DPT:  Vaccine  Roulette.”  Footage  of 
writhing,  brain-damaged  children  sent  thousands 
of  parents  to  their  pediatricians,  cpiestioning  the 
need  for  the  mandatory  .shot.  Some  parents,  see- 
ing the  program,  reasoned  that  the  risks  ol  the 
vaccine  outweigh  its  benefits. 

A new  Public  Health  Service  report  now 
recommends  investigation  and  eventual  imprcne- 
ment  of  the  vaccine,  with  compensation  for  vac- 
cine-injured persons  in  the  meantime. 

I he  government  leport,  unveiled  last  month 
before  a hearing  of  the  Senate  C^ommittee  on 
Labor  and  Human  Resources,  recommends: 

— establishing  risk-benefit  discussions  between 
parents  and  physicians; 

— monitoring  incidence  and  severity  of  vaccine 
side  effects; 

— reporting  all  side  effects  to  manufacturers 
and  the  Centers  for  Disease  Control; 

— acceleratitig  the  development  and  testing  of 
improved  vaccines. 

’I  he  new  re|)c)rt’s  urging  of  government  sup- 
port — through  grant  contracts  and  NIH  vaccine 
evaluation  units  — may  accelerate  the  search  lot 
a better  vaccine.  Three  commercial  vaccine  manu- 
facturers are  now  attempting  to  acejuire  a new 
Japanese  acellular  vaccine,  or  at  least  the  \ac- 
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cine's  manufacturing  process;  others  are  consider- 
ing U.  S.  development  of  a similar  product.  In 
the  future,  manufacturers  hope  to  produce  more 
specific  and  highly  purified  proteins  for  use  as 
immunogens. 

Federal  compensation  for  vaccine-related  in- 
juries is  al.so  suggested  by  the  report.  Supjxirters 
of  a compensation  program  have  long  argued  that 
the  public,  not  the  individual,  benefits  from  man- 
tlatory  vaccination  programs,  so  the  public  should 
be  prepared  to  pay  for  any  injuries  an  individual 
may  experience.  But  for  the  first  time,  the  PHS 
recommends  that  the  De])artment  of  Health  and 
Human  Services  consider  vaccine  compensation. 

.\  compensation  liill  — to  be  introduced  by  Sen. 
Paula  Hawkins  (R-FL)  in  -September  after  agree- 
ment between  the  .\merican  Academy  of  Pedi- 
atrics and  a parents  group  called  Dissatisfied  Par- 
ents Fogether  — already  waits  on  the  legislative 
hori/on.  One  pro\ision,  already  agreed  upon, 
can  be  expected:  a simple,  speedy,  inexpensive, 
and  no-fault  federal  program.  The  bill  should 
ensure  that  the  aw'ard  of  compensation  wdll  not 
depend  on  identification  of  the  vaccine  manu- 
facturer, proof  of  negligence  by  the  doctor,  or  a 
defect  in  the  vaccine  itself,  parents  and  pedia- 
tricians have  agreed. 

^’et  there  is  still  sidistantial  debate  over  spe- 
cilic  points  in  the  liill.  Parents  believe  compen- 
sation should  be  available  regarclle.ss  of  how  long 
ago  the  injury  occurred:  pediatricians  lielieve 
there  should  be  a time  limit  on  injuries  suffered 
alter  vacc  itiation.  Parents  urge  mandatory  report- 
itig  on  CDC  of  all  side  effects,  replacing  the 
current  jxissive  and  voluntary  system;  pediatri- 
cians should  bear  the  primary  financial  burden 
of  the  system;  jiediatricians  will  recommend  that 
the  costs  of  the  program  be  raised  by  a surcharge 
on  the  vaccine,  thus  indirectly  taxing  the  vaccine 
recipient. 

# # # * 

Video  Terminals  Not  Harmful 

In  many  instances,  video  display  terminals 
(\’DTs)  have  been  intrc^duced  into  w'ork|jlaces 
with  little  attention  to  human  factors,  illumina- 
tion engineering,  or  industrial  and  organizational 
psychology,  a National  Academy  of  Sciences  re- 
search panel  has  concluded. 

“W'e  strongly  recommend  that  manufacturers 
and  users  of  VD  1 ecptipment  draw  upon  avail- 
able scientific  data  in  designing  and  selecting 


VDT  w'ork  and  ecjuipment,”  the  panel’s  report 
says. 

As  the  use  of  VDTs  have  increased  — an  esti- 
mated 10  million  terminals  are  now'  used  by 
clerical  workers,  typesetters,  computer  program- 
mers, writers,  editors,  and  air  traffic  controllers  — 
so  have  worker  complaints.  Blurred  vision,  tired 
eyes,  muscular  aches  and  stress  are  the  most  com- 
mon VDT-associated  health  problems. 

But  it  is  the  condition  of  employment  — such 
as  poor  lighting,  repetitive  tasks,  and  a poorly  de- 
signed workstation  — that  may  prompt  worker 
complaints,  the  panel  said. 

Based  on  the  panel’s  review  of  current  litera- 
ture for  the  National  Institute  of  Occupational 
Health  and  Safety,  they  concluded:  “It  seems 
likely  that  with  proper  design  of  VDT  display 
characteristics,  workplace  lighting,  workstations, 
and  jobs,  VDT  work  need  not  cause  any  unique 
visual  problems.’’ 

The  common  visual  fatigue  associated  with 
VDT  use  seems  similar  to  the  temporary  fatigue 
associated  with  other  close  visual  tasks.  However, 
some  visual  problems  are  unique  to  VDTs:  oculo- 
motor discomfort,  produced  by  frequent  focusing 
and  back-and-forth  glances  between  written  and 
visual  test  at  difference  distances:  a phototrophic 
response,  causing  the  operator’s  eyes  to  move 
away  from  the  display  image  towards  reflected 
images  on  the  screen;  and  strain  resulting  from 
VDT  screens  positioned  at  angles  or  distances  in- 
compatible with  bifocal  eyeglasses. 

The  lighting  in  most  offices  is  designed  for 
work  at  a vertical  level;  VDT  screens,  however, 
me  horizontal  and  develop  glare.  Special  filters, 
while  reducing  glare,  may  also  reduce  the  quality 
of  luminance  of  the  display  image.  So  filters 
should  be  used  only  as  a supplement,  not  a re- 
placement, for  proper  lighting,  the  panel  sug- 
gested. 

It  is  “highly  improbable’’  that  the  radiation 
emitted  by  VDTs  causes  cataracts,  the  panel  con- 
cluded. Animal  and  human  studies  show  that  the 
levels  of  radiation  required  to  produce  cataracts 
are  thousands  to  millions  of  time  higher  than 
levels  of  radiation  emitted  by  VDTs.  Common 
fluorescent  lights,  sunshine,  and  other  sources  of 
radiation  are  more  hazardous,  according  to  the 
panel. 

Most  complaints  are  reported  by  w'orkers  who 
must  perform  single  tasks  all  day,  receiving  little 
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pay  and  few  ie,sponsil)ilities,  in  jobs  that  stillc 
initiative,  creativity,  and  a sense  of  achievement. 
Stress  may  l)e  influenced  l)y  work  complexity,  the 
size  of  tlie  workload,  computer  system  break- 
dcnvns  and  processing  delays,  and  threat  of  job 
loss.  VD'r  health  problems  are  caused  by  jolis 
“in  which  the  work  is  not  organized  with  the 
worker  in  mind,  and  are  not  inherent  to  VD  I 
technology  and  software.” 

It  is  too  scK)n  to  establish  the  mandatory  stand- 
ards for  \'I)  r design  and  u.se  already  adopted  by 
several  European  countries,  the  panel  advised. 
Rigid  standards  could  stifle  technological  im- 
provements, moreover,  simplified  specifications 
can  be  “misleading  and  seductively  comforting," 
it  said. 

* * * * 

Abortion  Funding  Cuts  Sought 

Supporters  of  a bill  that  would  bar  federal 
funding  of  abortion  are  searching  for  the  2 IS 
congressional  signatures  needed  to  get  the  legisla- 
tion out  of  various  committees  cnito  the  House 
floor. 

If  their  petition  drive  is  successful,  the  bill  will 
bypass  the  four  full  committees  and  several  sub- 
committees where  it  is  now  languishing. 

The  bill,  HR  618,  would  impose  a ban  on  fed- 
eral funding  for  all  abortions  except  those  to  save 
a pregnant  woman’s  life;  bar  federal  funds  for 
insurance  policies  if  they  cover  abortions:  with- 
hold federal  aid  from  hospitals  that  fail  to  pro- 
\ide  food  or  medical  treatment  for  handicapped 
newdiorns;  and  encourage  states  to  enact  new  anti- 
abortion laws. 

The  AMA,  in  a recent  statement  to  the  chair- 
men of  the  four  committees  where  the  l)ill  awaits 
action,  expressed  its  opposition  to  any  legislation 
that  uses  health  care  funding  mechanisms  to  deny 
medical  care.  I'he  insurance  provision  of  the  bill 
would  deny  medical  care  to  those  served  by  fed- 
eral agencies  such  as  the  Department  of  Defense 
or  Indian  Health  Services  or  those  on  federal  pro- 
grams such  as  Medicaid,  CHAMPHS,  or  Federal 
Employees  Health  Benefit  Plan. 

# # # * 

DR.  WEBER  ELECTED  SECRETARY 

Dr.  J ames  R.  Weber  of  Jacksonville  was  elected 
by  the  Council  of  the  Arkansas  Medical  Society 
to  succeed  the  late  Dr.  Elvin  Shuffield  as  secretary 
of  the  Arkansas  Medical  Society. 

Dr.  Weber  is  a Family  Physician  practicing  in 
Jacksonville.  He  has  been  active  in  organized 
medicine  on  the  county.  State  and  national  level. 


TAMES  R.  WEBER,  M D. 


His  early  years  were  spent  in  Nebraska.  He  was 
graduated  from  high  school  at  Holdretlge,  Ne- 
braska, as  class  Salutatorian.  He  received  a Bach- 
elor's Degree  in  General  Agriculture  from  the 
University  of  Nebraska.  While  at  the  University, 
he  received  the  AkSarBen  Scholarshi])  lor  aca- 
demic achievement  and  was  a member  of  .\lpha 
Zeta  Honor  Society.  He  was  also  a member  ol 
the  Farmhouse  Social  Fraternity. 

Dr.  Weber  was  graduated  from  the  Nebraska 
(Jollege  of  Medicine  in  Omaha  in  19,57.  He  re- 
ceived the  Ebeu  j.  (^arey  Award  in  Anatomy  for 
attaining  the  highest  grades  in  his  freshman  med- 
ical school  cla,ss.  He  served  a rotating  internship 
at  .Madigan  Army  Hos})ital  in  'Facoma,  Wash- 
ington. 

From  19.58  through  1961,  Dr.  Weljer  served 
with  llie  United  States  Air  Force  Medical  Corps 
as  a general  medical  officer. 

Dr.  Weber  was  in  a Fellowshij)  in  OlTStetrics 
and  Gynecology  at  the  Ibiiversity  ol  Arkansas 
.Medical  Center  at  Little  Rock  in  19(il. 

He  is  a Diplomate  of  the  American  Board  ol 
Family  Practice,  having  been  recertifieil  tor  the 
second  time  in  1982.  He  is  a Charter  ITIlow  of 
the  American  Academy  of  Family  Physicians. 

Dr.  W’eber  has  been  very  involvetl  with  Family 
Practice  and  the  .\cademy  of  Family  Physicians. 
He  is  a past  jrresident  of  the  .Arkansas  Academy 
of  Family  Physicians,  he  has  served  as  chairman 
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of  the  Scientific  program  committee  of  tlie  Ameri- 
can Academy  of  Family  Physicians,  and  he  has 
been  an  alternate  delegate  from  Arkansas  to  the 
American  Academy  of  F’amily  Physicians  since 
1980.  He  is  a member  of  the  Board  of  the  Ar- 
kansas Academy  of  Family  Physicians.  He  is  an 
.Assistant  Clinical  Professor  of  the  Department  of 
Family  and  Community  Medicine  at  the  Univer- 
sity of  .Arkansas  College  of  Medicine,  a position 
he  has  held  since  1970.  The  second  and  third 
year  Family  Practice  residents  from  the  Univer 
sity  Medical  School  rotate  through  his  office  and 
hospital  practice  as  part  of  the  residency  program. 

Dr.  Weber  has  represented  the  Pulaski  County 
Medical  Society  in  the  House  of  Delegates  of  the 
.Arkansas  Medical  Society  for  a number  of  years. 
He  has  served  the  Arkansas  Medical  Society  as 
chairman  of  the  Committee  on  Medical  Legisla- 
tion since  1979.  He  is  a member  of  the  Board  of 
Trustees  of  the  .Arkansas  Medical  Society  Pension 
Trust,  is  a member  of  the  Society’s  Executive 


Committee,  and  is  a member  of  the  Board  of 
Frustees  of  the  newly-created  .Arkansas  Medical 
Society  State  Legislative  Fund.  He  was  elected  to 
the  position  of  Secretary  of  the  Society  in  July 
1983. 

In  addition  to  his  Medical  Society  and  Academy 
memberships,  his  participation  in  medical  or- 
ganizations include  the  Southern  Medical  .Asso- 
ciation and  the  .American  College  of  Cryosurgery. 

Dr.  AVTber  also  sers  es  on  the  Board  of  Directors 
of  the  .Arkansas  Foundation  for  .Afedical  Care. 
Fie  is  a memlter  of  the  Board  of  Trustees  of  Ar- 
kansas Blue  Cross- Blue  Shield  and  a member  of 
the  Medical  Services  Review  Committee  of  that 
organization.  He  was  chief  of  staff  at  Rebsamen 
Alemorial  Hospital  in  1970  and  1979. 

Dr.  AVTber  was  president  of  the  .Arkansas  Polled 
Hereford  Breeders  .Association  in  1970-71. 

He  is  married  to  the  former  Cynthia  Weintraub 
and  has  five  children  — Jodi,  Todtl,  Dana,  .Amy 
and  .Allen. 
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Category  1 

Continuing  Medical  Education 
Programs  Available  in 
Arkansas 


EVALUATION  OF  THYROID  FUNCTION 
AND  DYSFUNCTION 

Presented  by  Leslie  J.  DeGroot,  M.D.,  Professor 
of  Aledicine,  FIniversity  of  Chicago,  November 
15,  7 :()()  p.m.,  Educational  Building,  Baxter  Coun- 
ty Regional  Hosjhtal,  Mountain  Home.  Two 
hours  Category  I credit.  No  registration  fee. 

EMERGENCY  MEDICINE  UPDATE 

Presented  by  Marvin  I.eibovich,  M.D.,  Novem- 
ber 17,  7:15  a.m.  to  5:30  p.m.  and  November  IS, 
8:00  a.m.  to  5:30  p.rn.,  Shuffield  .Auditorium,  Bap- 
tist Medical  Center.  .Seventeen  hours  Category  I 
credit.  F'ee:  physicians  $1.50;  nurses,  paramedics 
and  other  health  related  personnel  S50. 


ATLS  CONFERENCE 

Presented  by  Pat  Osam,  M.D.,  December  3-4,. 
8:00  a.m.  to  6:00  p.m.,  U.AMS  Education  II  Build- 
ing, Little  Rock.  Sponsored  by  U.AMS.  Sixteen 
hours  Category  I credit.  Registration  fee:  $375. 

PARENTERAL  NUTRITION  SUPPORT 
OF  THE  HOSPITALIZED  PATIENT 

Presented  by  Krishnan  Sirran,  M.D.,  Depart- 
ment of  Surgery,  University  of  Chicago  Medical 
Center,  December  15,  7:00  p.m.,  In-.Service  Edu- 
cation Building,  Baxter  County  Regional  Hos- 
pital, Mountain  Home.  Two  hours  Category  I 
credit.  No  registration  fee. 


RECURRING  EDUCATION  PROGRAMS 

Unless  otherwise  indicated,  programs  are  for  one  to  two  hours  Catcgt)iy  I credit. 

EL  DORADO  — AHEC- SOUTH  ARKANS.AS 

Surgical  Conference,  first,  second  and  third  Moiuiay,  12:45  p.m.  to  1:30  |j.m.,  ,VHEC  South  .\rkansas. 

Pathology  Conference,  second  Tuesday,  12:30  p.m.  to  1:30  p.m.,  .MIKC-South  .Xrkan.'as. 

As  organizations  accredited  for  continuing  medical  education  by  the  Liaison  Committee  on  Continuing  Medical  Education,  the  organizations 
named  certify  that  these  continuing  medical  education  activities  meet  the  criteria  for  the  credit  hours  specified  in  Category  I of  the  Physician’s 
Recognition  Award  of  the  American  Medical  Association. 
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i'.oll)oscop\  ■ Pajf  Sinrnr  , loiiilli  liicsdin,  12:00  noon  to  1:00  p.in.,  A 1 IKC South  Atkansas. 

Internal  Meilidnc  C.onference,  iiist.  sotond  and  lonilh  Wctlncstlav,  12:1.")  p in.  to  1:30  |).ni,,  All l-’C ■ .South  .\tkatisas. 
C.liest  Conference . third  \\  I'diu'sdav,  12:30  |).in.  to  1:30  p in.,  Warnci  Brow  i.  Hospital. 

Obstetrics  - Gynecology  Confoence,  second  and  lointli  I'litttsday,  12:1.3  ji.tn.  to  1:30  jr.tn..  AHF.C-Sotith  ,\ikansa.s. 
Ileliavioral  Sciences  Conference.  Hist  and  lonith  liidav.  12:15  p.in.  to  1:30  p.iii.,  .\1  IF.C.  - South  .Vikati.sas. 

Pediatric  Conference,  second  and  third  Ftidav.  12:30  p.in.  to  1:30  ]).tn.  (second  Friday,  Warner  BrotMi  Hospital,  tliird  Fri- 
day, I'tiioti  .Medical  (lenter). 

FAYETTEVILLE  — AHEC-NORTHWEST 

Medicine  Teaching  Conference,  each  Saturday.  7:30  a. in.  to  8:30  a. in.,  AVashington  Regional  .Medical  Hentcr.  Baker  Coii- 
fcretice  room. 

FAYETTEVILLE  — VA  MEDICAL  CENTER 

Pathology  Conference,  thiril  1 hnrsday.  3:00  p.m.,  Conferciue  Room. 

Radiology  Conference,  first  and  thiril  I hiii'dav.  1:00  p.m..  Ciotiferencc  Room. 

Mortality  Conference , second  1 luirsclay.  3:00  p.m.,  Conference  Room. 

Peer  Exchange,  Xori'inher:  “Cardicrlogy,”  Joseph  F'ranciosa.  M.D.;  December:  ■'Infections  Disease,  " Robert  Bradsher,  M.D. 

JONESBORO  — AHEC- NORTHEAST 

Interesting  Case  Conference,  second  atid  fonith  I nesday,  12:00  noon.  St.  Bernard’s  Dietary  Conference  Room. 

Methodist  Hospital  of  Jonesboro  CMF.  Staff  Conference,  second  1 tiesday,  7:30  |).m.,  Methodist  Hospital  of  Jonesboro 
Cafeteria. 

Monthly  Medical  Lecture  Series,  third  1 tiesday,  7:30  jj.ni.,  rotates  each  month  between  5Valmit  Ridge  and  Pocahontas. 
Monthly  Perinatal  Conference,  second  Wednesday,  12:00  noon.  St.  Bernard"s  Dietary  Conference  Room. 

Tumor  Conference,  fourth  ^\'ednesday.  12:00  noon.  St.  Bernard"s  Dietary  Conference  Room. 

AHEC  fVeekly  Lecture  Series,  each  Friday.  12:00  noon,  ffl  Stroud  Hall,  St.  Bernard"s  .\nnex  Building. 

Chest  Conference,  third  Friday.  12:00  noon.  St.  Bernard's  Dietary  Conference  Room. 

Arkansas  Methodist  Hospital  CME  Conference,  last  Friday,  7:00  a.m.,  AMH.  Paragonld. 

LITTLE  ROCK — ARKANSAS  CHILDREN’S  HOSPITAL 

Pediatric  Radiology j Genetics  Conference,  each  Monday,  12:00  noon.  Second  Floor  Classroom. 

Pediatric  Grand  Rounds,  each  Tuesday,  8:00  a.m..  Physicians’  Second  Floor  Classroom. 

Primary  Care  Seminar  and.  Case  Presentation,  each  Wednesday,  8:15  a.m.,  .\CH  Clinic  Conference  Room. 

Respiratory  Care  Case  Conference,  each  ^Vednesday,  1:00  p.m..  Second  Floor  Clas.sroom. 

Infectious  Disease  Conference,  second  ^Vedncsday,  12:00  noon.  Second  Floor  Classroom. 

Problem  Case  Conference,  each  Thursday,  12:00  noon.  Second  Floor  Classroom. 

LITTLE  ROCK  — BAPTIST  MEDICAL  CENTER 

Pulmonary  Conference,  each  Tue.'day,  12:00  noon  to  1:00  p.m.,  .\uditorinni, 

E?nergency  Medicine  Conference,  first  ^Vcdnesday,  12:30  p.m.  to  1:30  jr.m..  Conference  Room  Jf],  (kWCKl.I.KD  IN 

i\o\f:mbi' R. 

Case  of  the  Month,  second  and  fourth  Wednesday,  12:00  noon  to  1:00  p.m..  Conference  Room 

General  Internal  Medicine  Conference,  third  Wednesday,  12:00  noon  to  1:00  p.m..  Conference  Room  Jf:\. 

Renal  Conference,  fifth  or  last  Wednesday  each  niontli,  12:00  noon  to  1:00  p.m..  Conference  Room  I . (When  there  arc 
four  W'ednesdays  in  the  month,  conference  will  be  on  fourth  AVednesday  and  there  will  only  be  one  Case  of  the 
Month  Conference.) 

Morbidity  and  Mortality  Conference,  first  1 hnrsdav,  8:00  a.m.  to  9:00  a.m..  Conference  Room  ^1. 

Surgery  Conference,  second,  third,  fourth  and  fifth  1 hursday,  8:00  a.m.  to  9:00  a.m..  Conference  Room  I . 
Anesthesiology  Conference,  third  Thursday,  7:00  a.m.  to  8:00  a.m..  Conference  Room  Jfl. 

Cardiology  Conference,  fourth  Tiiursday,  7:00  a.m.  to  8:00  a.m..  Conference  Room  Jf:\. 

Cardiopulmonary  Resuscitation  Course,  fourth  riiiirsday.  7:00  p.m.  to  1:00  a.m.,  Shnffield  Auditorium.  Six  hours  Cate- 
gory I credit.  (Pre-registration  with  De|)aitment  of  Medical  Education  reipiired,  phone  227-2672.) 

LITTLE  ROCK  — ST.  VINCENT  INFIRMARY 

Interhospital  C,I  Problems  Conference , first  Monday.  6:00  p.m.  to  7:30  |).ni..  Room  F,155,  F.dncation  ^Ving, 

Pediatric  Conference,  first  'Fuesday,  12:30  jr.in.  to  1:30  p.m..  Room  E159.  E.ducation  'Wing. 

Interhospital  Trology  Grand  Rounds,  first  "Fuesday,  5:30  ]).m.  to  6:30  p.m..  Room  E159,  Education  CVing. 

Gynecology  Conference,  second  Tuesday,  5:30  |).m.  to  6:30  p.m..  Radiology  Classroom  ,S1025. 

Meuropathology  Conference,  third  Tuesday,  5:30  p.m.  to  6:30  p.m..  Room  SlltiO,  Laboratory. 

Peripheral  Vascular  Disease  Conference,  third  1 tiesday,  6:00  p.m.  to  7:00  p.m..  Room  El 59,  Education  Wing. 
Pulmonary  Conference,  first  and  third  Thursday,  12:00  noon  to  1:00  p.m..  Room  E.1.59,  Education  5\'ing. 

Hematology  - Oncology  Conference,  second  "I  hursday,  12:00  noon  to  1:00  p.m..  Room  .SI  169,  Laboratory. 

Cardiology  Conference,  fourth  Thursday,  12:00  noon  to  1:00  ]j.m..  Room  FT55,  Fducation  CVing. 

LITTLE  ROCK  — UNIVERSITY  OF  ARKANSAS  ET)R  MEDICAL  SCIENCES 

Grand  Round  Series,  each  "1  hursday,  12:00  noon  to  1:00  p.m..  Child  Study  Center  .Xuditorium. 
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DR.  CADWALLADER 

Dr.  Chester  S.  Cadwallader  has  joined  Drs. 
Diane  Lepore  and  Robert  Nelson  for  the  inac- 
tice  of  Physical  Medicine  and  Rehabilitation  at 
1120  Marshall  in  Little  Rock. 

DR.  GOODIN  SPEAKS 

Dr.  W.  H.  Goodin  was  a guest  speaker  at  a 
recent  meeting  of  the  Batesville  Kiwanis  Chdr. 

DR.  LAHR  LOCATES 

Dr.  Charles  H.  Lahr  has  joined  the  Millard- 
Henry  Clinic  in  Russellville  for  the  practice  of 
Obstetrics  and  Gynecology. 

DR.  WILSON  TRUSTEE 

Dr.  .Steve  Wilson  of  Fort  Smith  has  been  named 
a trustee  for  the  Crawford  County  Memorial  Hos- 
pital in  Van  Buren. 

DR.  SHORTS 

Dr.  Stephen  D.  Shorts  has  joined  Drs.  J.  Wayne 
Buckley  and  Lloyd  Langston  at  the  Pine  Bluff 
Ear,  Nose  and  d hroat  Clinic  at  1408  \Wst  43rd 
in  Pine  Bluff. 

DR.  SMITH  IS  SPEAKER 

Dr.  Robert  ].  Smith  of  Pine  Bluff  presentetl  a 
pajjer  entitled  “llnusual  Cases  of  Gastrointestinal 
Bleeding  (four  gastric  and  two  small  leiomyomas)” 
to  the  Surgical  Section  of  the  National  Medical 
Association  on  August  1.  The  following  day,  he 
presented  the  Sinkler  Memorial  Lecture  to  the 
Surgical  Section  of  the  A.ssociation;  that  paper 
was  entitled  “A  Personal  Experience  with  Breast 
Disease  in  One  General  Surgeon's  Practice.” 

On  August  5,  in  I.ittle  Rock,  Dr.  Smith  was 
the  luncheon  speaker  for  the  Summer  Enrich- 
ment Program  for  Minority  Students  at  the  Uni- 
versity of  Arkansas  Medical  Center. 

DR.  ELLIOTT  NAMED  FELLOW 

Dr.  Robert  Elliott  of  Searcy  was  named  a Eel- 
low  of  the  American  College  of  Radiology  during 
the  organization's  recent  annual  meeting. 

DR.  PIERCE  LOCATES 

Dr.  Trent  Pierce  has  opened  his  oflice  for  the 
practice  of  Family  Medicine  at  228  Tyler  in  "West 
Memphis. 

DR.  REDMAN  CHIEF 

Dr.  John  Redman  of  Little  Rock  has  been 
named  chief  of  staff  at  Arkansas  Children’s  Hos- 
pital. He  succeeds  Dr.  W.  T.  Dungan. 

DR.  FINFRECK 

Dr.  Bill  Finfreck  has  recently  established  his 


medical  practice  with  the  Eureka  Springs  Clinic. 
He  specializes  in  Family  Practice. 

DR.  OGLESBY  PRESENTS  WORKSHOP 

Dr.  Nita  Oglesby  of  Heber  Springs  recently 
presented  a workshop  on  breast  self  examination 
at  the  Cleburne  County  Hospital. 

CLAY  COUNTY  GAINS  PHYSICIANS 

Fwo  doctors  have  joined  the  Kneibert  Clinic 
Medical  Group  in  Clay  County.  Dr.  Gary  Daus- 
mann,  a Family  Physician,  is  a native  of  Morton, 
Illinois.  Dr.  Mark  Bauman,  an  Internist,  is  a 
native  of  Stoutland,  Missouri. 

DARDANELLE  HOSPITAL  OFFICERS 

Dr.  Jerry  Hodges  is  the  newly  elected  chairman 
of  the  Board  of  Directors  of  Dardanelle  Hospital. 

Dr.  James  Maupin  is  the  new  Chief  of  Staff  at 
Dardanelle  Hospital:  he  succeeds  Dr.  Gene  D. 
Ring. 

DR.  LAWRENCE  PROMOTED 

Dr.  Frank  I.awrence  of  Russellville  has  been 
promoted  to  Colonel  in  the  United  States  Army 
Reserve.  Dr.  Law'rence  is  commander  of  the  180th 
Station  Hospital  at  Camp  Robinson. 

DR.  YOUNG  ON  TASK  FORCE 

Dr.  Michael  Young  of  Prescott  has  been  ap- 
pointed by  the  Governor  to  a task  force  on  child 
abuse. 

DR.  IRWIN  ELECTED 

Dr.  Raymond  Irwin  of  Pine  Bluff  has  been 
elected  to  the  Board  of  Directors  of  National 
Credit  Corporation. 

DR.  WILLS 

Dr.  Paul  Whlls  of  Fort  Smith  spoke  to  the 
Van  Buren  Rotary  Clulj  on  his  recent  trip  to 
Russia.  Dr.  Wills  was  a member  of  a group  of 
150  American  doctors  who  got  an  official  tour  of 
the  Communist  nation. 

DR.  CRUMPLER  APPOINTED 

Dr.  Joe  Crumpler  of  Russellville  has  been  ap- 
pointed liaison  fellow  of  the  Commission  on 
Cancer  Program  at  St.  Mary’s  Hospital.  The  ap- 
pointment was  by  the  cancer  department  of  the 
American  College  of  Surgeons. 

DR.  GREEN  CHAIRMAN 

Dr.  Horace  Green  of  Pine  Bluff  is  the  newly 
elected  chairman  of  the  Arkansas  Chapter  of  the 
American  Academy  of  Pediatrics. 

DR.  HIGLEY  LOCATES 

Dr.  George  B.  Higley  has  opened  an  office  in 
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tlie  Medical  Pla/a  in  Bl\ theville.  lie  specializes 
in  Orthopaedic  Surgery. 

DR.  WALSH  LOCATES 

Dr.  Beiijaniiii  |.  W’alsli,  a Family  Pliysician, 
has  opened  an  otlice  at  ,S1()  Xortli  .\labama  in 
Caossett. 

DR.  STEADMAN  NAMED 

Dr.  Hunter  Stetidman  ol  Bentoinille  has  been 
named  Ohief  ol  Stall  at  Bates  Memorial  Hosjrital. 

DR.  HOLZNER 

Dr.  Charles  Hol/ner  lias  joined  Dr.  Merrill  J. 
Osborne  in  Blytheville  lor  the  practice  ol  Internal 
Medicine. 

DR.  MARTINDALE  SPEAKS 

Dr.  Joe  Martiiulale  ol  Benton  recently  spoke  to 
a United  Methodist  Youth  group  on  alcohol  and 
drug  abuse. 

DR.  SCOTT  IN  BATESVILLE 

Dr.  John  Scott  has  joined  Dr.  Robert  Baker  at 
the  Batesville  F'amily  Practice  Clinic. 

DR.  BLUE 

Dr.  Leon  Bine  gave  a pre.sentation  on  the  Innc- 
tion  ol  the  heart  at  a recent  meeting  ol  the  Searcy 
Optimist  Club. 

DR.  WESTWOOD  LOCATES 

Dr.  John  J.  Westwood  has  opened  an  ollice  in 
Plainview  lor  General  Practice. 

HEALTH  PROGRAM 

St.  Mary-Rogers  Memorial  Hospital  Depart- 
ment ol  Education  sponsored  a program  on  health 
problems  ol  school-age  children.  Dr.  Richard 
Knight  ol  Rogers  spoke  on  the  asthmatic  and 
hyperactive  child;  Dr.  Barry  Allen  ol  Rogers  sjioke 
on  diabetes  in  young  people;  and  Dr.  Michael 
Reese,  chairman  ol  St.  Mary's  Emergency  Services 
Committee,  spoke  on  lirst  aid. 

DR.  RODGERS  PRESIDENT 

Dr.  Charles  Rodgers  ol  I.ittle  Rock  is  the  new 
president  ol  the  .\rkansas  Academy  ol  Family 
Physicians.  Other  ollicers  are  Dr.  Robert  Ether- 
ington  ol  Eureka  Springs,  president-elect;  Dr.  Cal 
Sanders  of  Camden,  vice  president;  and  Dr.  Les 
Anderson  of  Lonoke,  secretary-treasurer. 

DR.  SULLIVAN  IN  OZARK 

Dr.  Christopher  Sullivan  has  joined  Drs.  Lorn 
Jefferson,  Christina  Jefferson,  John  Smith  and 
Les  Berenson  at  Ozark  Specialties  Clinic.  Dr. 
Sullivan  specializes  in  Internal  Medicine. 

DR.  MOORE  CHAIRMAN 

Dr.  John  Flenry  Moore  of  El  Dorado  is  the  1984 
general  chairman  of  the  Union  County  United 
Way  Drive. 


DR.  DANIEL  SPEAKS 

Dr.  Frank  Daniel  ol  De(.)ueen  spoke  to  the 
Rotary  Club  on  health  care  in  Russia  and  China 
and  his  general  impressions  ol  those  countries. 

Dr.  Daniel  was  a member  ol  a group  ol  Arkan- 
sas physicians  who  partitipated  in  a medical  ex- 
change program. 

MACHINE  DONATED 

The  Washington  Ciounty  Medical  Society  do- 
nated a bidling /shampooing  machine  to  Home- 
Maid.  Inc.,  a division  of  Lile  Styles.  Life  Styles 
is  a residential  living  and  training  facility  for  de- 
velo])mentally  disabled  adults. 

DR.  McKenzie  honored 

Dr.  Jim  McKenzie  ol  Hoj^e  was  honored  with  a 
reception  lor  his  fifty  years  of  service  to  the 
community. 

DR.  SMOOT 

Dr.  John  Smoot  was  recently  recognized  lor 
tw’enty  years  ol  service  to  the  Radiology  Depart- 
ment ol  Randolph  Ciounty  Memorial  Hospital 
and  Randolph  County  Medical  Center.  A recep- 
tion was  held  in  his  honor. 

DR.  PREWITT  ELECTED  GOVERNOR 

Dr.  "Fay lor  A.  Prewitt  of  Fort  Smith  has  been 
elected  Governor  for  Aikansas  by  the  American 
College  of  Cardiology  Board  ol  "Frustees.  He  will 
serve  in  the  position  lor  three  years. 

DR.  HARBIN  LOCATES 

Dr.  James  Harbin  has  opened  an  ollice  in  the 
White  River  Medical  Arts  Building  in  Batesville. 
Dr.  Harbin  specializes  in  Family  Medicine. 

DR.  HUTSON  JOINS  CLINIC 

Dr.  Sandy  Hutson  has  joined  Dr.  Guy  EJlrich 
at  the  Paris  Clinic.  Dr.  Hutson  s|)Ccializes  in 
Family  .Medicine. 


THINGS 


V 

COME 


MARCH  21-24,  1984 

Otitis  Media  Syiuposiitm  and  Foartli  Annua] 
Pediatric  Infectious  Disease  Seminar.  Sponsored 
by  the  Department  of  Pediatrics,  The  Ibiiversity 
of  Texas  Health  Science  Center  at  Dallas,  South- 
western Medical  School.  Las  Vegas  Hilton  Hotel. 
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Things  to  Come 


rwcnly  hours  Category  I,  AMA.  Approved  for 
PREP  credit  by  the  American  Academy  of  Pecti- 
atrics.  E'ee:  $250;  $175  for  residents. 

For  further  information,  contact  Marian 
Tioup,  Seminar  Coordinator,  Department  of 
Pediatrics,  Sotithwestern  Medical  School,  5323 


DR.  LES  M.  BERENSON 

Dr.  lierenson  has  joined  the  Franklin  Cotmty 
Medicai  Society.  He  was  born  in  Chicago,  Illinois. 

Dr.  Berenson  received  his  Bachelor  ol  Science 
degree  in  1975  from  1 ulane  University  in  New 
Orleans,  Louisiana.  In  1980,  he  received  his 
medical  degree  from  the  d’ulane  University  School 
ol  Mcnlicine.  His  internship  and  residency  in 
the  “primary  care  program”  were  with  the  Uni- 
versity of  Washington  in  Boise,  Idaho. 

Before  nun  ing  to  Ai  kansas,  Dr.  Berenson  prac- 
ticed for  eight  months  in  Oroville,  ^V'^ashington. 

Dr.  Berenson  has  joined  Ozark  Specialties 
Clinic  in  Ozark  for  the  practice  of  General 
Medicine. 

DR.  SHERYL  L.  DAVIS 

Dr.  Davis,  a new  member  of  the  Garland  Cotmty 
Medical  Society,  was  born  in  Loiusville,  Kentucky. 

In  1973,  she  received  a Bachelor  of  Arts  degree 
in  chemistry  from  the  University  of  Lotusville. 
She  is  a 1977  graduate  of  the  LIniversity  of  Louis- 
ville School  ol  Medicine.  Dr.  Davis  served  her 
internship  at  Methodist  Hospital  in  Dallas  and 
her  residency  at  Parkland  Hospital  in  Dallas.  She 
has  practiced  for  two  years  in  Hot  Springs. 

Dr.  Davis  specializes  in  Anesthesiology.  Her 
office  is  located  at  101  Ladtie  Drive  in  Hot 
Springs. 

DR.  PAUL  F.  ROBINSON 

Dr.  Robinson,  a native  of  Albion,  New  York, 


Harry  Hines  Botdevard,  Dallas,  Texas  75235; 
telephone  214-688-3439. 

APRIL  12-15,  1984 

Arkansas  Aledical  Society — lOStli  Annual  Ses- 
sion. Excelsior  Hotel  and  Statehouse  Convention 
Center,  Little  Rock. 


is  a new  member  of  the  Pulaski  Countv  Medical 

z 

Society. 

Dr.  Robinson  received  an  A.B.  degree  from 
Cornell  University  in  Ithaca,  New  York.  He  is 
a 1981  graduate  of  the  University  of  Arkansas 
College  of  Medicine. 

F'rom  March  to  Jtdy  1981,  he  was  with  Riegler 
Health  Senices  in  Little  Rock.  From  1981  to 
1983,  he  trained  in  Pediatrics  at  Arkansas  Chil- 
dren’s Hospital. 

Dr.  Robinson  began  practice  with  the  Redfield 
Health  Clinic  in  Jtdy  1983.  Lie  practices  General 
^^edicine. 

DR.  JAMES  M.  SHEPPARD 

Dr.  Sheppard  has  joined  the  Union  County 
Medical  Society.  He  is  a native  of  El  Dorado. 

He  served  with  the  Lbiited  States  Navy  from 
1966  to  1971. 

Dr.  Sheppard  received  a Bachelor  of  Arts  de- 
gree in  1971  and  a Master  of  Science  degree  in 
1975  from  the  University  of  Arkansas  at  Fayette- 
ville. He  is  a 1980  graduate  of  the  LIniversity  of 
Arkansas  College  of  Medicine.  His  Family  Prac- 
tice training  was  wdth  the  Area  Health  Education 
Center  in  El  Dorado. 

Dr.  Sheppard  specializes  in  FAmily  Practice. 
His  office  is  at  416  North  Newton  in  El  Dorado. 
# # * # 

Resident  Members 
DR.  WILLIAM  H.  LANEHART 

Dr.  Lanehart  has  joined  the  Lonoke  County 
Medical  Society.  He  is  a gradtiate  of  the  Louisi- 
ana State  LIniversity  Medical  Center  in  Shreve- 
port tvhere  he  is  now'  completing  his  residency. 

Dr.  Lanehart  plans  to  practice  Pathology  in 
Lonoke  Cotmty  tipon  completion  of  his  training. 

DR.  ROBERT  G.  VALENTINE,  JR. 

Dr.  Valentine  has  joined  the  Pulaski  County 
Medical  Society.  He  is  a graduate  of  the  Uni- 
versity of  Arkansas  College  of  Medicine.  He  is  an 
Anesthesiology  resident  at  the  LIniversity  of  Ar- 
kansas Medical  Center. 
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DR.  JOE  F.  RUSHTON 

Dr.  Rushton  of  Magnolia  died  September  4, 
1983.  He  was  born  March  23,  1906,  in  Emerson. 

Dr.  Rushton  was  a graduate  of  Ouachita  Bap- 
tist College  at  .\rkadelphia  and  a 1932  graduate 
of  the  University  of  Arkansas  College  of  Medi- 
cine. He  received  further  training  at  Tulane  and 
served  his  residency  at  Charity  Hospital  in 
Shreveport. 

Dr.  Rushton  began  practice  at  Magnolia  in 
1934.  He  had  served  as  president  of  the  Columbia 
County  Medical  Society.  Dr.  Rushton  was  a mem- 
ber of  the  Fifty  Year  Club  of  the  Arkansas  Med- 
ical Society  and  the  American  Medical  Associa- 
tion. He  also  held  memberships  in  the  Southern 
Medical  Association  and  the  Southwest  Surgical 
Congress.  Dr.  Rushton  was  a member  of  the  Ar- 
kansas Caduceus  Club.  He  had  served  as  a mem- 
ber of  the  Board  of  Directors  of  the  Medical  Edu- 
cation Foundation  for  Arkansas  since  it  was  estab- 
lished in  1961.  He  had  served  eighteen  years  as 
a member  of  the  Board  of  Trustees  of  the  Baptist 
Medical  Center.  He  had  also  served  three  years 
on  the  Arkansas  .State  Hospital  Board. 

Over  the  years.  Dr.  Rushton  had  been  very 
active  in  business,  civic  and  church  activities  in 
his  hometown  and  the  State.  He  was  a past  presi- 
dent and  executive  board  member  of  the  DeSoto 
Area  Council  of  the  Boy  Scouts  of  America.  Dur 
ing  his  presidency,  the  Council  acquired  the 
Camp  DeSoto  grounds  in  El  Dorado.  He  was  the 
recipient  of  several  scouting  awards,  including 
“Service  to  Boys,”  “Silver  Beaver,”  “Order  of 
Arrow,”  and  “Good  Shepherd.” 

He  was  actively  involved  in  education  — having 
served  as  president  of  the  Magnolia  School  Board 
and  secretary  of  the  Arkansas  Board  of  Higher 
Education. 

Dr.  Rushton’s  business  activities  included  bank- 
ing and  the  broadcasting  field.  He  founded  radio 
station  KBMA  in  Magnolia  and  station  KRBB- 
TV  in  El  Dorado  and  served  as  the  first  president 
of  the  Magnolia  Broadcasting  Company.  He  was 
a former  member  of  the  Board  of  Directors  of 
the  First  National  Bank  of  Magnolia. 

Civic  activities  of  Dr.  Rushton  included  serv- 
ing as  president  of  the  Magnolia  Chamber  of 


Commerce  and  as  the  first  chairman  of  the  United 
Fund  for  Columbia  County.  He  was  a charter 
member  of  the  Magnolia  Rotary  Club  and  a re- 
cent recipient  of  the  Paul  Harris  Fellowship 
Award  from  Rotary  International. 

Dr.  Rushton  was  a member  of  Central  Baptist 
Church  and  served  eighteen  years  as  departmental 
director  of  the  Sunday  school. 

Dr.  Rushton  is  survived  by  his  wife,  Elizabeth 
Rushton,  and  two  daughters  — one  of  whom  is 
Dr.  Linda  Rushton  of  Magnolia. 


DR.  ROBERT  G.  VALENTINE,  SR. 

WHEREAS,  the  members  of  the  Pulaski  Coun- 
ty Medical  Society  note  with  sincere  sorrow  the 
recent  death  of  their  colleague,  Robert  G.  Valen- 
tine, Sr.,  M.D.,  and 

WHEREAS,  he  had  been  a loyal  member  of 
the  Society  for  twenty-one  years  and  was  held  in 
the  highest  esteem  for  his  devotion  to  his  specialty 
of  anesthesiology';  and 

WHEREAS,  Dr.  Valentine  made  a lasting  con- 
tribution to  the  citizens  of  this  area  by  his  long 
years  of  service  as  chief  of  anesthesiology  at  Me- 
morial Hospital; 

BE  IT  THEREFORE  RESOLVED: 

THAT,  this  resolution  be  made  a part  of 
the  permanent  archives  of  this  Society;  and 

I’HAT,  a copy  of  this  resolution  be  given  to 
Dr.  Valentine's  family  as  an  expression  of  our 
heartfelt  sympathy;  and 

4'HAT,  a copy  be  forwarded  to  the  Journal  of 
the  Arkansas  Medical  Society  for  publication. 
Adopted: 

Pulaski  County  Medical  Society 
Executive  Committee 
August  17,  1983 
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LITTLE  ROCK 
CYTOTOXIC  LABORATORY 

an  In  Vitro  Test  for  Food  Sensitivities 

For  more  information,  call 
(501 ) 664-5352 

Harold  Hedges,  M.D.  Millie  Hillard,  M.T.  (A.S.C.P.) 

Suite  830,  Plaza  West  Building,  Lee  Ave.  & McKinley  St. 
Little  Rock,  Arkansas  72205 


PORTLAND  HEALTH  CARE 
CENTER,  INC. 

WANTED— NEEDED—IMMiDIATELY 

Rural  Health  Oriented  Family  Practitioner.  Take 
over  (FREE)  equipped,  staffed,  viable  solo  practice 
in  Southeast  Arkansas.  (Hunting  and  Fishing  Para- 
dise) . Hospitals,  specialists,  support  nearby. 

PORTLAND  HEALTH  CENTER 
Portland,  Arkansas  71663 
(501)  737-2221 


PHYSICIAN  NEEDED  ? 

THE  ARKANSAS  MEDICAL  SOCIETY 
OFFERS  A PHYSICIAN 
PLACEMENT  SERVICE 

CONTACT  OFFICE  FOR  INFORMATION 
Post  Office  Box  1 208 
Fort  Smith,  Arkansas  72902 
782-8218  or  WATS  1-800-542-1058 


STUDENT  HEALTH  PHYSICIAN 

The  University  of  Arkansas  has  an  opening  available  for 
a full-time  primary  care  physician  to  join  present  staff 
of  four  physicians.  Practice  includes  ambulatory  primary 
care,  infirmary  care.  Facilities  include  laboratory,  x-ray, 
pharmacy,  Mental  Health  Clinic;  specialists  are  readily 
available  in  the  community.  Some  night  call  responsibili- 
ties. The  University  of  Arkansas  is  the  major  state  uni- 
versity with  an  enrollment  of  15,000.  Beautiful  location 
in  the  Ozark  Mountains  of  Northwest  Arkansas.  Competi- 
tive Salary;  fringe  benefits  include  retirement  plan,  mal- 
practice insurance.  Applicants  should  submit  professional 
vita  to: 

Kenneth  Koehn,  M.D.,  Acting  Chief  of  Staff 
University  of  Arkansas  Student  Health  Service 
600  Razorback  Road 
Fayetteville,  Arkansas  72701 
(501)  575-4451 

Equal  Opportunity/Affirmative  Action  Employer. 


AVAILABLE  FROM: 

History  of  Medicine 
Division 

UAMS  Library,  Slot  586 
4301  West  Markham  St. 
Little  Rock,  AR  72205 


MEDICAL  EDUCATION 
IN  ARKANSAS 

1879-1978 

W.  DAVID  BAIRD 


An  account  of  the  political,  social,  economic  and 
medical  forces  in  Arkansas  from  1819  to  1879  which 
resulted  in  the  establishment  of  The  University  of 
Arkansas  for  Medical  Sciences  and  its  subsequent 
development  into  the  state’s  medical  education  cen- 
ter. The  book  lists  all  faculty  and  graduates  of  the 
colleges  from  1879-1978. 

^20.75  Har(jcover,  505  pages,  illus. 
Prepai(d  or(jers,  ONLY.  Checks  payable  to: 

Medical  College  Development  Fund 


November,  1983 
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Important  products 
from  Dista 


Nalfoii 

fenoprofen  calcium 


600-nng*  Tablets 

200  and  300-mg*  Pulvules® 


Keflex 

cephalexin 


® 

250  and  500-mg  Pulvules® 

125  and  250  mg  per  5 ml,  Oral  Suspensions 


•Present  as  691.8  mg,  230  6 mg,  and  345  9 mg  of  the  calcium  salt  of  fenoprofen  dihydrate  equivalent 
to  600  mg,  200  mg,  and  300  mg  fenoprofen  respectively 


Additional  information  available  to  the  profession  on  request. 


^ DISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 


THE  PHYSICIAN’S 
OFFICE  COMPUTER  HELPS 

KEEP  YOUR 
PRACTICE  HEALTHY. 


The  Physician’s  Office  Computer  from 
Southern  Control  Systems,  featuring  the 
advanced  Vector  Graphic  Computer,  offers 
tremendous  low-cost  advantages  to  help 
keep  your  practice  operating  smoothly 
and  profitably. 

For  less  than  $370  a month*  it 
automatically  prints  all  your  insurance 
forms  and  statements,  produced  ready  for 
mailing  with  preprinted  return  envelopes 
enclosed.  It  also  provides  you  a daily 
written  report  of  all  charges  and  payments, 
plus  a bank-ready  deposit  slip. 

The  Physician’s  Office  Computer  also 
keeps  track  of  accounts  receivable  and 
delinquent  accounts,  as  well  as  performing 
data  search  and  a variety  of  other 
functions  to  save  time  and  money. 

The  Physician’s  Office  Computer  comes 
to  you  through  Southern  Control  Systems, 
local  professionals  with  hands-on 
experience  in  designing  systems  and 
programs  to  meet  your  special  needs.  We 
also  provide  full-time  technicians  for 
maintenance,  and  systems  analysts  for 
backup  support  assistance  whenever 


needed.  Our  installation  package  includes 
individual  training  for  key  personnel. 

Call  now  and  discover  how  the 
Physician’s  Office  Computer  can  help  keep 
your  practice  healthy. 

‘Based  on  60  month  lease  of  total  equipment  cost 
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A Comparison  of  the  Old  and  New  Antibiotics 


Daniel  R.  Hinthorn,  M.D.* 


Abstract 

Eiglu  new  beta  lactams  have  recently  become 
available  for  general  use.  At  least  six  others  are 
expected  in  the  near  iuture. 

Two  ampicillin-like  antimicrobials,  bacampi- 
cillin  and  cyclacillin  are  completely  absorbed 
after  oral  administration.  Despite  their  increased 
serum  concentrations,  neither  has  been  shown  to 
be  more  effective  than  ampicillin  or  amoxicillin, 
the  established  standards.  When  the  price  of  the 
newer  agents  becomes  competitive,  they  would 
appear  to  be  useful  choices. 

Mezlocillin  and  piperacillin  have  greater  ef- 
fectiveness than  carbenicillin  or  ticarcillin  against 
several  bacteria  including  enterococcus,  some  ser- 
ratia  and  P.  aeruginosa.  The  sodium  load  of  the 
newer  drugs  is  less  than  one-half  that  of  carbeni- 
cillin or  ticarcillin.  Clinical  studies  have  not 
shown  mezlocillin  or  piperacillin  to  be  any  more 
effective  than  carbenicillin  when  the  infecting 
pathogens  are  sensitive  to  each. 

Each  third  generation  cephalosjmrin  is  scj  dif- 
ferent from  the  other  members  of  the  grouir  that 
little  can  be  done  to  remember  them  as  a grou|r. 
Each  has  good  activity  against  serratia,  and  some 
activity  against  P.  aeruginosa.  Moxalactam  and 
celoperazone  have  better  overall  activity  against 
gram-negative  bacilli,  but  moxalactam  has  less 
activity  against  gram  positive  cocci.  Celoperazone 
is  merre  potent  against  many  P.  aeruginosa  than 
moxalactam,  but  20%  of  P.  aeruginosa  are  re- 
sistant to  celoperazone.  Celoperazone  is  less  po- 
tent against  other  enteric  bacilli.  Cefotaxime  has 
marginal  activity  against  P.  aeruginosa.  Ifoth 
moxalactam  and  cefotaxime  have  unic[ue  elfec- 
tiveness  in  meningitis  caused  by  enteric  bacilli, 
but  should  not  be  used  for  meningitis  caused  by 
.S',  pneinnoniae  nor  group  B streptococci. 

I'he  number  of  paper  describing  new  antibi- 

*I)cp,irtment of  Internal  Medicine.  University  of  Kansas  Medical 
Center,  College  of  Health  Sciences  and  Hospital,  Kansas  City,  Kansas 
66103. 

Presented  in  part  at  the  annual  meeting  of  the  .\rkansas  Medical 
Society,  Fayetteville,  May  6,  1983. 


otics  of  all  classes  has  steadily  increased  during 
the  last  40  years.  In  the  early  1950’s,  approxi- 
mately 50  newly  recognized  antibiotics  were  de- 
scribed yearly.  By  1960,  more  than  100  were  de- 
■scribed  each  year,  and  by  1970,  more  than  200 
new  antibicrtics  were  reported  anntially.  During 
the  last  six  months  of  1982  one  journal  that  de- 
scribes basic  and  clinical  studies  of  new  antibi- 
otics reported  on  more  than  30  new  beta-lactam 
antibiotics  in  that  single  six-month  period. ^ The 
antibiotics  which  have  recently  been  approved 
for  (linical  use  are  only  a few  that  should  become 
available  in  the  near  future. 

This  paper  will  consider  some  of  the  newer 
antibiotics  that  have  been  ajtproved  by  the  Eood 
and  Drug  Administration  for  general  use,  and 
compare  these  to  the  standard,  older  choices.  Our 
considerations  must  inevitably  include  not  only 
tbe  antibacterial  sjfectrum  of  these  new  drugs, 
but  also  some  kinetics  including  tissue  penetra- 
tion, the  jjropensity  for  jtroducing  acberse  re- 
actions, and  the  distinctive  advantages  if  such  has 
been  shown  in  cermparative  studies. 

Ampicillin-Like  Penicillins 

1 wo  newer  ampicillin-like  penicillins  have 
been  recently  released.  Both  have  an  antibac- 
terial spectrum  identical  to  ampicillin  or  amoxi- 
cillin. These  drugs  are  cyclacillin  (Cyclapen- 
^VAeth),  and  bacampicillin  (Spectrobicl-Roerig). 

d'he  ampicillin  class  of  penicillins  have  added 
activity  against  six  microbes  that  were  not  effec- 
tively treated  by  penicillin:  enterococcus,  H.  ifi- 
fluenzae,  E.  coli,  Proteus  mirahilis,  Salnwnella  sp. 
and  Shigella  sp.  Recently  each  ol  these,  with  the 
possible  exception  of  the  enterococcus,  have  been 
recently  sbowing  varying  resistance  to  ampicillin. 

Both  bacampicillin  and  cyclacillin  are  com- 
pletely absorbed  from  the  gastrointestinal  tract 
comjxirecl  with  30%  absorption  lor  ampicillin 
and  80%  absorption  for  amcrxicillin.  Bacampi- 
cillin is  an  ester  of  ampicillin  and  after  abscFip- 
tiem  is  converted  to  ampicillin.  On  the  other 
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hand,  cyclacilliii  has  a similar  spectrum  to  ampi- 
cilliti  hut  is  apjnoximately  25%  less  potent.  Peak 
drug  (oticentrations  of  bacampicillin  are  twice 
those  of  ampicillin  and  slightly  greater  than  those 
of  amoxitillin.  Cyclacilliii  concentrations  may  be 
four  times  as  high  as  those  of  ampicillin,  and  up 
to  one  and  one-half  times  the  concentrations  of 
amoxicillin.  Advantages  of  bacampicillin  and 
cyclacillin  include  the  potential  for  causing  less 
diarrhea  or  skin  rash  because  of  the  better  altsorp- 
tion.  Resulting  higher  serum  concentrations  may 
enhance  tissue  penetration.  Other  distinctive  ad- 
vantages for  these  two  agents  appear  to  lie  non- 
existent when  compared  to  amoxicillin.-  ^ No 
study  yet  confirms  either  to  Ire  superior  to  amoxi- 
cillin. The  price  to  the  pharmacists  of  these 
new'er  agents  has  been  significantly  greater  than 
ampicillin  or  amoxicillin.  .Vs  the  cost  of  bacampi- 
cillin and  cyclacillin  approach  the  cost  of  amoxi- 
cillin, these  newer  drugs  wotdd  become  reasonalrle 
alternatives. 

Broad-Spectrum  Penicillins 

Five  broad-spectrum  penicillins  are  available 
which  have  activity  against  organisms  resistant  to 
the  ampicillin-like  penicillins.  The  two  estalr- 
lished  agents  are  carbenicillin  and  ticarcillin. 
'Fhe  three  new  agents  are  mezlocillin  (Mezlin- 
Miles),  azlocillin  (.\zlin-Miles),  and  piperacillin 
(Pipracil-I.ederle).  Carbenicillin  anti  ticarcillin 
are  active  against  E.  coli,  Enterohacter  species, 
acinetobacter,  Proteus  mirabilis,  many  Pseudo- 
7iiotias  aeruginosa,  and  the  majority  of  Bacteroi- 
des  fragilis.  .Approximately  one-half  of  the  en- 
terococci are  sitsceptible.  Other  resistant  strains 
include  klebsiella  and  serratia.  'Ficarcillin  is 
more  potent  than  carbenicillin  against  sensitive 
organisms.  .\t  therapeutic  tlosages  of  30-40  gms 
of  carbenicillin  daily,  or  20-24  gms  of  ticarcillin 
daily,  the  efficacy  of  these  two  agents  is  similar, 
both  are  disodium  salts  aiul  have  5-6  milliequiva- 
lents  ol  Na  per  gram.  This  may  be  undesirably 
large  in  patients  with  congestive  heart  failure  or 
renal  failure.  Patients  who  receive  more  than 
20  gms/day  of  either  agent  may  have  the  potential 
lor  interference  with  ADP  indticed  platelet  ag- 
gregation. Bleeding  during  therapy  has  been  re- 
ported but  is  seldom  a clinical  prtiblem.  If  either 
of  these  is  used  as  monotherapy,  the  patient 
should  be  monitored  to  detect  the  development 
of  resistance  during  therapy. 

The  three  new  ureidopenicillins  have  an  e.x- 
panded  antimicrobial  sjiectrum.  In  addition  to 


being  effective  against  the  pathogens  inhibited 
by  carbenicillin,  mezlocillin  and  piperacillin  are 
active  against  most  enterococci,  some  serratia, 
and  a few  Klebsiella.  Piperacillin  anti  azlocillin 
seem  to  be  more  potent  i)i  vitro  than  carbenicillin 
or  ticarcillin  against  P.  aeruginosa.  The  MIC  90 
of  each  against  P.  aeruginosa  has  beeti  reported 
as  follows:  carbenicillin>  100  ug/ml,  ticarcillin 
50  ug/ml,  mezlocillin  27  ug/ml,  azlocillin  10 
ug/ml,  atitl  piperacillin  8 ug/ml. ^ Azlocillin  is 
tlistinct  in  being  potent  against  P.  aeruginosa,  but 
in  exerting  inferior  activity  against  microbes 
other  than  pseudomonas. 

Dosing  of  azlocillin,  mezlocillin,  and  piperacil- 
lin is  similar.  Patients  with  serious  infections 
should  be  given  16-18  gms/day.  Mezlocillin, 
azlocillin,  and  piperacillin  are  monosodium  salts 
having  2 mEq  sodium/gm,  which  would  reduce 
by  60%  or  more  the  sodium  administered  per  day 
compared  to  the  use  of  carbenicillin. 

Prospective  controlled  trials  comparing  these 
newer  agents  with  older  therapies  have  shown  no 
difference  in  cures.  Tw^o  studies  have  been  re- 
ported in  neutiTipenic  leukemics  wdth  fever.  One 
compared  piperacillin  versus  ticarcillin,  both 
used  in  combination  w'ith  amikacin.  Piperacillin 
wdth  amikacin  did  not  show  a difference  in  out- 
come from  ticarcillin  plus  amikacin.'’'  .Another 
study  in  neutropenic  leukemics  with  fever  com- 
pared piperacillin  plus  amikacin  compared  to 
carbenicillin  plus  amikacin.  .Again  there  w’as  no 
therapeutic  difference.  Piperacillin  with  ami- 
kacin ditl  result  in  more  nejihrotoxicity,  while 
carbenicillin  with  amikacin  resulted  in  a more 
hyjjokalemia.’' 

A study  of  monotherapy  with  mezlocillin  com- 
pared to  carbenicillin  in  a prospective  controlled, 
randomized  study  involving  post-operative  sur- 
gical patients  show'cd  no  difference  between 
mezlocillin  and  carbenicillin.®  .A.  variety  of  post- 
surgical  infections  w'ere  treated,  and  similar  num- 
bers of  each  type  of  infection  w’ere  treated  with 
mezlocillin  or  wuth  carbenicillin.  Patients  in  these 
subgroups  responded  equally  well.  In  another 
open  study  comparing  piperacillin  with  carbeni- 
cillin as  single  agent  therapy  of  serious  infections 
of  107  patients  caused  by  sensitive  pathogens, 
there  was  no  difference  in  cure.'^’ 

At  present,  even  though  the  in  vitro  studies  in- 
dicate the  ureidopenicillins  are  more  potent  than 
carbenicillin  or  ticarcillin,  no  study  indicates  that 
the  newer  agents  enhance  patient  outcomes.  It 
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seems  prudent  to  Ixise  the  ;uuimi(ic)l)ial  choice 
on  sensitivity  testing  ol  the  bacteria  isolated,  and 
choose  any  agent  to  which  tlie  niic robes  are  sensi- 
tive. Pc)lvmicrol)ial  infections  inav  be  a setting  in 
which  the  newer  agents  with  tlieir  broader  spec- 
trums  would  be  useful,  particularly  if  several 
pathogens  are  sensiti\'e  to  a single  agent  simul- 
taneously. A tvord  of  caution  is  in  order.  For 
empiric  therapy  of  life  threatening  or  very  sericaus 
infections,  an  aminoglycoside  shoidd  be  added  to 
any  choice  of  antibiotics.  Whether  this  is  man- 
datory is  the  subject  of  current  re.search  protocols. 

Cephalosporins 

'1  he  cjuestion  “"When  shoidd  cephalosjaorins  be 
used  in  therapy  of  infections?”  is  intriguing  since 
many  do  not  consider  cephalosporins  to  be  the 
drug  of  choice  for  any  infection.  This  is  a com- 
mon statement  despite  the  wide  use  of  cephalo- 
sporins as  if  they  were  drugs  of  choice.  At  pres- 
ent, I believe  an  honest  appraisal  indicates  several 
clinical  settings  in  which  the  ce])halos]K)rins  are 
the  drugs  of  choice.  1)  In  certain  penicillin  al- 
lergic patients  when  bactericidal  activity  is  de- 
sired, depending  upon  the  site  of  infection  and 
the  possible  etiology.  2)  When  a polymicrobial 
infection  is  encountered,  these  may  exert  useful 
activity  against  each  pathogen.  3)  Occasionally 
a cephalosporin  can  be  used  against  an  infecting 
pathogen  that  previously  would  have  reejuired  a 
more  toxic  aminoglycoside.  1)  Prophylactic  peri- 
operative use  of  cefazolin  and  cefoxitin  has  been 
shown  to  reduce  infectious  morbidity  after  cer- 
tain intraabdominal  and  pelvic  operations.^^ 
5)  Some  newer  cephalosjiorins  are  effective  against 
multiply  resistant  hospital  acejuired  pathogens. 
1 bus,  they  may  be  alternatives  to  amikacin  in 
treatment  of  nosocomial  infections.  6)  Two  of 
the  newer  cephalosporins,  moxalac  tam  (Moxam- 
Lilly)  and  cefotaxime  (Claforan-Hoechst-Roussel) 
penetrate  into  the  cerebrosjrinal  fluid  and  are  ef- 
fective in  gram-negative  bacillary  meningitis. 
Certainly  they  will  not  replace  penicillin  for 
pneumococcus  or  meningococcus. 

First  Generation  Cephalosporins 

1 he  spectrum  of  the  first  generation  cephalo- 
sporins is  essentially  identical  among  agents,  and 
includes  many  organisms  sensitive  to  the  peni- 
cillins including  Streptococcus  pneumoniae,  Strep- 
tococcus pyogenes,  Stapliylocoecus  aureus,  Esche- 
richia coli,  Klebsiella  sp.  and  Proteus  niirahilis. 
These  drugs  include  cephalothin  (Keflin-Lilly), 


cephalexin  (Kcflex-Lilly),  cephapirin  (Cefadyl- 
Bristol),  cephracline  (.\nspor-Smith,  Kline  & 
French,  Velosef-ScjuibI)),  and  cefazolin  (Ancef- 
Smith,  Kline  & French,  Kefzol-I.illy).  .Since  these 
agents  have  similar  antibacterial  spectra,  the 
choice  among  them  must  be  based  on  other  fac- 
tors. No  study  shows  any  of  these  agents  to  be 
more  or  less  effective  than  the  others.  Therefore, 
cefazolin  has  become  the  agent  of  choice  because 
(1)  the  half  life  is  longer  than  other  first  genera- 
tion cephalosporins,  allowing  8 hours  dosing  in- 
stead of  4 to  ()  hours;  (2)  cephazolin  gives  the 
highest  blood  levels  after  a given  dose,  and  jjetie- 
trates  into  iidected  tissues  as  well  as  or  better 
than  other  first  generation  drugs;  (3)  closing  in- 
tenals  of  8 hours  reduces  the  ccjst  to  the  patient 
and  reduces  the  nursing  attention  recpiired. 

Second  Generation  Cephalosporins 

The  second  generation  cephttlosporins  enhance 
the  antimicrobial  spectritm  of  the  first  generation 
agents  by  adding  activity  against  Hemophilus 
influenzae.  Fhifortunately  for  clinicians  trying 
to  remember  these,  there  are  major  differences 
between  the  second  generation  agents.  Cefaman- 
dole  (Mandol-Lilly)  is  effective  against  Hemophi- 
lus influenzae,  those  that  produce  beta  lactamase 
and  those  that  do  not.  Cefamandcjle  also  is  ac- 
tive against  75%  of  Enterohacter  sp.  An  impor- 
tant omission  from  activity  of  cefamandole  is  the 
lack  of  significant  activity  against  /*.  fxigilis. 
Cefoxitin  (Alefoxin-MSD)  is  also  effective  against 
Hemophilus  influenzae,  but  is  less  active  than 
cefamandole.  Cefoxitin  is  active  against  seceral 
other  bacteria  not  sitsceptible  to  cefamandole. 
Cefoxitin  is  effective  against  most  Proteus  sp., 
Proteus  mirahilis  and  indole  jiositive  |jioteus. 
Cefoxitin  is  also  active  against  75%  of  Serratia 
marcescens.  It  has  excellent  activity  against  the 
penicillinase  producing  Neisseria  gonorrheae.  In 
fact  a sitigle  2 gram  close  of  cefoxitin  cures  91')% 
of  patietits  treated  for  gonococcal  urethritis.  In 
contrast  to  cefamandole,  cefoxitin  is  ac  tive  against 
Pmeteroides  frngilis.  A recent  multicentcr  co- 
operative study  has  .shown  that  92%  of  750  clin- 
ical isolates  of  B.  fragilis  were  susceptible  to 
cefoxitin,  similar  to  the  94%  susceptible  to 
clindamycin.^^  Not  one  of  the  newer  cephalo- 
sporins currently  being  tested  has  B.  fragilis  ac- 
tivity so  potent  as  cefoxitin. 

On  the  other  hand  cefoxitin  is  a cephamycin, 
so  named  because  it  has  a methoxy  group  attached 
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to  the  beta  lactam  ring.  This  group  staliilizes  the 
beta  lactam  ring,  making  it  virtually  indestrnct- 
ible  by  the  eii/yme  beta  lactamase.  However,  the 
met  boxy  attachment  renders  cefoxitin  relatively 
less  effective,  but  still  clinically  useful,  against 
the  staphylococcus,  streptococcus,  and  pneumo- 
tocens.  Iti  contrast,  nioxalactam,  a third  genera- 
tion cephalosporin  which  also  has  the  methoxy 
radical  is  signilicantly  less  active  against  gram 
positive  cocci. 

Both  cefoxitin  and  cefamandole  are  useful  in 
a variety  of  clinical  settings.  One  peculiar  use- 
luhiess  of  cefoxitin  is  the  fetid  foot  syndrome. 
Foot  itlcers  in  diabetics  are  often  colonied  with 
enteric  bacilli,  gram  positive  cocci,  and  anaerobes. 
1 he  clinical  response  with  cefoxitin  has  been 
outstancling.i- 

Soon  to  be  released  is  a third  second  generation 
cephalosporin  called  cefuroxime  (Zinacef-Glaxo). 
1 his  agent  is  similar  to  cefamandole. 

Third  Generation  Cephalosporins 

1 he  third  generation  c ephalosporins  are  ac  tive 
against  two  organisms  not  generally  inhibited  by 
the  first  generation  cephalosporins,  Serratia  sp. 
and  Pseudomonas  aenigiiiosa.  Third  generation 
agents  are  ellective  against  II.  influenzae.  An 
even  greater  number  of  clinically  important  clif- 
ierences  are  found  among  the  third  generation 
than  between  the  cefoxitin  and  cefamandole. 

Moxalactam  (Moxain-I.illy),  cefotaxime  (Cila- 
loran-Hoechst),  and  cefoperazone  (Cefobid-Pfizer) 
are  each  effective  against  most  Serratia  sp.  How- 
e\er,  against  P.  aeruginosa  efficacy  differs  remark- 
ably from  one  drug  to  another.  Cefotaxime  is 
potent  against  only  30^,  of  P.  aerugi7iosa.  Cefo- 
perazone may  be  the  most  potent  of  these  three 
against  approximately  <S0%  of  P.  aeruginosa.  The 
remaining  20%  of  P.  aeruginosa  are  cpiite  resist- 
ant to  cefoperazone.  Moxalactam  is  effective 
against  90%  of  P.  aeruginosa,  and  is  effective 
against  some  nosocomially  accpiired  multiply  re- 
sistant pathogens.  Each  of  these  drugs  is  usually 
effectice  against  E.  coU,  Klebsiella  sp.,  some  En- 
terohacter  sp.,  Proteus  n}irabilis  and  iiiclol  posi- 
tive protens.  Moxalactam,  because  of  the  me- 
thoxy radical,  is  less  effective  against  stajdiylo- 
cocci,  streptococci,  or  pneumococci.  I'he  mini- 
mum inhibitory  concentrations  range  from  1 to 
b ug /ml,  ten  to  one  hundred  fold  greater  than 
for  cephalosporins  generally.  In  infection  of 
tissues  in  which  moxalactam  penetrates  to  rela- 


tively high  concentrations,  infection  with  these 
microbes  may  be  effectively  treated.  However  a 
first  or  second  generation  agent  would  be  a better 
choice.  In  comparison,  cefotaxime  has  greater 
activity  against  the  gram-positive  cocci  than  does 
moxalactam.  Cefoperazone  has  potent  gram  posi- 
tive ac  tivity,  but  it  tends  to  be  less  effective  against 
other  enteric  pathogens  such  as  E.  roll,  klebsiella, 
or  proteus.’-'*  However,  the  sensitivities  of  these 
pathogens  are  such  that  cefoperazone  can  be  used 
effectively. 

I he  half-life  of  cefotaxime  averages  1.1  hours, 
of  cefoperazone  1.9  hours,  and  of  moxalactam  2.3 
hours.  Half-life  is  important  when  choosing  the 
ojitimal  dosing  interval  for  treating  patients  with 
serious  infections.  Thus  cefotaxime  for  serious 
infections  should  be  closed  at  4 or  6 hour  in- 
tervals, cefoperazone  at  h hour  intervals,  and 
moxalactam  at  6 or  8 hour  intervals,  llie  name 
Cefobid  would  seem  to  imply  that  a 12-hour 
closing  interval  would  be  appropriate.  Such 
would  be  apjiropriate  for  cefoperazone  and  prob- 
ably for  any  of  these  agents  used  to  treat  highly 
susceptible  pathogens  in  mild  infections  of  other- 
wise healthy  patients.  Serious  P.  aeruginosa  in- 
fections or  infections  in  the  compromised  patient 
should  not  be  treated  with  cefoperazone  on  a 12- 
hour  closing  interval.  Usually  such  patients  would 
be  best  served  by  using  an  aminoglycoside  con- 
comitantly. 

Cefotaxime  is  metabolized  so  that  the  half  life 
does  not  increase  remarkably  in  the  presence  of 
renal  failure.  Cefoperazone  is  excreted  in  the  bile, 
and  similarly  its  half  life  does  not  increase  re- 
markably in  renal  failure.  Both  of  these  have 
half  lives  of  approximately  2.5  hours  in  complete 
renal  failure.  Moxalactam,  on  the  other  hand, 
does  have  an  increase  in  half  life  with  renal  failure 
to  about  19  tez  25  hours.  Thus  the  moxalactam 
close  or  the  closing  interval  must  be  changed  as 
the  renal  function  diminishes. 

An  interesting  phenomenon  can  occur  in  pa- 
tients who  are  being  treated  with  moxalactam, 
cefoperazone,  or  cefamandole  and  who  ingest  alco- 
holic beverages.  Because  the  imidazole  ring  at- 
tached to  the  thiazolicline  ring  has  antibuse  ac- 
tivity, patients  treated  with  any  of  these  should 
be  cautioned  against  drinking  any  alcoholic  prod- 
ucts for  two  clays  after  therapy. 

The  third  generation  cephalosporins  may  alter 
the  gastrointestinal  tract  flora  significantly  re- 
sulting in  reduction  in  the  microbial  production 
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()l  vitamin  K.  Su|)|)lcmcntal  vitamin  K shonhl 
he  given  orally,  or  the  protliromhin  time  should 
he  measured  at  least  once  or  twite  weekly.  Other 
adveise  reactions  may  include  suprainlections 
with  either  enterococcus  or  Candida  albiains. 

Selecting  From  Among  These  Agents 

1 he  logical  tpiestion  arises  regarding  the  clin- 
ical  indications  lor  selecting  a thirtl  generation 
cephalosjtorin.  In  several  settings  third  genet a- 
tion  cephalosporins  may  he  agents  ol  choice. 
Patients  inlected  with  organisms  resistant  to  the 
first  or  second  generation  cephalosporins  may  he 
treated  optimally  with  a third  generation  cephalo- 
sporin instead  of  an  aminoglycositle.  Alternative- 
ly an  extended  spectrum  penicillin,  ticarcillin, 
mezlocillin  or  jtipcracillin  may  he  useful.  The 
differences  in  antibacterial  spectra  hetween  the 
e.xteiuled  spectrum  jjenicillins  and  the  second  and 
third  generation  cephalosporins  has  heen  narrow- 
ing yet  the  differences  can  he  clinically  useful. 
Seriously  ill  patients  who  have  severe  infections 
usually  retjuire  comhination  therapy  with  either 
a second  or  third  generation  cephalosporin  and 
an  aminoglycoside,  or  an  extendeil  spectrum  peni- 
cillin with  aminoglycoside.  Idle  latter  comhina- 
tion is  more  likely  to  he  synergistic  than  the 
former.  .Serious  pseudomonas  infections  should 
not  he  treated  with  any  single  agent  alone.  iMoxa- 
lactam  or  cefotaxime  have  lieen  dramatically  ef- 
fective in  the  treatment  of  patients  with  menin- 
gitis caused  hy  enteric  bacilli.  1 hey  seem  now  to 
he  a better  choice  than  chloramjihenicol.  How- 
ever, meningitis  caused  hy  jmeumococcus  or 
meningococcus  shoidd  he  treated  with  penicillin 
or  chloramphenicol,  never  moxalactam.  Hemo- 
philus influertzne  meningitis  caused  hy  beta  lac- 
tamase resistant  strains  may  now  he  treated  with 
moxalactam  instead  of  chloramphenicol. 

.\voiding  the  third  generation  cephalos]Jorins 
is  important  (1)  in  the  routine  treatment  ol  gram 
positive  coccal  inlections  involving  sta]ihylo- 
coccus,  streptococcus,  pneumococci,  or  enteio- 
cocci.  (2)  Cham-negative  enteric  infections  caused 
hy  organisms  sensitive  to  established  agents  such 
as  ampicillin  or  cephazolin  should  he  treated  with 
the  latter.  (3)  None  of  the  third  generation  cejih- 
alosporins  should  he  used  for  pro|ihylaxis  ol  peri- 
operative infections,  (4)  nor  as  single  drug  therapy 
lor  serious  F.  aeruginosa  infections,  (5)  nor  as 
single  agent  therajiy  of  septic  shock,  ((i)  Afoxa- 
lactam  should  he  asoided  in  the  therapy  of  men- 


ingitis caused  hy  .S',  pneumoniae,  .S',  agalaeliae  or 
Listeria  monoeytogenes. 

Caoss  comparison  among  the  cejthalosjxjrins, 
penicillins  ;uk1  other  di  ug  classes  fails  to  indicate 
the  relative  niche  lor  each.  1 he  third  generation 
cephalosporins  have  not  been  shown  any  more 
effective  than  cefazolin  or  cefoxitin  for  infections 
caused  hy  susceptible  pathogens.  It  is  tiot  known 
how  cefotaxime  or  moxalactam  com|jares  to  sulfa- 
methccxazole-trimethoprim  (hactrim,  Septra)  for 
H.  influenzae  lung  infections.  C\4iether  moxa- 
lactam or  cefoperazone  is  sujeerior  to  or  infericji 
to  ticarcillin,  mezlocillin  or  piperacillin  for  F. 
aeruginosa  pneumoina  remains  to  he  clarified. 
Cefotaxime  would  he  inferior  since  70%  of  F. 
aeruginosa  are  resistant.  Urinary  tract  infections 
caused  hy  the  Enterohacteriacae  respond  ecjually 
well  to  moxalactam,  to  cefotaxime,  and  to  cefazo- 
lin and  cefoxitin.  I’seudomonas  urinary  tract  in- 
fectierns  respond  less  favorably  to  the  third  gen- 
eration cephalosporins  than  do  infections  caused 
hy  enteric  bacilli.  Carhenic illin  has  established 
effectic eness  for  prostatitis,  hut  other  broad  spec- 
trum jjenicillins  and  third  generation  cephalo- 
sporins may  not  he  .so  effective.  In  the  treatment 
of  intra-ahclominal  infections,  clindamycin  or 
cefoxitin  would  he  expected  to  he  better  choices 
than  third  generation  cephalos|jorins  since  both 
clindamycin  and  cefoxitin  are  ellective  against  a 
greater  number  of  B.  fragilis.  Finally,  one  third 
of  pseudomonas  osteomyelitis,  a very  diflicidt 
therapeutic  situation,  has  failed  to  he  cured  when 
treated  with  moxalactam. 

The  many  newer  antimicrobials  have  e.xpanded 
greatly  the  spectrum  of  bacteria  that  can  he  in- 
hibited hy  a single  agent.  Except  in  meningitis  or 
in  treating  resistant  pathogens,  comparative 
studies  have  not  yet  delineated  which  of  the  newer 
jcenicillins  or  cephalosporins  shoidd  replace  the 
older  established  agents.  Multi|de  antimicrobial 
therapy  which  includes  an  aminoglycoside  seems 
likely  to  negate  any  potential  difterences  between 
these  newer  agents  and  the  older  established 
agents  that  might  he  shown  il  single  drug  therapy 
were  comjjarecl. 
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Prophylactic  Antibiotic  Therapy  For  Endophthalmitis 
with  intraocular  Lens  Implantation 

Norris  L.  Newton,  Jr.,  MSIII,  and  Robin  Jones,  M.D,,  Ph.D.* 


Abstract 

this  study  dcsciil)cs  a rationale  and  clinical 
a|)|)roach  lor  the  prevention  ol  pcjst  surgical  endo- 
phthalmitis in  patients  receiving  lens  implanta- 
tion lollotving  extrac apsidar  cataract  surgery.  In 
the  series,  1071  cases  tvere  treated  with  no  case 
of  endophthalmitis  resulting.  Ctilttiring  of  eyes 
revealed  the  preoperative  presence  of  mtihiple 
organisms.  Topical  antibiotics  reduced,  hut  lailed 
to  eliminate,  all  of  the  ocidar  flora.  Stibconjunc- 
tival  gentaniycin  and  topical  irrigation  of  genta- 
mycin  were  tisetl  in  1071  cases.  Intracameral  genta- 
mycin  was  used  in  addition  in  fifty  (.50)  cases  with 
no  ohservalrle  toxic  corneal  problems.  Cihemo- 
sis  teas  the  most  common  problem  associated  with 
stdtconjunctival  injections.  However,  this  prob- 
lem was  greatly  minimized  by  reducing  the  dosage 
of  subconjunctival  gentaniycin  when  intracameral 
gentamycin  was  also  used. 

Introduction 

Endophthalmitis  following  cataract  surgery 
with  intraocular  lens  implantation  is  a dreaded 
complication.  ^Vdiile  many  ophthalmologists  use 
topical  and  systemic  antibiotics  prophylactically, 
there  appears  to  be  little  uniformity  of  practice. 
The  current  FD.V  intraocular  lens  study  under- 
takes only  to  note  if  antiiriotics,  topical  or  sys- 
temic, were  used.-"  One  manufac  turer  reports  on 
200,000  lOL  cases  as  follow's:  “Seven  jiercent  (7%) 
of  the  investigators  repot  t to  culture  preopera- 
tively.  Sixty-one  percent  (01%)  use  antibiotic  pio- 
jrhylactics.  In  the  clinical  investigation  fifty-nine 
percent  (59%,)  of  the  investigators  who  used  anti- 
biotics reported  that  the  method  was  topical, 
while  twenty-three  percent  (23%)  reported  to  use 
systemic  antibiotics,  and  an  additional  eighteen 
percent  (18%)  reported  to  tise  both.”  d'he  overall 
rate  of  endophthalmitis  reported  in  this  instance 
was  0.09%.-! 

The  incidence  of  endophthalmitis  following 
routine  cataract  surgery  has  been  variotisly  re- 
ported to  be  between  0.0%  and  3.5%,.  Much  de- 
bate exists  regarding  the  pathogenesis  and  pre- 
vention of  endophthalmitis.  Sttidies  W'ith  phage 
typing  have  shown  a causal  relationship  between 

•Department  of  Pathology.  I'nivcrsity  of  Arkansas  School  of  Med- 
ical Science.  \Vest  Markham  Street,  Little  Rock.  Arkansas  72201. 


host  organisms  and  endophthalmitis.^"  ,\llen  has 
advocated  certain  preoperative  tojdcal  antibiotic 
programs  emphasizing  the  importance  of  topical 
Chloromycetin  and  polymixin  B.^'-  Locatcher- 
Khorazo  reported  zero  incidence  of  endophthal- 
mitis in  a series  ol  7,453  eyes  rendered  cidture 
negative  prior  to  cataract  stirgery.i^  Recentb 
many  have  begun  to  use  sidjcon junctival  antibi- 
otics in  an  effort  to  reduce  the  hazard  of  endo- 
phthahnitis  following  intraoetdar  lens  implanta- 
tion. Recent  studies  with  aminoglycosides  give 
important  cities  as  to  route  of  administration  and 
dosages  necessary  to  obtain  reasonably  effective 
intraocular  inhibiterry  concentrations.  As  a re- 
sult, some  surgeons  do  use  stibconjunctival  anti- 
biotics jirophylactically.  Gentamycin  and  tobra- 
mycin concentrations  in  the  ac[ueous  humor  fol- 
lowing injection  of  10  mgm  subconjunctivally  has 
been  measured.*"  Concentration  in  ac|ucous 
humor  has  been  shown  to  reach  and  exceed  the 
important  concentration  of  4 meg,  inl  at  one  hour 
post  injection.  Gentamycin  has  iteen  shown  to 
inhibit  80%  of  pseudomonas  aeroginosa  strains 
at  4 mcg/ml.  ' However,  inti  amusetdar  genta- 
mycin in  subnephrotoxic  levels  fails  to  pro\icle 
aclecjuate  acpieous  inhibitory  concentrations  for 
many  pathogens  in  primary  at|ueous.*'"  Common 
parenteral  routes  of  antibiotic  administration 
have  been  shown  to  produce  subminimal  to  min- 
imal inhibitory  concentrations  of  drugs  (amino- 
glycosides) in  ^itreous  humor.  Henvever,  extra- 
capsular  surgeiy  theoretically  should  not  violate 
the  vitreous  and  simple  aepteems  concentrations 
shotild  be  more  pertinent,  \\4th  this  background 
in  mind,  the  following  study  was  clone. 

Material  and  Methods 

All  of  the  lOL  admissions  (1071)  of  a single 
ophthalmologist  (NN)  were  revicwved  for  the 
period  of  Jantiary  1975  tlnough  .\ugust  1983  at 
tw'o  separate  hospitals.*  Ehe  stirgeon's  jtreopera- 
tive,  operatise  and  postoperative  care  varied  min- 
imally in  the  first  1021  ca.ses.  I'he  route  of  anti- 
biotic administration  at  the  time  of  stngery 
changed  for  the  last  50  cases.  All  cases  svere  ad- 
mitted to  the  hospital  between  36  hours  and  48 

•Texarkana  Cominuiiity  Hospital  and  St.  Micfiacl  Hospital,  Tex- 
arkana. r.s.A. 
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liouTs  prior  to  surgery.  Preoperalive  cultures  ot 
tile  coiijuiKTival  lornix  were  obtained.  All  speci- 
mens were  obtained  with  a sterile  loop  picking 
u|)  lacrimal  lluid  deeji  in  the  conjunctival  lornix, 
avoiding  the  skin  and  lashes.  Following  the 
cultures,  topical  antibiotics  were  instituted.  A 
proprietary  solution  ot  Neomycin  sullate  3. .5 
nigm/ml,  jiolyniyxin  II  sulfate  10, 000  units/ml, 
dexamethasone  0. 1%*.  drops  ivere  used  topically 
(]  i.  d.  (usually  six  treatments  total  prior  to  sur- 
gery). Chloromycentin-polymyxin  B**  ointment 
was  ordered  at  bedtime  (total  of  two  doses).  Beta- 
dyne  surgical  prep  and  lash  trimming  was  em- 
ployed. Argyrol  20%  drops  were  used  in  the  prep 
to  precipitate  mucous,  ;md  the  eye  was  copiously 
irrigated  with  Ringers  Lactate  solution.  Plastic 
adhesive  drapes  were  taped  to  the  lids,  and  split. 
Following  insertion  of  the  specnlnm,  the  lash 
margins  were  securely  tajied  with  1/4  inch  Steri- 
strips  360  degrees  to  guard  against  exposed  eye- 
lashes or  skin  margins.  Gentamycin  2 mgm/nil 
Yvas  used  to  irrigate  the  eye  at  the  start  and  com- 
pletion of  the  procedure,  avoiding  direct  intra- 
cameral  use.  Extracapsular  cataract  surgery  Yvas 
performed  without  rupture  of  the  posterior  lens 
capsule.  Gortex  rvas  irrigated  rvitli  filtered  bal- 
anced salt  solution  or  balanced  salt  solution  with 
glntathione  solution.  Lens  insertion  was  accom- 
jilished  under  microfiltered  air  or  hyaluronate. 

wide  linibal  based  flap  rvas  used  in  all  cases. 
Running  nylon  suture  10-0  rvas  used  for  the 
corneal  closure.  A 7-0  collagen  was  used  for  the 
conjunctival  closure.  All  cases  in  the  first  group 
(1021  cases)  received  1,7  mgm  gentamycin  sub- 
conjunctivally  at  the  end  of  surgery.  Also,  a snb- 
coniunctival  steroid  injection  was  used  (beta- 
methasone sodium  phospbate  1.5  mgm  jihis  beta- 
methasone acetate  1.5  mgm).  The  collagen  suture 
was  removed  on  the  second  postoperative  ilay. 

I'he  most  recent  group  (50  cases)  varied  only 
in  the  use  of  antibiotics  at  the  time  of  surgery. 
Fhis  group  received  gentamycin,  8 mcg/ml  in  the 
intracameral  irrigation  solution  nsed  for  the  lens 
removal.  The  volume  of  20  cc  to  50  cc  of  the 
intracameral  irrigation  solution  was  used,  de- 
pending on  the  ease  of  each  operation.  The  sub- 
conjunctival dosage  of  gentamycin  was  reduced 
from  15  mgm  to  10  mgm  in  this  grouji. 

Of  the  total  cases,  322  cases  received  additional 
parenteral  antibiotic  therajiy  for  various  medical 
conditions  including  genitourinary  and  pulmo- 
nary infections.  Many  received  parenteral  anti- 


biotics because  of  feared  pulmonary  complica- 
tions from  general  anesthesia.  Drugs,  dosages  and 
routes  of  administration  varied. 

Eyes  with  clinically  questionable  post  opera- 
tive reactions  received  slit  lamp  biomicroscopy 
each  day  of  hospitalization.  Eyes  clinically  very 
clear  received  slit  lamp  biomicroscopy  as  a min- 
imum at  the  time  of  discharge  on  the  second  post 
operative  day. 

Results 

Out  of  1071  preoperative  cultures  taken  only 
from  the  lower  fornix  tear  film,  404  were  positive. 
Of  these,  .seven  percent  (7%)  were  of  the  types 
generally  regarded  as  pathogenic  organisms.  Oc- 
casionally, more  than  one  organism  was  recovered 
from  a single  eye.  All  patients  were  judge  on  ad- 
mission to  be  free  of  clinical  ocular  infection. 
Four  patients  harboring  pseudomonas  aeruginosa 
were  eliminated  from  the  study  and  not  read- 
mitted until  eye  culture  negative  times  three. 
One  patient  that  was  positive  for  pseudomonas 
aeruginosa  was  reported  post  surgically  and  was 
not  eliminated.  One  patient  harboring  staphy- 
lococcus aureus  asked  to  be  discharged  until  cul- 
ture negative.  She  remained  culture  positive  on 
two  subseejuent  admissions  following  negative 
outpatient  cultures.  She  became  discouraged  and 
refused  surgery  altogether  even  under  antibiotic 
coverage.  Table  I shows  the  organisms  encoun- 
tered and  incidence  of  cultures  obtained  from 
1071  preoperative  eyes. 

Table  I. 


Organisms  Encountered  and  Incidence 
Preoperative  Eye  Cultures  of  1071  Eyes 


Orgayusin 

Number 

Percent 

Staph  ejiidermidis 

225 

21 

Staph  aureus 

41 

4 

Staph  citreus 

1 

<1 

Diptheroids 

112 

10 

Strep  viridans 

2 

<1 

Indifferent  streptococci 

2 

<1 

Pneumococci 

3 

<1 

Nciserria  sp 

1 

<1 

B subtilis 

2 

<1 

A aerogenes 

3 

<1 

P.  vulgaris 

5 

<1 

Ps.  aeruginosa 

5 

<1 

Esch.  coli 

1 

<1 

A faecalis 

1 

<1 

Unidentified  gram  neg  rod 

5 

<1 

404 
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The  lirsi  two  huiulrccl  and  twenty  (220)  eyes  in 
the  series  were  also  enltnred  at  the  time  ol  snigery 
lollowing  the  Inll  pi  epai  at  ion.  Only  three  posi- 
ti\c  cnltnres  were  recovered  and  these  did  not 
correspond  to  preoperaiive  isolates.  I'wo  positive 
cnltnres  were  ohtaineil  in  previously  cnltnre  nega- 
tive eyes.  One  staph.yloct  ns  epidermidis,  one 
protens  species,  and  one  nnidentilied  gram  nega- 
tive rod  were  found. 

Slit  lamp  examination  on  the  second  post  oji- 
erative  day  revealed  the  usual  mild  surgical  iritis 
in  813  cases.  One  hnndreil  one  (101)  eyes  were 
judged  to  have  moderate  iritis,  and  107  eyes  were 
judged  to  have  moderate  to  severe  iritis.  Only  one 
case  of  sterile  hypopion  developed  and  was  re- 
ported as  an  adverse  reattion.  This  case  re- 
sponded nicely  following  paracentesis  and  almost 
total  aspiration  of  the  organized  hypopion.  The 
cultures  were  negative.  Table  II  shows  the  de- 
gree and  incidence  of  ])OSt  surgical  iritis. 

The  main  disadvantage  encountered  with  the 


m)(in  ami  telestone  in  jet  lions  persisted  only  in- 
fretpiently  beyond  tlnee  weeks. 

Discussion 

I'he  ilillicidty  of  isolating  and  reporting  upon 
a single  variable  in  a clinical  situation  is  well 
illustratetl  here  and  in  the  field  of  prevention  of 
post  surgical  eiulophthalmitis.  In  this  instance, 
however,  the  results  of  a single  surgeon  are  re- 
ported ujK)n.  d'he  parameters  and  technitpie 
varied  little  throughout  the  eight  year  time  frame. 

Desjrite  the  fact  that  no  cases  with  clinical  ob- 
servable infections  were  included  in  the  study, 
404  culture  positive  eyes  were  identified.  Metic- 
ulous aseptic  technitpie,  minimally  atraumatic 
surgery,  selected  preoperative  topical  antifiiotics, 
operative  subconjunctival  gentamycin  and  steroid, 
and  attempted  elimination  of  pseudomonas  in- 
fected eyes,  resulted  in  a zero  incidence  of  liat- 
terial  cndojjhthalmitis  in  1071  eyes  selected  lor 
extracapsular  cataract  surgery  with  lens  implanta- 
tion. 


use  of  subconjunctival  gentamycin  15  mgm  and 
the  one-half  mililiter  suspension  of  steroid  was 
the  persistence  of  chemosis  and  conjunctival 
erythema.  The  degree  of  erythema  and  chemosis 
was  estimated  as  follows:  (mild),  trace  of  lower 
fornix  conjunctival  erythema  and/or  edema; 
(moderate),  macroscojiically  observable  redness 
and 'or  conjunctival  edema  of  the  lower  globe 
area;  (severe),  objectionable  degree  of  redness  of 
globe  and/or  roll  of  bulbar  conjunctival  edema 
observable  even  on  lid  closure.  Table  111  gives 
the  degree  and  number  of  cases  of  chemosis 
observed. 

In  severe  cases,  redness  and  edema  of  the  bulbar 
conjunctivae  was  noted  to  persist  as  long  as  two 
weeks  in  certain  cases.  Exact  figures  are  not  avail- 
able as  to  duration  of  observable  conjunctival 
drug  reaction.  It  was  the  surgeons  clinical  opin- 
ion that  chemosis  and -or  erythema  from  genta- 

Table  11. 

Incidence  and  Severity  of  Post  Surgical  Iritis 
Following  Extracapsular  Cataract  Surgery 
and  Lens  Implantation 

1071  Cases 

Degree  of  Iritis  No.  of  Cases 

Mild  Iritis  813 


The  jjost  surgical  jnoblem  encountered  in  this 
series  seemed  related  to  the  use  of  subconjunctival 
gentamycin  and  steroid.  Cdinically  significant 
conjunctival  injection  and  chemosis  were  jiresent 
in  fifty-eight  percent  (58%)  of  the  cases.  Nine 
percent  (0%)  of  the  cases  were  judged  to  have  a 
serious  degree  of  conjunctival  erythema  and 
c hemosis.  All  c ases  of  drug  induc  ed  chemosis  and 
erythema  cleared  without  secpiellae,  but  some  per- 
sisted as  long  as  three  weeks. 

"1  here  appears  to  be  no  antibiotic  or  combina 
tion  of  antibiotics  that  will  eliminate  all  the 
local  flora  in  a thousand  eyes.  However,  eyes 
known  to  harbor  potential  pathogens  were  suc- 
cessfully operated  with  no  endophthalmitis  re- 
sulting. ft  is  emphasized  that  all  but  one  case 
harboring  pseudomonas  aeroginosa  were  elimi- 
nated until  culture  negative  times  three.  No  case 
of  proven  bacterial  endophthalmitis  developed  in 
the  eight-year  study. 

Table  III. 

Degree  of  Erythema  and  Chemosis 
Following  Subconjunctival  Gentamycin 
and  Steroid  Suspension 

lu  1021  Cases  ‘>0  Cases 

]S  mgm  Geutamyciu  10  mgm  Gentamycin 


Moderate  Iritis 

107 

Degree  Present 

Of 

/O 

% 

Severe  Iritis 

100 

Mild 

430 

42 

32 

64 

Hypopion 

1 

Moderate 

500 

49 

18 

36 

Endophthalmitis 

0 

Severe 

91 

9 

0 

0 

Volume  80,  Number  6 — November,  1983 


251 


Prophvi.actic  Am  ihiohc  1 herapv  for  I-'.\DOPmMALMi  i is  with  Jntraoclt.ar  Lens  Implantation 


Nonproprietary  Name  and  Trade  Name  of  Drugs 

Xcomycin  sulfate  3.5  mgm/ml,  polymyxin  B 
sulfate  10,000  u nil,  dexainethasone  0.1% — 
MAXI  1 ROI, 

Cililoromycetin-polymyxin  B sulfate  ointment  — 
CHLOROMYXIX 

flyaluronate  - HEALON 
Balanced  salt  solution  — B.SS 
Balanced  salt  solution  with  glutathione  — BS.S 
PLUS 
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ELECTROCARDIOGRAM  ^ OF  THE  MONTH 


The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 


(See  Answer  on  Page  268) 


H'STORY:  S.  G.  is  a 21-year-old  black  woman  who  presented  because  of  cellulitis  of  her  left  foot.  Her  par- 
ents gave  a history  of  extreme  obesity  associated  with  a voracious  appetite  dating  from  infancy.  On  general 
physical  examination,  she  was  noted  to  have  short  stature,  marked  obesity,  mental  deficiency,  mild  strabismus, 
upward  slanting  palpebral  fissures,  small  hands  and  feet,  and  poorly  developed  external  genitalia.  Her 
cardiac  examination  revealed  an  accentuation  of  the  pulmonic  component  of  her  second  heart  sound  and 
an  S4  gallop,  but  no  murmurs.  Her  ECG  is  shown.  Would  you  care  to  speculcte  on  her  cardiac  diagnosis? 


Charles  Barth,  M.D.,  and  John  W.  Watson,  M.D. 
UAMS-LRVAMC  Division  of  Cardiology 
Little  Rock,  Arkansas 
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Orthopedic  Treatment  of  the  Aged 

H.  Austin  Grimes,  M.D.* 


3eveial  factors  contribute  to  the  special  prob- 
lems associated  with  orthopedic  management  in 
the  aged;  the  progressive  deterioration  of  the 
overall  physiology  of  the  body  coupled  with  in- 
creasing body  weight  with  increase  in  fat  mass 
in  the  muscle  itself  and  decreasing  coordination, 
balance  and  proprioception.  Diet  alone  is  not 
sufficient  to  control  this  fat  mass  replacement  in 
muscle  and  appears  to  be  a normal  aging  process, 
but  it  can  be  modified  with  a better  dietary 
intake.  The  special  dietary  recjuirements  of  the 
aged  should  become  Ijetter  known  and  applied  in 
the  future. 

Decreased  hearing,  vision  and  strength  con- 
tribute to  the  older  individual’s  inability  to  cope 
with  the  problems  of  stairs  in  the  home,  traffic, 
ice  during  the  winter  and  alcohol  intake. 

Decreasing  l)one  density  or  osteopenia  with  de- 
creased cortical  thickness  associated  with  osteo- 
porosis occur  in  the  male  and  in  the  female.  How- 
ever, in  the  female,  in  the  immediate  post  mena- 
pausal  era  for  aI)out  five  to  ten  years  the  process 
is  accelerated.  Thereafter,  it  tends  to  subside  to 
a steady  decline  consistent  with  the  decrease  in 
bone  mass  in  the  male.  This  probably  contributes 
to  a higher  incidence  of  osteoarthritis  and  has 
l)een  said  that  osteoarthritis  has  increased  wdth 
tlie  treatment  of  the  osteoporosis  along  wdth  oc- 
casional cases  of  osteomalacia.  Sokoloff  states 
that  there  is  no  evidence  that  fluoride/calcium 
treatment  of  osteoporosis  in  the  aged  causes  an 
increase  in  osteoarthritis  incidence,^  however,  this 
is  disputed. 

‘I.iltle  Rock  Orthopedic  Clinic,  9500  Idle  Drive,  P.  O.  Box  5270, 
Little  Rock,  .\rkansas  72215. 


Joint  disease  is  almost  universal  among  the 
elderly  and  is  directly  related  to  the  joint  function 
which  has  diseased  articidation  with  abnonnal 
load  transmission,  inability  to  ab,sorb  the  shock 
because  of  incongruence  of  the  joint  and,  prob- 
ably  underlying  all  of  this,  is  the  stiffness  of  the 
subchondral  bone.  Fatigue  of  lione  may  occur 
and  with  the  abnormal  ability  to  absorb  the  shock 
of  weight  bearing  may  contribute  to  spur  forma- 
tion and  cysts  within  the  sulrchondral  area.- 

Falls  are  the  largest  single  cause  of  accidental 
deaths  in  the  elderly  and  account  for  more  than 
half  of  all  the  deaths  over  the  age  of  74.  In  one 
analysis,  the  Sunnybrook  Medical  Center  Region- 
al I'rauma  Unit  in  Toronto,  the  leading  causes 
of  severe  morbidity  and  death  in  the  elderly  were 
1)  fracture  of  the  ribs  leading  to  unrecognized 
blood  loss  and  pulmonary  complications,  2)  head 
injuries  resulting  in  subdural  hematoma,  3)  frac- 
tures of  the  pelvis  causing  underestimated  blood 
loss,  and  4)  fractures  of  the  spinal  cord  which 
cause  serious  neurological  problems.  The  other 
two  contributoiy  accidents  that  caused  most  of 
the  fatalities  in  the  elderly  were  motor  vehicidar 
accidents  and  burns  in  fires. ^ 

Orthopedists  concern  themselves  primarily  with 
the  injuries  received  by  accidents  to  the  elderly 
in  falls  and  motor  vehicular  accidents.  We  will 
deal  primarily  with  the  more  common  injuries 
that  are  associated  with  the  elderly  and  specify 
liow'  these  treatments  differ  from  those  in  a 
younger  healthy  individual. 

In  treatment  of  wrist  fractures,  emphasis  is 
made  on  a more  gentle  reduction,  wuth  the  risk 
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of  what  appears,  on  x-ray,  to  be  inaclecjuate  re- 
duction and  avoidance  of  extremes  of  position  of 
wrist  flexioti  or  Iivpcrextension  iti  their  ])ost  re- 
duction maintenance  of  immobilization.  For  the 
most  part,  you  should  avoid  circumferential  cast- 
ing for  these  patients  and  use  light  weight  sugar 
tong  splints.  Periods  of  immobilization  should 
not  extend  beyond  four  or  five  weeks,  rather  than 
the  usual  six  or  seven  weeks  with  the  healthier 
bone.  Gentle  physical  therapy  with  encourage- 
ment, strivitig  for  functional  recovery  rather  than 
anatomical  realignment,  should  be  the  goal  in 
treating  these  fractures. 

Fractures  of  the  surgical  neck  and  impacted 
neck  and  head  fractures  of  the  humerus  should 
be  treated  with  a wrist/neck  sling  using  the 
weight  of  the  arm  rather  than  a hanging  arm  cast. 
The  time  of  immobilization  should  be  reduced 
to  three  weeks  and  begin  active  and  passive  range 
of  motion  with  the  therapist  assisting  to  gain  ac- 
tive futiction  rather  than  concern  with  anatomical 
reduction.  Acceptance  of  a less  than  normal 
range  of  motion  many  times  is  necessary  simply 
Ijecause  most  of  these  people  will  not  be  doing 
overhead  work  and  it  is  not  realistic  to  expect 
them  to  regain  a normal  range  of  motion.  How- 
ever, a functional  range  of  motion  can  certainly 
be  obtained  if  done  wdth  reasonable  care  and  with 
gentle  persuasion.  In  those  cases  which  do  not 
return  to  a functional  range  of  motion,  forced 
manipulation  under  anesthetic  usually  should  be 
avoided  and  because  of  the  bone  being  very  osteo- 
porotic it  is  apt  to  fracture  and  be  worse  off  than 
before. 

Intertrochanteric  fractures  of  the  hip  must  be 
nailed  to  afford  stability  meaning  that  if  the  nail 
is  not  in  an  ideal  jjosition  it  should  be  made  to 
be  so.  Near  anatomical  reduction  on  the  fracture 
table  while  the  patient  is  asleep  should  be  ob- 
tained in  order  to  allow  what  will,  most  un- 
doubtedly, occur  and  that  is  weight  beraing  on 
the  fractured  hip  because  their  balance  is  so  poor. 
The  patients  with  a poorer  degree  of  coordina- 
tion following  these  injtiries  wall  be  better  treated 
with  a walker  rather  than  attempting  to  get  them 
on  crutches.  The  walker  affords  more  stability 
and  a better  sense  of  security  for  them  and  they 
will  not  ambulate  well  in  a non-weight  bearing 
attitude  which  frecpiently  is  recommended.  There- 
fore, they  will  be  bearing  weight  and  it  behooves 
us  to  take  a little  more  time  to  reduce  the  fracture 


and  obtain  gcjod  staijility  because  tlie  Ijomcs  arc 
so  porotic  that  they  will  not  tolerate  an  inaccurate 
reduction.  y\,t  times,  the  bones  being  so  porotic, 
methylmethacrylate  augmentation  may  be  neces- 
sary. Probaljly  nail  placement  in  the  head  may 
alter  results  as  well  and  this  will  have  to  be  taken 
on  an  individual  basis  and  frecpiently  involves  a 
good  deal  of  experience  in  handling  these  cases 
to  determine  wiiere  the  best  placement  is  to  be 
made  at  the  time  of  surgery. 

In  suljcapital  fractures  of  the  femur,  frequently 
the  Iiead  is  removed  because  of  the  higher  inci- 
dence of  avascular  necrosis  in  the  aged  and  the 
fracture  occurs  liecause  they  have  had  .some  limi- 
tation of  motion  secondary  to  osteoarthritic 
changes.  In  this  instance,  it  may  be  necessary  to 
consider  the  use  of  a total  hip  replacement  even 
though  this  is  a more  formidable  procedure.  In 
most  cases,  the  operative  time  is  not  so  prolonged 
that  it  would  add  sufficient  risk  to  the  patient 
to  be  ruled  out.  I he  ultimate  additional  nicibil- 
ity  of  joint  replacement,  without  external  sup- 
port, is  worth  the  expense  of  the  prosthesis. 

Elderly  patients  frecpiently  fracture  their  pelvis 
in  falls  that  recpiire  less  trauma  to  cairse  the  frac- 
ture. They  should  be  mobilized  sooner  than  the 
average  patient  in  the  younger  age  groups  be- 
cause of  the  complications  that  occur  from  pro- 
longed bedrest.  Certain  environmental  engineer- 
ing should  be  emphasized  iu  the  post  injury  area 
to  the  elderly  which  will  benefit  these  patients  in 
their  recovery  and  their  attempts  to  resume  the 
normal  activities  of  daily  living.  Things  such  as 
bedside  commodes,  overhead  frames  to  assist  the 
patient  getting  in  and  out  of  bed,  nonslip  sur- 
faces and  other  mechanical  devices  should  be  in- 
stituted post-operatively  and  on  their  return  to 
either  a nursing  home  or  home. 

In  arthritic  patients  physicians  should  enqiha- 
size  replacement  of  hip  and  knee  joints,  which 
have  been  ipiite  successful  in  the  elderly  and 
should  be  considered  a high  priority  on  those 
who  are  no  longer  able  to  be  ambulatory,  if  all 
other  conditions  allow  it.  The  patient  deserves 
a relatively  good  functioning  joint  to  maintain 
their  independence  as  long  as  they  can.  This 
serves  a dual  purpose  in  that  it  keeps  the  elderly 
active  independently  for  a longer  period  of  time 
and  fewer  personnel  would  be  required  to  be  in 
attendance. 
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C'.ompression  fractures  of  the  spine  slioulcl  be 
treateil  as  all  other  compression  fractures  with 
supports,  how'ever,  surgical  corsets,  both  thora- 
columbar anti  lumbar  corsets,  sometimes  are  not 
tolerated  by  the  elderly  and  with  a reasonable 
degree  of  caution  they  may  be  dispensed  with. 
Mobilization  is  far  more  important  and  the  re- 
turn to  near  pre-injury  activities  is  desirable  as 
soon  as  possible  in  these  patients  even  at  the  risk 
of  getting  slight  increase  in  collapse  of  the  bone. 

Bone  loss  with  age  is  not  the  result  of  decreased 
bone  formation,  but  probably  the  result  of  lack 
of  balance  between  formation  and  resorption  and 
in  those  instances,  if  the  patient  can  tolerate  the 
oral  medication,  a combination  of  fluoride  and 
calcium  has  been  proved  beneficial  as  evidenced 
by  the  woik  done  by  Dr.  Jennifer  Jousy  at  the 
University  of  California  at  Davis. 

There  is  hope  for  us  who  are  reaching  55  and 
older  as  the  back  jtain  complaints  become  less 
common.  Reasons  tor  this  are  not  exactly  clear 
but  it  is  probably  due  to  decreased  activity  level 
and  avoidance  of  those  activities  which  cause  the 


difficulty.  The  collagen  becomes  less  mobile  in 
the  55 -|-  group  and,  therefore,  the  incidence  of 
frank  herniated  disc  protrusions  and  extrusions 
becomes  markedly  diminished  after  that  age. 

In  summary,  we  must  strive  to  mobilize  the 
upper  extremity  fractures  and  the  non-massive 
jtelvic  fractures.  Hip  fixation  stability  is  survival 
for  the  patient  and  joint  replacement  should  be 
a continuing  consideration  even  in  the  extremely 
elderly.  Rehabilitation  shoidtl  be  emphasized  in 
the  elderly  just  as  it  is  in  the  younger  patients  and 
it  will  be  rewarding. 
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PUBLIC  HEALTH  AT  A GLANCE 


A Five-Year 


Evaluation  of  Tularemia  in  Arkansas 


Thomas  C.  McChesney,  D.V.M.,*  and  Jai  Narain,  M.D.** 


Summary 

Again  in  1982  Arkansas  rvas  number  one  in  re- 
]:)oried  cases  of  lunnan  tularemia.  Sixty-nine  lab- 
oratory confirmed  cases  were  reported  — 27%  of 
tlie  Lbiited  States  total.  So  far  this  year  fifty-four 
cases  have  been  reported  (as  of  SejJtember  3,  1983) 
compared  to  50  cases  reported  for  the  same  period 
in  1982.  Therefore  Arkansas  is  experiencing  a 
continued  increase  in  human  tularemia.  In  this 
article  data  taken  from  case  histories  of  Arkansas 
patients  for  the  past  five  years  are  evaluated  in 
an  attempt  to  further  establish  the  source,  trans- 
mission, symptoms,  and  characteristics  of  the  dis- 
ease in  Arkansas.  - 

During  the  period  1978-1982,  250  patients  with 
.serologically  or  culturally  confirmed  tularemia 
were  reported  to  the  Arkansas  Department  of 
Health  (representing  23%  of  all  U.S.  cases).  Five 
of  the  illnesses  (2%)  were  fatal.  Reported  cases 
were  in  all  age  groups  but  predominately  in 
males.  Of  193  patients  (77%)  with  exposure  data, 
143  (74%)  gave  a history  of  tick  bite  or  had  visited 
a tick  infested  area,  20  (10%)  had  dressed  or 
handled  a rabbit,  and  nine  (5%)  had  handled 
other  wild  animals  before  becoming  ill.  Multiple 
exposures  were  reported  in  21  (11%).  Oases  were 
geographically  distributed  in  areas  where  lone 
star  ticks  (Ainblyomtna  americauiiin ) are  predom- 
inant. Clinical  findings  in  reported  patients  in- 
cluded regional  lymphadenopathy  (76%),  chest 
x-ray  abnormalities  (34%),  and  gastrointestinal 
symptoms  (19%)  such  as  vomiting  and  diarrhea. 
More  tick-associated  cases  developed  in(|uinal  or 
femoral  lymphadenopathy  (at  the  site  of  the  tick 
bite)  than  the  rabbit-associated  cases.  Patients 
with  pulmonary  tularemia  were  le,ss  likely  to  have 

*Cl»ie£,  Epizootic  Diseases,  .Arkansas  Department  of  Health,  48i.") 
West  Markliain  Street,  Little  Rock,  Arkansas  72201. 

**EIS  Officer,  assigned  .Arkansas  Epidemiology  (EIS  Officer.  Field 
Services  Division,  Epidemiology  Program  Office,  Centers  for  Disease 
Control.  Atlanta,  Georgia  30333.  Located  at  the  Arkansas  Depart- 
ment of  Health,  4815  West  Markham  Street,  Little  Rock,  .Arkansas 
72201.) 


lymphadenopatliy  anal  history  of  tick  exposure 
than  other  types.  Illness  pro\ed  latal  in  four  pa- 
tients with  pnlmonary  complications  and  one  pa- 
tient with  renal  insufficiency. 

History 

1 he  causative  organism  of  tularemia  was  first 
discovered  in  ground  stjuirrels  in  Tulare  County, 
California,  in  1911  by  McCoy  and  Chapin  while 
plague  surveys  tvere  being  conducted  in  st|uirrel 
and  rodent  populations.  The  disease  organism, 
originally  called  Bacterium  tularense,  was  later 
recognized  in  1914  as  causing  human  infection. 
In  1919  deerflies  were  incriminated  as  vectors 
transmitting  the  organism  from  diseased  animals 
to  man,  and  in  1924  ticks  were  found  to  be  natu- 
rally infected  and  capable  of  transmitting  the 
disease  to  humans. 

In  1925  and  1926,  Japanese  investigators  sent 
patient  serum  and  lymph  glands  to  the  United 
■States  resulting  in  confirmation  of  the  disease  in 
that  country.  The  history  of  tularemia  in  the 
IbSSR  lias  been  notable  for  detection  of  the  or- 
ganism in  water  and  the  development  of  an  ef- 
fective vaccine.  M'oday  the  disease  is  recognized 
jji  imarily  in  Europe,  Asia,  and  North  .America. 

Description  of  the  Pathogen 

Taxonomists  finally  named  the  causative  or- 
ganism Francisella  tularensis  after  Dr.  Edward 
Francis  (LbSPHS)  who  demonstrated  that  deerfly 
fever  in  lUah  in  1919  was  actually  tularemia. 
I'he  site  of  discovery,  Tulare  County,  California, 
and  the  fact  that  there  is  often  a bacteremia,  re- 
sulted in  the  term  tularemia.  I’he  organism  is  a 
small  faintly  staining  aerobic  nonmotile  pleomor- 
phic gram  negative  nonspore  forming  coccoba- 
cillus  that  may  possess  a single  flagellum.  Two 
types  of  organisms  differing  in  virulence  l)iU 
serologically  identical  are  recognized.  Type  A 
bacteria  are  highly  virulent  in  man  and  rabbits 
and  are  recovered  from  ticks  and  other  insects. 
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Eighty  pertent  of  the  human  cases  in  North 
America  are  believed  to  be  Type  A.  Type  B bac- 
teria are  less  virulent  for  man  and  rabbits,  and 
are  commonly  recovered  from  rodents,  water,  and 
atpiatic  animals  such  as  muskrats  and  beaversd 
Viable  bacteria  have  been  demonstrated  in 
water  and  mud  samples  stored  at  •11.6°F  for  as 
long  as  14  weeks,  in  tap  water  for  as  long  as  three 
months,  in  dry  straw  litter  for  at  least  six  months, 
and  in  cured  meats  for  at  least  30  days.  Chlorina- 
tion of  water  in  the  usual  concentrations  1.5  mg/L 
is  rejHirted  to  kill  the  organism  in  drinking 
water.- 


Epidemiology 
Mode  of  Transmission  to  Man 

Probably  no  other  disease  is  transmissible  in  as 
many  ways  as  tularemia.  Compilation  of  statis- 
tical data  from  siuAeillance  report  forms  clearly 
indicates  that  in  .\rkansas  tick  borne  infection 
accounts  for  the  majority  of  cases.  Seventy-four 
percent  of  the  patients  with  known  exposures  had 
a history  of  a tick  bite  or  being  in  a tick  infested 
area  preceding  their  illness.  The  disease  may  also 
be  transmitted  by  ingestion  of  contaminated 
water  or  undercooked  diseased  meat,  by  breath- 
ing in  infected  dust  or  aerosols,  and  by  contami- 
nation of  skin  or  mucous  membranes  of  the 
mouth  and  eyes  with  body  fluids  while  dressing 
diseased  animals.  Animal  bites  on  rare  occasions 
have  been  responsible  for  transmitting  tularemia. 
I)e.spite  the  fact  that  the  organism  is  highly  in- 
fectious, person  to  person  transmissions  are  rare. 
Table  I below  is  a listing  of  exposure  data  ex- 
tracted from  surveillance  rejxnts. 

The  majority  of  cases  occurred  from  March 
through  Sejnember,  the  warm  weather  months 
with  increaseil  tick  activity,  and  not  during  the 

Table  I. 


Source  of  Exposure  of  Reported 
Tularemia  Cases,  Arkansas  1978-1982 


Reported  Cases 

Source 

Number 

Percent 

Tick  only 

Rabbit  only 

143/193 

71.0% 

(dressing  or  handling) 

20/193 

10.4%, 

Animals  other  than  rabbits 

(dressing  or  handling) 

9/193 

4.7% 

Multiple  exposures 

21/193 

10.9% 

Unknown  exposures 
not  considered 

*S(]uirrt‘l  — 5,  cat  — 1,  catllc  — 1,  raccoon  — 1, 
unknown  — 1 . 


hunting  season  later  in  the  fall.  This  is  further 
evidence  that  tularemia  is  no  longer  a disease 
primarily  transmitted  to  humans  while  dressing 
game  animals  as  the  literature  of  30  to  40  years 
ago  often  stated.  See  Table  II. 

joint  project  between  the  Centers  for  Disease 
Control  and  the  Arkansas  State  Board  of  Health 
conducted  in  1951-1952  to  determine  the  species 
of  ticks  in  Arkansas,  their  distribution  and  abun- 
dance, and  those  naturally  infected,  showed  92.8% 
of  the  ticks  collected  to  be  Aynblyomma  ameri- 
ratunn  (the  lone  star  tick)  and  7.1%  to  be  Derma- 
centor  variabilis  (the  American  dog  tick).  The 
remainder  in  decreasing  numbers  were  Haema- 
physalis  lepores-palustris  (the  rabbit  tick),  Ixodes 
scapidaris  (the  deer  tick  or  black  legged  tick),  and 
Amblyoinma  maculatiim  (the  gulf  coast  tick). 
Ticks  were  collected  in  64  counties  by  dragging 
and  removal  from  13  species  of  animals.  The 
small  number  of  rabbits  examined  accounted  for 
reduced  numbers  of  the  rabbit  ticks,  and  the  off 
season  accounts  for  the  small  number  of  deer  ticks 
collected.-^ 

In  the  course  of  a field  study  in  Arkansas  in 
1953,  576  pools  totaling  28,661  lone  star  ticks 
(Amblyomma  americanum)  were  tested  for  tula- 
remia by  animal  inoculation,  and  11  pools  (1.9%) 
were  found  positive  — an  average  of  one  infected 
tick  in  2,605,  assuming  only  one  infected  indi- 
vidual to  each  positive  pool,  d’he  distribution  of 
naturally  infected  ticks  was  shown  to  be  spotty, 
and  the  finding  of  a batch  of  infected,  unfed 
larvae  of  A.  americnniitn  indicates  the  probable 
occurrence  of  transovarial  transmission  of  tula- 
remia in  this  species.^ 

TABLE  II 

SEASONAL  DISTRIBUTION  OF  TULAREMIA  CASES,  ARKANSAS,  1978-198,; 

Other  Wild  Animal  Associated 


Rabbit  ^S5P_ciated 
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The  lone  star  tick  was  the  only  ai  thropocl  louiul 
naturally  inlectecl  with  tularemia,  although  the 
numl)er  ot  other  ticks  tested  was  insufficient  to 
justify  general  conclusions,  'rularemia-infected 
lone  star  ticks  were  collected  in  May,  July,  and 
Sej^teml^er,  coinciding  with  the  reported  seasonal 
incidence  of  luunan  infections;  and  the  data  })re- 
sented,  taken  in  connection  with  previous  epide- 
miologic investigations,  also  point  to  ticks  as  the 
chief  vector  of  tularemia  in  Arkansas.®  A.  Korn- 
hlatt,  1).^^M.,  atid  Cf.  Schmid,  M.D.,  at  the  Cen- 
ters for  Disease  Control  presented  a paper  titled 
“Tularemia  on  the  Crow  Indian  Reservations  in 
Montana”  Xovemiter  20,  1979,  and  indicated  that 
Dcrniacenior  variabilis,  the  American  dog  tick, 
was  found  to  be  the  primary  vector  of  tularemia 
at  that  location. 

Studies  to  detect  verteijrate  animal  reservoirs 
on  a continuing  l^asis  in  Arkansas  began  in  Feb- 
ruary, 1983,  and  will  be  conducted  on  a continu- 
ing basis  by  testing  serological  samples  on  various 
animals  from  different  locations  in  the  State. 
Testing  ot  11  dogs  from  the  city  of  Hot  Springs 
and  17  dogs  from  Little  Rock  showed  only  one 
dog  from  Hot  Springs  to  be  positive  at  a titer  of 
1:40.  Eighteen  additional  samplings  of  dog  Idood 
from  all  over  the  state  resulted  in  one  positive 
from  Morrilton  at  1:80  and  one  positive  from 
Osceola  at  1:40.  Sixty  cattle  tested  at  random 
from  all  areas  of  the  state  were  43%  positive, 
20  had  titers  of  1;40,  three  were  1:80,  three  were 
1:20,  and  the  remaining  34  were  negative.  Six 
wild  rabbits  reported  sick  in  the  Little  Rock 
area  were  tested,  anil  proved  to  be  negative. 
.Also  negative  were  six  opossums,  one  squirrel, 
one  chipmunk,  and  five  deer.  One  opossum 
was  positive  with  a 1:160  titer.  Sixty-four  rats 
were  tested,  one  was  positive  at  1:40.  In  May 
and  July  of  1983,  50  samples  of  male  human 
serum  taken  at  random  from  most  areas  of  the 
state  tested  negative  with  the  exception  of  two 
individuals  from  Faulkner  County  which  showed 
titers  of  1:40. 

It  has  been  specidated  that  humans  may  be 
subclinically  infected  and  develop  antibody  titers 
of  several  years  duration,  and  that  a future  febrile 
illness  may  l)e  impro})erly  diagnosed  as  tularemia 
based  on  a single  positive  antibody  titer. 

d he  criteria  used  to  define  a case  recpiires  at 
least  a 1:160  titer  plus  compatible  symptoms  or 
a four  fold  rise  in  titer  between  acute  and  con- 
valescent sera.  I he  fact  that  none  of  the  50 


healtliy  lunnans  tested  had  titers  greater  than 
1:40  is  sidficient  evidence  to  conclude  that  the 
serological  standards  are  identifying  genuine 
cases. 

Ilidibert,  McCulloch,  and  Schnurrenberger  in 
their  text  “Diseases  I'ransmitted  from  Animals 
to  Man,”  state,  “Dogs  have  been  nominated  as 
the  primary  reservoir  of  tularemia  in  Arkansas 
as  well  as  the  princijxil  disseminator  of  A.  ameri- 
canurn,  the  main  tick  vector  in  the  area.  Results 
of  testing  in  the  southeastern  LhS.  show^ed  that 
19%  of  nearly  1800  carnivorous  animals  tested 
were  reactive  serologically  with  titers  of  1:80  or 
greater.”  In  the  future,  serological  testing  of  the 
family  dog  will  be  conducted  whenever  there  is 
a human  case  to  determine  if  there  is  any  correla- 
tion between  canine  and  human  tularemia.  Ticks 
from  the  dog  will  also  be  tested  depending  on 
laboratory  support.  Dogs  act  as  a transport  media 
to  bring  ticks  into  the  home  environment.  Wheth- 
er dogs  act  as  a reservoir  of  the  disease  and  are 
capable  of  infecting  ticks  is  debatable,  especially 
in  view  of  the  fact  that  bacteremia  probably  only 
lasts  a week  or  so  after  the  initial  inlection.'' 

Serological  evidence  of  non-lethal  infection  is 
common  in  cattle,  bidfalo,  goats,  and  sheep.  ^Vell 
fed  sheep  are  resistant,  but  high  mortality  has 
been  documented  in  jtoorly  fed  range  sheep  with 
heavy  tick  infestations.  Since  1951  testing  of  sheep 
and  cattle  in  western  Utah  has  shown  22%  of  the 
cattle  and  sheep  to  have  antibody  titers.' 

I'he  significance  of  tbe  43%  positive  rate  for 
the  60  cattle  tested  this  year  in  .Arkansas  is  un- 
known. Most  cattle  in  .Arkansas  do  harbor  ticks 
in  the  summer  months,  but  tularemia  has  not 
been  incriminated  as  causing  morbidity  or  mor- 
tality in  cattle  in  .Arkansas.  .A  lack  of  increased 
incidence  of  tularemia  in  packing  house  workers 
suggests  that  the  slaughtering  of  reactor  cattle  is 
not  a threat  to  the  health  of  employees  and  that 
the  meat  is  fit  for  consumption.  Further  sero- 
logical testing  of  packing  house  workers  atid 
veterinarians  is  itidiiatcd. 

Incidence 

In  the  IJ.S.  duritig  the  period  1930-1949,  an 
average  of  1,128  cases  of  tularemia  occurred  an- 
nually. From  1960-1969  there  was  an  average  of 
274  cases  per  year.  4’able  HI  shows  that  in  .Ar- 
kansas during  the  jtast  five  years  there  has  been 
an  upward  trend  in  the  number  of  cases  reported. 

Table  I\^  shows  the  diagnostic  criteria  for  the 
250  cases  reported  during  the  past  five  years. 
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Those  })ersons  at  highest  risk  are  trappers,  liunt- 
ers,  those  handling  wild  game  and  those  engaged 
in  outdoor  activities.  Age  and  sex  distribution  is 
shown  in  Table  V.  Table  \d  shows  the  occupation. 

Cieographical  distribution  is  shown  in  Table 
and  favors  the  mountainous  and  wooded  areas 
of  the  northwestern  part  of  the  state.  Few  cases 
are  seen  in  the  Hat  agricidtural  land  in  the  Mis- 
sissippi delta  areti. 

Table  III. 


Annual  Number  of  Reported  Tularemia  Cases 
For  the  U.S.  and  Arkansas,  1978-1982 


Irkansas 

Uiii 

'ted  StatesS 

Arkansas 

Rale  per 

Kate  per 

%of 

Year 

■Vo. 

] 110,000 

No. 

100,000 

l\S.  Totals 

1978 

34 

1.5 

141 

.06 

24.1 

1979 

42 

1.9 

196 

.09 

21.4 

1980 

60 

2.7 

234 

.1 

25.6 

1981 

60 

2.7 

288 

.13 

20.8 

1982 

69 

3.1 

254 

.11 

27.2 

■Average 

case 

fatality  rate  for 

.\rk. 

1.9%. 

■Average 

annual  incidence  of  i 

repot 

ted  itilaretnia 

for  .Arkan- 

sas  1978-1982  2..3(n0(),000. 

■Average  annual  incidence  of  reported  tnlareinia  in  the  I'.S. 
1978-1982  .092  HtO.OOO. 

Table  IV. 

Diagnosis  of  Reported  Tularemia  Cases, 
Arkansas,  1978-1982 


Diagnostic  Criteria 

No.  of  Cases 

Percent 

By  serology 

4 fold 

rise 

111 

44 

Compatible 

symptoms 

-(-  1 ; 160  titer  = 

134 

54 

By  isolation 

of  the  or 

ganism*  = 

5 

9 

*lsolated  from 

blood  (2) 

. Ivinph  node 

( 1 )■  lung 

iispi- 

rate  (1),  and 

postinortein  lung  tissue 

(!)• 

Table  V. 

Age  and 

Sex  Distribution  of  Reported 

Tularemic 

1 Cases, 

Arkansas, 

1978-1982 

T otal 

Ige  ('.roup 

Male  Female 

No. 

Percent 

<5 

10 

8 

18 

7 

5-14 

24 

12 

36 

14 

15-24 

30 

7 

37 

15 

25-34 

18 

5 

23 

9 

35-44 

22 

6 

28 

11 

45-.54 

19 

9 

21 

8 

55-64 

26 

14 

40 

16 

65-74 

18 

10 

28 

11 

75  + 

11 

9 

13 

5 

IJ  nknown 

5 

1 

6 

9 

ro'l  AL 

183 

67 

250 

100 

(73.2%)  (26.3%,) 


Table  VI. 


Occupation  of  Reported  Tularemia  Cases, 
Arkansas,  1978-1982 

Cases 


Occupation 

Number 

Percent 

Student/Preschooler 

51 

26.0 

Retired 

28 

14.3 

Housewife 

22 

11.2 

Ftumer 

19 

9.7 

Factory  'WMrker 

14 

7.1 

Ibiemployed 

11 

5.6 

"1  imber 

9 

4.6 

Construction  Worker 

9 

4.6 

Office  Work 

6 

3.1 

■\nimal  Handler 

3 

1.5 

Other* 

24 

12.2 

Subtotal 

196 

Unknown  occuijation 

54 

21.6 

lOTAL  250 

*air  force  (3),  aid  muse  (4),  driver  (3),  electrician  (2), 
salesman  (2),  and  10  varying  occupations. 


TABLE  VII 

INCIDENCE  OF  TUUREMIA  i't  COUNTIES.  1978-1932 


Clinical  Symptoms 

After  an  incubation  period  of  one  to  ten  days, 
the  most  common  symjMoms  to  appear  are  head- 
ache, fever,  chills,  malaise,  fatigue,  and  gastro- 
intestinal svinptoms.  ■\dditional  symptoms  vary 
depending  on  the  mode  of  transmission. 

I he  ulcero  glandular  form  is  characterized  by 
an  ulcerated  skin  lesion  with  regional  lymphad- 
enopathy.  The  source  of  infection  for  this  type 
is  usually  a tick  bite  or  skin  contamination  from 
blood  or  body  fluids  of  a diseased  animal.  Skin 
lesions  are  located  on  the  fingers  and  hands  in 
most  of  the  rabbit,  sqinrrel,  or  deer  associated 
cases  with  axillary  and  epitrochlear  lymph  node 
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involvcniciit.  In  tick  l)()inc  iniections,  the  ulcer 
is  usually  on  the  lower  extremities  and  trunk 
with  subset|uent  swelling  ol  the  lemoral  and  in- 
t|uinal  lymph  glands.  In  some  instances  an  ulcer 
does  not  lorm  at  the  point  ol  entry  cd  (he  organism. 
(.See  Table  \'1I1.) 

I he  typhoidal  lorm  may  originate  from  inges- 
tion ol  under-cooked  infected  meat,  by  drinking 
eontaminated  water,  from  the  inhalation  of  in- 
leetecl  aerosols,  skin  contamination,  or  by  tick 
bites.  The  clinical  signs  arc  more  protean  in  na- 
ture (]uite  severe  and  olten  times  resemble  typhoid 
fever.  There  may  be  no  history  of  exposure. 
Fever,  prostration,  malaise  or  gastro-intestinal 
symptoms  may  be  present. 

The  jdeuro  pulmonary  form  may  result  from 
inhalation  of  infected  aerosols  or  as  a complica- 
tion of  other  forms  such  ;is  the  typhoidal  or  ulcero 
glandular  forms.  Symptoms  include  chest  pains, 
cough,  and  patchy  ill  defined  infiltrates  in  one  or 
more  lobes.  Chest  x-rays  performed  on  167  pa- 
tients (77.6%  of  all  patients  rejjorted)  showed  57 
or  34.1%  to  have  abnoi  nial  findings  ranging  from 
pneumonia,  pleural  effusions  and  ])leuritis  to 
unspecified  pathology,  d'he  occuloglandular  form 
is  seldom  seen  and  usually  is  a result  of  rubbing 
the  eyes  with  contaminated  fingers.  Symptoms 
include  unilateral  conjunctivitis  with  preauricular 
;ind  cervical  lymjjhadenopathy. 

The  oropharyngeal  form,  nsnally  resulting  from 
ingestion  ol  the  organism,  causes  an  acute  exuda- 
tive or  membranous  pharyngotonsilitis  with 
cervical  lymphaclcno]xuhy.  I his  form  of  tula- 
remia was  not  reported. 


Diagnosis 

Patients  with  a history  of  a recent  tick  bite, 
dressing  wild  g;nne  tinimals,  or  being  in  outdoor 
tireas  in  summer  months  that  develop  fever,  head- 
ache, malaise,  |nostration,  and  swollen  hinph 
glands  are  prime  candidates  for  tularemia.  Since 
tick  bites  are  often  unnoticed,  and  the  disease 
may  also  be  waterborne,  airborne,  or  foodborne, 
tularemia  ctinnot  be  ruled  out  based  on  the  case 
histoiy.  Milder  symptoms  and  the  alrsence  of  a 
skin  rash  with  swollen  lymph  glands  clinically 
indicates  tidaremia  instead  ol  Rocky  Mountain 
Spotted  Fever  which  is  characterized  by  a severe 
headache  and  an  erythematous  macular  rash  that 
often  spreads  to  the  palms  and  soles  without 
lymphadenopathy. 

d'he  Public  Health  Laboratory,  Arkansas  De- 
partment of  Health,  condnets  agglutination  tests 
specific  for  FranciseUa  tulavensis.  Ideally,  acute 
and  convalescent  sera  should  be  tested  to  demon- 
strate a four  fold  rise  in  titer  which  is  diagnostic. 
'I’iters  usually  take  10  to  14  days  to  develop  ;ind 
reach  their  peak  in  four  to  six  weeks  and  m:iy 
remain  elevated  for  years.  A single  titer  of  1:160 
with  comjtatible  .symptoms  is  considered  to  be 
diagnostic.^  Less  commonly,  blood  cultuies  or 
fluorescent  antibody  staining  cjf  sjnitnm,  ulcer 
tissue  or  lymph  node  may  reveal  the  organism 
and  is  also  diagnostic. 

Prevention  and  Treatment 

Currently  the  Centers  lot  Disease  Control  has 
available  ;in  attenn:itecl  vaccine  for  laboratorv 
personnel  ;incl  high  risk  workers  tiuit  may  be  sup- 
plied if  recjuestecl. 


Table  Vlli. 

Sites  of  Lymph  Node  Enlargement  In  Reported 
Tularemia  Cases,  Arkansas,  1978-1982 

Cases 


Site* 

Inguinal 

Cervical 

Axillary 

Femoral 

Hilar 

Others 

Multiple  sites 
Lnknown  site 

LO'I  AL 


Xu  in  her  Percent 

90  54 

24  14 

19  11 

6 4 

•4  2 

8 5 

8 5 

8 5 

167  100 

ill  59%,  liilateral 
ivcic  not  specified. 


♦Lyinpliaclcnopathy  was  unilateral 
in  3%  and  the  leinaining  38% 


.Streptomycin  is  the  drug  of  choice  administered 
at  the  rate  of  15-20  mg/kg  a clay  intramnsc  td;u  ly 
in  clis'ided  doses  for  seven  to  ten  clays.  For  severe 
infection  larger  closes  (not  to  exceed  30  mg/kg  a 
cl;iy)  imiy  be  given  for  two  to  three  clays  followed 
by  15-20  mg/kg/a  clay.  Tetracycline  oi  chloram- 
phenicol may  be  given  but  clinical  relapses  occur 
more  frecjuently  with  these  clrttgs,  jiarticulai  ly 
when  administered  for  less  than  14  clays.  .V  load- 
ing dose  of  tetracycline  or  chloramphenicol  30 
mg/kg  orally  is  given  followed  by  30  mg/kg  orally 
in  divided  doses  for  14  clays.’" 
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^uf^ical  OdetUkuzi 

Management  of  Esophageal  Perforations* 

Gilbert  S.  Campbell,  M.D.,  Ph.D.**' 


(Controversy  persists  as  to  the  best  form  of 
management  for  esophageal  perforations.  .Some 
atithors  have  proposed  non-operative  treatment 
consisting  of  intravenous  antiltiotics  and  paren- 
teral hyperalimenttttion.  Others  have  suggested 
total  thoracic  esophagectomy  with  secondary  re- 
construction at  a later  date,  d’he  objectives  of 
this  paper  are  to  review  the  causes,  sites,  symptoms, 
signs,  diagnosis  and  treatment  of  perforations  of 
the  esophagus. 

riie  esojrhagus  has  been  described  by  Sweet  as 
“a  contaminated  tract  containing  a bacterial  flora 
rich  in  harmful  lorms.  above  all  the  anaerobes. 
Its  walls  are  thin  and  fragile.  It  has  no  serous 
coat,  its  blood  supply  is  often  tenuous.  Further- 
more, it  occupies  the  middle  of  the  mediastinum, 
where  in  case  of  perforation,  dissemination  of  in- 
fection throughout  the  mediastinal  connective 
tissue  is  the  inevitable  and  often  fatal  result. 
Finally,  the  retrovisceral  (prevertebral)  fascial 
space  in  the  neck  communicates  directly  with  the 
cellular  tissue  of  the  posterior  mediastinum,  and 
an  infection,  once  it  is  sjtread  downw'ard,  meets 

*Abridgc(l  \ersion  of  material  which  will  appear  in  a forthcom- 
ing publication  entitled  Advances  in  Gastrointestinal  Surgery,  edited 
by  John  Najarian  and  John  P.  Delaney,  and  which  will  be  copy- 
righted in  1974  b^  the  Year  Book  Medical  Publishers,  Inc.,  Chicago 
(in  jiress). 

**1983  Surgical  Alumnus  of  the  Year,  University  of  Minnesota, 
f Previous  recipients)  Owen  H.  W^angensteen,  1978:  Lloyd  D.  Mac- 
Lean.  1979;  Norman  E.  Shumway,  1980;  K.  Alvin  Merendino,  1981; 
Richard  L.  \'arco.  1982. 

tProfessor  of  Surger>’,  University  of  Arkansas  for  Medical  Sciences, 
4301  West  Markham.  Little  Rock.  Arkansas  72201. 


262 


no  obstacle  capable  of  preventing  its  widespread 
diffusion.”!  Table  1 lists  the  causes  of  esophageal 
perforation. 

The  risk  of  esophageal  perforation  during  en- 
doscopy is  ().2-0.7  j^ercent.  Rigid  esophagoscopy 
under  general  anesthesia  is  particularly  hazardous 
and  reflects  the  greater  need  for  gentleness  in  the 
unconscious  patient.-  Wdien  a surgeon  “loses  his 
way”  during  endo,sco})y,  the  risk  of  perforation 
increases. 

During  the  mid  1950's,  Mr.  Daintree  Johnson 
of  the  United  Kingdom  w'as  visiting  Dr.  Wangen- 
steen’s Department  of  Surgery.  At  Surgery  Grand 
Rounds,  Dr.  Wangensteen  became  carried  away 
on  waves  of  enthusiasm  and  suggested  every  pa- 

Table  1. 

Etiology  of  Esophageal  Perforation 

Iatrogenic 

esophagoscopy 

gastroscopy 

bougienage 

intubation 

para  esophageal  surgery 
Sjtontaneous 

Boerhaave's  syndrome  (post-emetic) 
Mallory-Weiss  syndrome 
Intramural  rupture 
Foreign  body 
External  trauma 
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ticnt  have  proclosiginoidoscopy  as  a part  of  the 
physical  examination.  Issues  such  as  cost  effec- 
tiveness, availability  of  snlficient  endoscopic  man- 
power, patient  acceptance,  etc.,  failed  to  dampen 
Dr.  Wangensteen's  spirit.  Finally,  Mr.  Johnson 
rose  and  with  warm  wit  descrihed  a })rotoscopic 
examination  on  one  of  his  patients  who  had  a 
previous  doidrle-barrclled  colostomy.  I'he  junior 
registrar  became  lost  as  the  scojje  exited  through 
the  mncoiis  fistula  and  the  senior  registrar 
cpierried  him  as  to  what  he  was  viewing.  FTn- 
tihashedly  the  junior  registrar  rejtlied,  “1  see  a 
heaiitilid  little  bine  bird  sitting  on  the  limb  of 
a tree  chirping  its  very  heart  out.” 

Perforation  of  the  esophagus  during  esoph- 
agoscopy  can  occur  at  any  level,  but  the  sites  of 
normal  narrowing  are  the  ones  most  fre([nently 
involved.  The  narrow  esophageal  introitns  is  a 
fretpient  site  for  cervical  esophageal  perforation. 
Spasm  or  hypertrophy  of  the  cricopharyngeal 
S])hincter  pins  arthritic  vertebral  spurs  magnify 
the  likelihood  of  perforation  at  the  esophageal 
opening.  The  forward  and  left  lateral  bend  of 
the  distal  esophagus  contribute  to  perforation  of 
the  lower  esophagus. 

Most  cervical  esophageal  perforations  are  lo- 
cated posteriorly  resulting  in  suppuration  in  the 
retrovisceral  space  and  along  fascial  planes  into 
the  mediastinum  down  to  the  level  of  the  tracheal 
bifurcation.  The  upper  two-thirds  of  the  thoracic 
esophagus  lies  adjacent  to  the  right  pleural  cavity 
and  the  lower  third  of  the  thoracic  esophagus  is 
close  to  the  left  pleural  cavity. 

Perforation  of  the  cervical  esophagus  is  char- 
acterized by  pain,  subcutaneous  emphysema,  ait- 
in  the  retrovisceral  space,  and  pneumomediasti- 
num. Fhoracic  esophageal  perforations  cause 
pain,  pleural  effusion,  pneumomediastinum, 
dyspnea  and  shock.  'W'ith  ntptnre  of  the  thoracic 
esophagus,  acute  mediastinitis  develops  rapidly 
because  of  an  outpoitring  of  gastric  contents  and 
virulent  salivary  organisms  into  the  mediastinum. 
The  motion  of  the  heart  and  lungs  tends  to  spread 
the  infection  rapidly  and  ritpture  of  the  medias- 
tinal pleura  is  followed  by  pleural  effusion  and 
empyema. 

The  clinical  course  depends  on:  1)  the  cause  of 
the  ])erforation;  2)  the  condition  of  the  esophagus 
at  the  time  of  the  perforation  — normal  versus 
esophagitis,  fibrosis,  stricture,  or  cancer;  3)  the 
level  of  jrerforation;  4)  the  magnitude  of  injury 
and  cpiantity  and  (piality  of  contaminated  ma- 


terial; 5)  the  time  elapsed  since  the  perforation.^ 

A gastrografin  swallow  will  usually  localize  the 
level  of  the  esophageal  perforation.  If  this  exami- 
nation is  negative  and  the  clinical  diagnosis  is 
still  targeteil  towards  esojthageal  perforation,  a 
barium  examination  may  reveal  the  leak.  Esoph- 
agoscopy  is  rarely  used  in  the  diagnosis  of  esoph- 
ageal perforation  except  when  a foreign  body  is 
present  in  the  eso|diagus. 

Holes  in  the  alimentary  tract  excite  most  sur- 
geons. It  is  tempting  to  close  all  perforations. 
For  perforation  of  the  cervical  esophagus,  exjdora- 
tion  and  drainage  of  the  retrovisceral  space  (with 
or  without  closure  of  the  esophageal  perforation) 
gives  excellent  residts.  Perforations  of  the  tho- 
racic esophagus  slujidd  be  closed  if  the  condition 
of  the  esophageal  tissue  permits  secure  approxi- 
mation. With  pei  forations  of  tire  thoracic  esoph- 
agus, the  mediastinum  is  opened  widely  and  after 
closure  of  the  perlcrration,  a gastric  fundic  patch^ 
cm  a pleural  flap'*  may  be  used  to  buttress  the 
closure.  It  should  be  remembered  that  the  hole 
in  the  esophageal  mucosa  may  be  a good  deal 
larger  than  the  rent  in  the  esophageal  muscle. 

A review  of  the  management  of  esophageal 
perforation  at  Vanderbilt  demonstrated  that  the 
mortality  rate  was  four  times  higher  when  treat- 
ment was  delayed  more  than  24  hours  after  esoph- 
ageal perforation.'’  Sepsis  and  autodigestion  of 
mediastinal  tissues  is  associated  with  a high  mor- 
bidity and  mortality.  So-called  conservative  man- 
agement of  these  desperately  ill  patients  may  post- 
pone death,  btit  is  not  lifesaving.  Fi liter  total 
esophageal  exclusion  or  tc^tal  thoracic  esoph- 
agectomy has  been  performed  to  prevent  further 
soilage  and  sepsis  in  the  thorax.''® 

Finally,  any  effort  to  suttire  a leak  above  a 
major  obstruction  in  the  esophagus  is  as  unlikely 
to  succeed  in  the  esophagus  as  in  other  parts  ol 
the  alimentary  tract.  In  such  patients,  the  treat- 
ment has  to  be  directed  both  to  the  leak  and  the 
esophageal  obstruction.  Wdien  the  disruption  of 
the  esophagus  is  clearly  contained  and  is  well 
drained  back  into  the  esojrhagus,  and  when  symp- 
toms and  signs  of  infection  are  minimal,  non- 
operative management  with  antibiotics  and  hyper- 
alimentation has  been  jnacticed."  However,  non- 
operative management  has  been  followed  by  seri- 
ous complications  and  death  in  the  experience  of 
others. 

Boerhaave,  the  great  clinical  teacher  at  Leyden, 
was  the  first  to  describe  spontaneous  (postemetic) 
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esophageal  perloration.  He  wrote  the  illustrious 
Baron  de  Wassenaer,  Lord  High  Admiral  of  the 
Dutch  Repulilic,  “who  after  intense  straining  and 
vomiting  broke  asttnder  the  tidie  of  the  esophagus 
near  the  diaphragm  so  that  after  the  most  ex- 
cruciating pains  the  aliments  which  he  swallowed 
passed  together  wdth  the  air  into  the  cavity  of 
the  thorax  and  lie  expired  in  24  hours. 

In  1946  Barrett  reviewed  the  literature  on  spon- 
taneous perforation  of  the  esophagus  and  re- 
ported three  new  cases  who  died  w4th  this  terrible 
and  dramatic  condition.  He  suggested  “thora- 
cotomy should  be  done  as  soon  as  the  diagnosis  can 
be  made,  and  since  the  perforation  is  so  constantly 
at  the  lower  end  of  the  esophagus  the  chest  shoidd 
be  opened  with  this  goal  in  vietv.”^- 

On  7 March  1946,  Barrett  performed  the  first 
successful  operation  for  spontaneous  perforation 
of  the  esophagus. Tables  2 and  3 summarize 
the  dillerences  between  spontaneous  perforation 
of  the  esojihagus  and  Mallory-Weiss  syndrome. 

Muccjsal  ruptures  may  occur  spontaneously  or 
may  be  catised  by  foreign  bodies  and  instrumenta- 
tion. Spontaneotis  mucosal  tear  with  intramural 
hematoma  are  not  an  intermediate  stage  between 
Mallory-W'eiss  and  Boerhaave’s  syndromes.  These 
tears  are  not  limited  to  the  cardia  or  lower  esoph- 
agus, they  usually  catise  severe  pain  made  worse 
on  swallowing,  they  occur  most  commonly  in 
older  females,  they  can  be  diagnosed  by  gastro- 
grafin  .swallow,  and  cessation  of  oral  intakes  plus 
the  administration  of  supportive  measure  and 
antibiotics  tvill  le;id  to  recovery  without  surgical 

Table  2. 

Spontaneous  (Post-Emetic)  Perforation 

Most  have  Mackler’s  triacB’* 
vomiting 

sidicutaneous  emphysema 
pain  in  lower  thorax 
Fever 
Dyspnea 

Pleural  effusion,  pneumomediastituim, 
hydropneumothorax 
Gastrografin  swallow  is  diagnostic 
Esophagcxscopy  not  helpfid 
Operation  mandatory 

Table  3. 

Mallory-Weiss  Syndrome 

Hematemesis  in  93% 

Retching  in  61% 

Esophagoscopy  is  diagnostic 

Most  can  be  managed  non-operatively 
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intervention  if  “the  surgeon’s  nerve  holds.’’’'’ 

Esophageal  wounds  due  to  external  trauma 
may  be  difficult  to  locate  at  operation.  If  the 
anesthesiologist  instills  Methylene  blue  solution 
ratber  tban  air  into  the  e.sophagus,  the  site  of  per- 
foration can  be  seen. 

Finally,  the  optimal  management  of  esophageal 
perforation  ret[uires  an  early  and  accurate  diag- 
nosis with  prompt  and  definitive  therapy. 
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Raisz  and  Kream  Review  Bone  Formation 

Alfred  Kahn,  Jr.,  M.D. 


J_  here  lias  lieeii  a renewed  interest  in  the  reg- 
ulation of  Iione  lormation  in  the  past  several 
\ears.  I'his  topic  has  been  reviewed  by  Raisz  and 
Kream,  (Xcir  Enghnid  Journal  of  Medicine,  Vol- 
ume 309,  p.  29,  July  7,  1983,  and  p.  83,  Jtdy  14, 
1983). 

In  this  article,  the  authors  point  ont  that  the 
formation  of  the  collagenous  frame  work  in  bone 
requires  a numlrer  of  steps.  I he  so-called  col- 
lagenous bony  matrix  is  said  to  be  made  princi- 
pally of  type  1 collagen.  These  molecules  of  col- 
lagen are  ultimately  brought  together  into  tilirils 
which  are  held  together  liy  cross  linkages  consist- 
ino;  of  molecules  rc’hich  mav  be  inside  or  outside 
of  the  collagen  cells.  The  collagen  matrix  is  syn- 
thesized by  osteoblasts  which  also  are  responsible 
for  the  formation  of  other  substances  in  the  bony 
matrix.  Raisz  and  Kream  have  descrilred  some 
of  the  extracellular  proteins  tvhich  Irind  calcium. 
1 he  osteoblasts  are  also  said  to  form  osteonectin 
tvhich  is  an  important  substance  said  to  bind  to 
both  calcium  and  collagen,  d'here  are  other  suit- 
stances  in  the  matrix,  some  of  rvhich  derive  from 
the  osteoltlasts,  btit  some  derive  from  other 
sotirces. 

In  this  article,  the  authors  have  revietved  the 
origin  and  role  of  osteoblasts  which  are  said  to 
he  descenclent  cells  from  mesenchymal  cells  which 
are  biologically  marked  for  bone  formation.  Thev 
state  that  the  osteoltlasts  form  bony  matrix,  as 
noted  above,  and  later  it  may  Ite  buried  as  an  in- 
ternal osteocyte  or  may  remain  superficial  in  the 
bone  as  a surface  osteocyte.  It  is  Irelieved  that 
osteocytes  and  osteolrlasts  are  joined  to  each  other 
by  cell  processes.  I'he  autliors  state  that  when 
new  bone  is  made  it  could  derive  from  osteoblasts 
or  from  more  primitive  cells  forming  new  osteo- 
blasts. Instead  of  using  the  existing  available 
osteoblasts,  the  authors  have  speculated  that 


osteoblasts  may  play  some  role  in  the  association 
ol  calcium  with  the  matrix  to  form  bone.  The 
exact  process  where  in  the  minerals  are  laid  clown 
in  the  matrix  to  form  solid  bone  is  really  unknown. 

One  of  the  central  themes  of  this  article  is  the 
manner  ni  tvhich  bony  changes  occur  by  bone 
resorption  and  new  Irone  formation.  Remodeling 
of  Irone  is  said  to  go  on  constantly.  Raisz  and 
Kream  state  that  adults  constantly  have  Ironv 
resorption  and  netv  Irone  formation,  and  thev 
use  the  expressions  modeling  and  remodeling  to 
describe  the  bony  changes. 

It  appears  that  the  process  of  Irone  formation 
is  under  the  intluence  of  hormones:  parathyroid 
hormone  1,  25-I)ihyclroxy  \'itamin-D  ((kdcitriol) 
are  said  to  stimidate  resorption  of  Irone:  the}'  are 
also  said  to  have  a direct  depressi\e  action  on 
osteoblastic  activity.  On  the  other  hand,  the  au- 
thors repcjrt  that  ccdcitonin  slcrtvs  or  stops  bone 
resorption  without  imerferring  with  osteoblastic 
activity.  .Vs  is  tvell  knotvn,  there  are  many  hor- 
mones tvhich  are  not  primarily  invohed  with 
lione  that  inlluence  Irony  homeostasis;  they  in- 
clude cortisol,  insulin,  thyroid  hormones,  grcnvth 
hormones  and  se.x  hormones.  Certain  growth 
factors  also  affect  Irone. 

1 lie  paratlnroid  hormone  has  Ireen  most  in- 
tensive!} studied  over  all  the  hormones  tvhich 
directly  incolve  bone  ;ind  it  is  said  to  be  the  most 
important  “Regulator  ot  extracellular  calcitun 
concentration.”  Extracellular  calcium  has  a di- 
rect bearing,  of  course,  on  Irone  formation.  Low 
blood  calcium  stimulates  parathyroid  hormone 
release  which,  in  turn,  is  said  to  cause  calcium  to 
be  released  from  Irone  and  to  also  influence  the 
renal  tubular  resorption  of  calcium  and  the 
manufacturing  of  1,  25-I)ihydroxy  \4tamin-l) 
(Calcitriol).  Calcitriol  promotes  the  absorption 
of  calcium  and  phosphorous  ont  of  the  gtit  and 
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it  is  said  that  it  can  work  in  conjunction  with  the 
|>arathyroid  liormone  to  cause  Irone  realisorption. 
rite  authors  mention  that  patietits  with  hyper- 
parathyroidism tend  to  liave  a decreased  bony 
mass  in  their  Irody,  and  decreased  bone  density, 
whereas,  patients  with  hypoparathyroidism  are 
said  to  have  decreased  bone  density.  They  also 
report  that  parathyroid  liormone  can  have  a para- 
doxical effect  in  that  it  can  stimulate  or  diminish 
bone  formation:  this  dual  effect  apparently  de- 
pending on  the  time  and  amount  of  exposure  to 
jiarathyroid  hormone.  What  hajipens  when  para- 
tiiyroid  hormone  attaches  to  a cell  has  been  a 
matter  of  considerable  study.  It  appears  that 
when  this  occurs,  cyclic  AMP  increases  and 
adenylate  cyclase  increases.  These  may  act  as 
ititracellular  messengers.  Calcium  is  also  said  to 
be  an  intracellular  messenger.  Ultimately,  the 
function  of  parathyroid  hormone  is  to  help  con- 
trol and  establish  an  adecpiate  supply  of  calcium 
in  extracelhdar  fluid  and  inside  the  cells  — ac- 
cording to  Raisz  and  Kream.  When  extracellular 
calcium  is  in  lotv  sitpply,  parathyroid  hormone 
increases  and  calcium  is  removed  from  bone  to 
Imild  up  the  necessary  level  in  blood. 

Vitamin-D  has  been  intensively  studied  because 
of  its  involvement  in  bone  formation.  The  au- 
thors state  that  there  are  fifteen  natural  deriva- 
tives of  cholecalciferol,  but  tliat  Calcitriol  seems 
to  be  al)le  to  mediate  all  of  the  effects  of  Vita- 
min-D hormone.  They  cite  the  fact  that  Vitamin- 
D deficiency  results  in  a decrease  in  linear  bone 
growth  and  that  when  Vitamin-D  is  replaced,  the 
bone  will  grow  again.  The  mechanism  of  this 
affect  is  unknowm.  A lack  of  Vitamin-D  definitely 
decreases  bone  matrix  formation,  but  it  is  not 
known  if  this  is  a direct  or  indirect  effect,  d’he 
authors  comment  on  the  fact  tliat  at  the  cellular 
level,  Calcitriol  and  parathyroid  hormone  act  to 
cause  a similar  metabolic  result  — bone  formation 
can  be  inhibited  or  stimulated.  Calcitriol,  to  be 
effective,  has  to  be  bound  to  the  cell.  It  has  been 
found  to  be  attached  to  cytosol  inside  osteoblasts. 

In  this  article,  Raisz  and  Kream  have  review'ed 
the  effects  of  glucocorticoids  wdiich  is  representa- 
tive of  a group  of  systemic  hormones  w’hich  affect 
bone.  It  is  well  recognized  that  cortisol-like  drugs 
retard  skeletal  growth  and  cause  a decrease  in 
bone  mass  — for  example,  children  taking  these 
drugs  have  impaired  bony  development  whicli 
often  disappears  when  the  cortisol-like  drug  is 
stopped.  Apparently,  glucocorticoids  cause  a de- 


crease in  the  uptake  of  calcium  and  phosphate 
from  foodstuffs  — and  this  is  compounded  by  in- 
creased kidney  output.  It  is  said  that  this  can 
lead  to  secondary  hyperparathyroidism  and  the 
bony  pattern  is  said  to  be  like  osteoporosis  rather 
than  osteomalacia;  there  is  increased  Itone  resorp- 
tion. The  authors  state  that  “Active  osteoblasts 
are  usually  absent  from  the  forming  surfaces.” 
One  way  that  glucocorticoids  may  have  an  effect 
on  bone  is  through  the  intermediary  action  of 
other  hormones  such  as  parathyroid  hormone  or 
Calcitonin  or  Calcitriol.  The  effects  of  glucocor- 
ticoids on  tissue  culture  of  bone  collagen  has 
been  somewhat  equivical  and  is  not  w'ell  under- 
stood. One  way  that  glucocorticoids  may  work  is 
by  decreasing  the  number  of  precursor  cells  that 
itecome  osteoblasts.  They  may  also  inhibit  the 
periosteal  cells. 

Insulin  also  has  an  effect  on  bone  metabolism 
and  this  too  has  been  reviewed  by  Raisz  and 
Kream  — diabetics  have  been  knowm  to  have  a de- 
creased bone  mass  for  many  years.  The  exact 
cause  for  the  osteopenia  of  diabetes  mellitus  is 
really  not  knowm  according  to  these  authors.  It 
may  work  through  altering  the  function  of  other 
hormones  which  affect  bones;  insulin  or  insulin 
lack  may  have  a decreased  metabolic  affect  on 
bones  despite  the  fact  that  it  is  clear  that  in  dia- 
betes mellitus  there  is  osteopenia.  The  exact  way 
in  W’hich  the  insulin  affects  bone  is  unknown.  As 
pointed  out  by  Raisz  and  Kream,  there  are  other 
hormones  wdiich  affect  bone  including  thyroid 
hormone,  androgens,  estrogens,  and  somatome- 
dins  — among  others.  For  example,  thyroid  hor- 
mone seems  to  be  necessary  for  bone  growth.  In 
hyperparathyroidism  there  is  osteopenia  and  it 
would  appear  that  it  is  due  to  bone  resorption. 
The  thyroid  hormone  has  to  work  in  conjunction 
with  somatomedins  for  an  optimal  development 
of  cartilage.  The  growth  hormone  is  said  by  the 
authors  to  produce  a graded  bone  response  for 
which  somatomedins  may  be  an  intermediary, 
and  act  as  the  agent  w’hich  produces  the  response 
in  bone.  Some  of  the  other  factors  w’hich  affect 
bone  include  epidermal  growth  factor,  fibroblast 
growth  factor,  and  platelet  derived  growth  factor; 
these  factors  do  not  w’ork  in  an  entirely  similar 
fashion. 

The  autliors  state  that  prostaglandins  stimulate 
bone  resorption  and  they  postulate  that  prosta- 
glandins may  be  the  cause  of  the  osteopenia  and 
elevated  blood  calcium  seen  in  the  presence  of 
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Illinois.  It  is  thought  iliai  ilic  [)i osiaglaiulin  may 
have  a local  regulating  role  in  bone  melabolisin. 
It  is  oiltl  that  in  some  concentrat ions,  prosta- 
glaiulins  tend  to  inhibit  bone  collagen  lormation, 
whereas,  in  other  concentrations,  jirostaglaiulins 
stimulate  bone  collagen  lormation.  Prostaglan- 
dins are  said  to  derive  Irom  bone  cells  and  it  is 
believetl  that  osteoblasts  are  a particularly  good 
source  of  prostaglaiulins.  On  the  basis  of  some 
work  done  by  the  authors,  they  suggest  that  "the 
inhibitory  effects  of  glucocorticoids  may  be  medi- 
ated by  inhibition  of  jirostaglandin  synthesis. 
Conversely,  endogenous  production  may  be  re- 
sponsible for  maintaining  bone  formation  in  vivo. 

The  authors  state  that  some  factors  from 
hematopoietic  cells  play  an  imjiortant  role  in 
bone  growth.  For  example,  certain  lymphocytes 
seem  to  be  able  to  bring  about  bone  resorption 
and  slow  down  or  stop  bone  collagen  formation 
in  vitro;  the  authors  further  state  that  lympho- 
cytes may  be  responsible  for  the  osteopenia  of 
cancer  and  its  accompanying  hyperglycemia. 

It  is  also  said  in  this  interesting  article  that 
there  are  bone  derived  growth  regulators.  Raisz 
and  Kream  state  that  "Remodeling  in  response  to 


stress,  as  well  as  coupled  changes  in  bone  tnrn- 
o\er,  must  be  determined  locally.”  There  are 
local  stimnlators  and  local  inhibitors  of  bone. 
\Vork  is  currently  in  progress  on  isolating  the,se 
factors. 

Lastly,  certain  ions  act  as  regulators  of  bone 
metabolism,  including  calcium,  phosphate,  and 
other  ions.  Clalcium  is  said  to  affect  bone  forma- 
tion by  "controlling  the  secretion  of  the  calcium- 
regulating hormones,  by  mediating  the  intracel- 
lular elfects  ol  these  hormones,  by  accelerating 
minerali/ation,  and  by  stimulating  matrix  fcrrma- 
tion  and  cell  proliferation  directly.”  Ehe  authors 
make  the  interesting  statement  that  phosphate 
may  be  more  important  than  calcium  in  regulat- 
ing bone  metalwlism  — phosiihate  metabolism 
shows  wide  variations  in  the  concentration  in  the 
blood.  It  has  been  known  for  a long  time  that  a 
deficiency  of  calcium  and  phosphorous  produces 
osteopenia.  Magnesium  deficiency  is  also  said  to 
have  an  adverse  affect  on  bone  growth,  other  ions 
may  pi  a)  a role. 

This  two-part  review  of  Raisz  and  Kream's  is 
an  excellent  brief  summary  of  the  regulation  of 
bone  formaticrn. 


Otkef  yeat^  "* 


Journal  of  the  Arkansas  Medical  Society 
\'ol.  5 No.  8 May,  1895  p.  379 
Minutes  of  the  Twentieth  Annual  Sessio)i 

MINUTES  OF  THE  SECTION’S. 

The  minutes  of  the  different  sections  in  which 
the  scientific  work  of  the  session  was  conducted, 
will  be  printed  in  the  next  issue  of  the  Journal. 

ENTERTAINMENTS. 

On  Thursday  evening  May  2,  the  visiting  jdiy- 
sicians  and  those  accompanying  them  were  the 
guests  of  the  Little  Rock  Medical  Society  at  a 
concert  by  the  celebrated  Sousa’s  Concert  Band 
at  the  Glenwood  Park  Lheatre. 

On  Friday  afternoon  May  3,  the  Little  Rock 
Medical  Society  entertained  the  members  of  the 
State  society,  and  the  ladies  accompanying  them, 
on  an  excursion  up  the  Arkansas  River  on  board 
the  Steamer  Rees  Pritchard  and  barges. 

As  Little  Rock  is  the  home  of  the  Journal  it 
leaves  to  others  to  give  an  account  of  this  feature 


of  the  programme,  and  rejiroduces  the  subjoined 
from  the  Little  Rock  Gazette  of  May  1: 

“One  of  the  most  enjoyable  excursions  and  ban- 
cpiets  of  the  season  was  that  given  on  board  the 
elegant  steamer  Rees  Pritchard  yesterday  evening 
by  the  Little  Rock  Medical  Society  to  their  visit- 
ing brethren  of  the  Arkansas  Medical  Society. 

About  150  persons  were  on  board,  and  it  is  safe 
to  say  that  every  one  present  enjoyed  himself  to 
the  utmost.  I'he  boat  left  its  Little  Rock  tvharf 
at  5:30  o'clock,  and  after  a run  of  three  hours, 
during  which  the  excursionists  had  ample  oppor- 
tunity for  viewing  the  beautiful  scenery  along 
the  river  anti  enjoying  the  jtleasant  ride,  supper 
was  announced  and  the  party  repaired  to  the 
Pritchard’s  handsome  new  barge,  which  was  then 
lashed  alongside  and  there  found  a feast  fit  for 
the  gods  awaiting  them. 

After  spemling  several  moments  in  discussing 
the  sumptuous  viands  and  satisfying  demands  tif 
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the  inner  man.  Dr.  F.  Vinsonhalcr  as  master  ol 
reremonies,  annonncecl  that  the  society  had  se- 
lected otticers  lor  the  tollowing  year  and  also  a 
place  lor  the  next  meeting.  Dr.  Merriweather 
arose  and  annonnc  ecl  the  tollowing  oiiicers:  Presi- 
dent, Dr.  L.  P.  Ciibson,  ot  Little  Rock;  First  Vice 
President,  Dr.  f.  \V.  Hayes,  of  Marianna;  Second 
\'ice  President,  Dr.  ^\^  ^\^  Hipolite,  of  Des  .\rc; 
Secretary,  Dr.  F.  Vinsonhaler,  of  Little  Rock; 
Tieasnrer,  Di.  A.  L.  P>reysacher,  of  Little  Rock. 
Itoarcl  of  Censcrrs;  Dr.  J.  S.  Shibley,  Dr.  \V.  IL 
Lawrence,  Dr.  |.  A.  Dibrell,  Jr.,  Dr.  |.  T.  Jelks, 
-Mr.  'L.  [.  Wright.  On  Practice  of  Medicine;  Dr. 
E.  R.  Dibrell,  chairman  and  Ci.  1'.  Drennen, 
secretary. 

Di . (iibson  made  a clever  speech  of  acceptance, 
as  also  did  Dr.  Vinsonhaler.  'Fhe  election  of  offi- 
cers met  with  tinicersal  apjncjbation. 

Fort  Smith  was  selected  as  the  next  meeting 
phcce  in  May,  bS9(i. 

President  Oibson  then  annotinced  that  all  btisi- 
ness  being  cone  hided  a motion  to  adjourn  was  in 
order. 

Dr.  W'hitmore  moved  that  the  society  adjourn 
sine  die  which  was  clone. 

Dr.  V'insonhaler  arose  as  toastmaster  and  jjio- 
posec!  the  toast  “Onr  President-Elect”  which  was 
ably  resjtoncled  to  by  Dr.  Cfibson. 

"Oni  bachelor  Brethren,”  Dr.  Drennen  treated 
in  a leeling  and  sympathetic  manner,  for  he  is 
one  ol  them,  and  trusted  he  would  not  be  called 
on  to  perlorm  the  same  chit\  at  the  next  meeting. 

“I’lie  Press,”  liy  Cieo.  A\'.  (iiinder,  was  a splen- 
did production  in  verse  and  rvas  well  received. 

‘■'Ehe  Specialist  and  Ciencral  Practitioner,”  by 
Dr.  Hoo])er,  was  a little  on  the  reminiscent  order 
and  was  a very  Avcll-timed  effort. 

“ I ill  We  Meet  Again”  was  clown  for  a response 
b\  Dr.  J.  M.  Keller,  of  Hot  Springs,  but  he  ob- 
jected and  prelerred  instead  to  speak  to  “d'he 
Ladies”  and  he  did  so  in  a hajtpy  strain. 

CiajJt.  Drake  ordered  the  prow  of  his  boat 
tinned  homeward,  and  the  table  removed  from 
the  floating  banejnet  hall,  while  those  who  desired 
might  trip  the  light  fantastic  to  the  inspiriting 
strains  of  Sarlo’s  band. 

Ehe  trip  homeward  by  moonlight  was  all  too 
cjiiickly  over  and  the  gay  and  happy  excursionists 
“walked  the  plank”  with  a sigh  that  stich  an  eve- 
ning should  ever  end. 

Eo  Dr.  Vinsonhaler,  as  chairman  of  the  arrange- 
ment committee,  is  clue  much  of  the  credit  for 


the  success  of  the  occasion,  and  he  will  always  be 
gratefully  remembered  by  those  fortunate  enough 
to  have  been  present. 

Nothing  too  good  can  be  said  of  the  elegant 
Rees  Pritchard  with  her  clean  and  pretty  fittings, 
electric  lights,  perfect  handling  and  management, 
and  her  jolly  master,  Capt.  L.  P.  Drake,  who  made 
it  his  personal  duty  to  see  that  all  on  board  his 
handsome  boat  got  the  full  benefit  of  the  trip. 
I'he  Pritchard  has  had  a lot  ol  new  barges  built 
and  Capt.  Drake  has  cleaned  and  fitted  up  desir- 
able picnic  grounds  at  the  foot  of  Palarm  Hill, 
which  has  been  named  by  him  the  “Rose  City 
Pleastire  Grounds”  and  the  Pritchard  will  dotibt- 
less  convey  many  pleasure  jrarties  up  during  the 
season.  They  are  located  twenty  miles  tip  the 
river  and  on  the  trip  a good  many  views  of  beau- 
tiful scenery  may  be  had. 

I'his  article  would  be  incomplete  without  some 
account  of  the  ftounteous  bancjuet  served  the 
medicos  and  their  ladies,  ft  was  jnepared  by  Mr. 
Hein/.e  of  7f8  Main  street,  tvho  snjjerintendecf 
the  serving  on  board,  and  the  arrangement  of  the 
table  etc.,  was  looked  after  by  Mesclanies  Dr. 
Scott,  and  Dr.  Lindsey.  For  the  caterer  Mr.  Heinze 
and  the  ladies,  every  one  must  have  felt  a tender 
spot  for  the  splendid  supper  and  the  excellent 
manner  in  which  it  was  ser\ecl. 

I'he  doc  tors  of  Arkansas  will  remember  for  a 
long  time  the  treatment  accorded  them  by  their 
brethren  and  the  hospitable  people  of  the  City 
of  Roses.” 

*T-'roni  tlie  llni\crsiiy  of  Arknnsas  for  Medical  Sciences  Library, 
History  of  Mcdi(  inc/Arcliives. 


ANSWER  — Electrocardiogram  of  the  Month 

DISCUSSION:  One  feels  that  the  patient  possibly  is  rep- 
resentative of  a syndrome  of  sorts  and,  indeed,  she  has 
many  historical  and  physical  features  of  the  Prader-Willi 
Syndrome.  These  patients  on  occasion  v/ill  have  pulmonary 
hypertension  and  right  heart  failure  related  in  part  to 
hypoventilation  and  obesity.  The  accentuation  of  the 
pulmonic  component  of  her  second  heart  sound  is  sug- 
gestive, but  not  diagnostic  of,  pulmonary  hypertension  in 
her  age  group.  St  gallops  are  often  associated  with  some 
form  of  heart  disease  in  young  people.  She  has  obvious 
risk  factors  for  pulmonary  emboli.  Her  ECG  reveals  sinus 
tachycardia,  normal  QRS  duratian,  right  axis  deviation, 
and  a prominent  R-wave  in  Vi  with  an  increased  R:S  ratia. 
These  features  are  compatible  with  right  ventricular  hy- 
pertrophy. The  feature  editor  wishes  to  thank  Dr.  Charles 
Barth  of  the  UAMS  Department  of  Medicine  for  his  as- 
sistance with  this  month's  feature. 
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THE  MONTH  IN  WASHINGTON 

Congress  Faces  Tough  Budget  Decisions 
After  Summer  Recess 

For  most  ol  1983,  predictions  of  the  imminent 
demise  of  the  eiglit-year-ohl  Congressional  Itndget 
process  have  ( ircnlated  in  Washington. 

.\nd  after  a long  summer  recess,  Congress  once 
again  faced  the  thorny  issties  raised  by  the  budget. 
'Fhe  fate  of  a spate  of  proposetl  Medicare  changes 
— inchiding  limits  on  Metlicare  payments  to  ph\- 
sicians  — may  hang  in  the  balance  this  fall. 

Enacted  in  1971,  the  never-easy  Congressional 
btulget  process  has  grown  progressively  more  dil- 
ficult  as  the  federal  budget  deficit  climbed  to 
,S2()0  billion  and  it  became  clear  that  only  large 
tax  increases,  sizable  redtictions  in  popidar  en- 
titlement programs,  or  both  couhl  make  a dent 
in  the  deficit. 

Never  at  ease  with  either  of  those  tasks  and 
facing  an  election  year  in  which  both  the  jjiesi- 
dency  and  the  majority  of  the  Senate  are  at  stake, 
manv  members  in  both  parties  woidd  rather  not 
take  on  the  btidget. 

I'hat  has  led  to  derisive  comments  from  some 
stich  as  Sen.  Robert  Dole  (R-KS)  who  called  the 
btidget  process  this  year  a “floating  crajrs  game.” 
It  has  also  resulted  in  the  jtostponement  of  the 
key  jtart  of  the  budget  game  — “reconciliation”  of 
the  Congressional  budget  with  program  changes 
to  achieve  the  spending  and  revenue  balance. 

.\n  SHhO  billion  Congressional  budget  resolu- 
tion approved  earlier  this  year  directed  Con- 
gressional committees  to  line!  savings  of  S12.3 
billion  and  increase  revenues  by  ,'$73  billion  for 
fiscal  years  1984-8().  It  set  a |uly  22  deadline  for 
completion  of  this  part  ol  the  reconciliation 
process. 

1 he  deadline  was  pushed  back  to  .September  23, 
however,  when  both  the  House  4Vays  and  Means 
and  Senate  khnance  Committees  indicated  they 
wotild  not  meet  the  target  date.  Now,  Congress, 
if  it  is  to  have  the  budget  in  place  by  the  begin- 
ning ol  the  new'  fiscal  year  October  1,  will  have 
jtist  three  weeks  to  resolve  the  fundamental  ideo- 
logical differences  that  underlie  the  budy;et 
debate. 


Perhaps  the  biggest  stickler  in  the  debate  is 
the  need  to  raise  new  t.axes  — a task  for  which 
both  Finance  and  4\hiys  and  Means  ap|jear  to 
have  little  stomach  in  a pre-election  year. 

Health  programs,  and  Medicare  in  particidar, 
will  come  in  for  a share  in  the  controversy.  Fhe 
budget  resohition  calls  lor  .SlOO  million  in  Metli- 
care cuts  next  sear  and  budget  conferees  sjteci- 
fietl  that  the  ctits  are  not  to  come  at  the  expense 
of  beneficiaries. 

On  the  other  hand,  the  Reagan  budget  h:id 
called  lot  abotit  S2  billion  in  .Medicare  reduc- 
tions, some  $900  million  of  svhich  woidd  have 
come  from  freezing  Medicare's  customary  and 
prevailing  charge  levels  at  the  1982  /83  level.  .Most 
of  the  remainder  was  to  come  from  increased 
costs  to  beneficiaries. 

Debate  during  reconciliation  may  well  tenter 
on  the  Metlicare  jrhysician  fee  freeze  backed  by 
President  Reagan.  Fhe  Senate  Finance  Commit- 
tee voted  to  finance  health  insurance  for  the  un- 
employed through  a limited  physician  fee  freeze 
affecting  only  prevailing  fees.  'Fhough  that  pro- 
pos;d  is  not  likely  to  survive  ;ts  a means  of  fi- 
nancing benelits  lor  the  unemployed,  it  m;ty  svell 
be  ollered  again  as  a Medicare  reduction. 

I’here  are  many  who  will  argue  that  freezing 
payments  to  physicians  delies  the  conferees'  di- 
rective that  Medicare  reductions  not  affect  bene- 
ficiaries, but  letv  alternatives  are  available  and 
Sen.  Dole,  who  cltairs  the  Fimince  Committee, 
is  ex|jectetl  to  contend  that  physician  fee  freezes 
may  be  one  ol  the  least  onerous  w-ays  of  meeting 
the  budget  targets.  It  is  jcossible  that  a physician 
lee  limit  would  be  tied  to  [trovisions  — sue h ;is 
changes  in  the  Medicare  assignment  rules  — in- 
tended to  soften  the  impact  on  beneficiaries. 

Health-related  budget  recommendations  will 
come  from  the  House  Ways  and  .Means  and  (Com- 
merce Committees  in  addition  to  Senate  F'inance. 
The  House  and  Senate  will  have  to  approve  their 
respective  committees’  recommendations.  .V 
House  ;mcl  Senate  conference  then  must  resolve 
any  differences  in  the  budget  recommendations 
of  the  tw'o  bodies.  Both  chambers  then  have  to 
give  fin:d  approval  to  the  conference  commii- 
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lee's  budget,  \\diether  that  can  all  be  accom- 
plished prior  to  October  1 is  in  doubt,  although 
it  is  ])ossilile  that  Congress  will,  as  it  has  once 
belorc,  jjostpone  linal  budget  action  until  after 
the  beginning  of  the  fiscal  year  for  which  the 
budget  is  effective. 

Once  it  has  dealt  with  — or  given  up  on  — the 
budget  reconciliation.  Congress  can  move  on  to 
other  issues.  Chief  among  these  will  be  the 
Health  and  Human  Service  Department's  appro- 
priations for  fiscal  1984,  reauthori/ation  of  the 
National  Institutes  of  Health  and,  perhajrs,  health 
insurance  for  the  unemployed  and  reauthoriza- 
tion of  the  federal  health  planning  program. 

# * # * 

Pro  Draft  Regulations  By  OMB 

Long-awaited  regulations  for  the  Professional 
Review  Organization  (PRO)  program  finally  have 
been  cleared  by  the  Office  of  Management  and 
Budget. 

But  the  proposed  regulations  are  so  vague,  that 
they  provide  little  guidance  to  the  many  groups 
lining  up  for  one  of  the  52  new  two-year  contracts 
to  scrutinize  the  care  of  hospitalized  Medicare  and 
Medicaid  patients.  Interested  parties  were  await- 
ing completion  of  bidding  principles  and  speci- 
fications that  were  available  late  in  August.  The 
bidding  principles  may  be  more  easily  modified 
in  the  future  than  the  regidations. 

The  regulations  will  help  implement  legisla- 
tion adopted  in  September  of  1982.  That  law, 
sponsored  by  Sen.  David  Durenberger  (R-MN), 
created  PROs  to  replace  Professional  Standards 
Review  (Organizations  (PSROs)  established  in 
1972  to  review  Medicare  and  Medicaid  jiatients’ 
care. 

The  regulations,  which  establish  new  geo- 
graphic areas  of  operation  for  PROs  and  outline 
eligibility  criteria  for  organizations  proposing  to 
become  PROs,  leave  in  doidrt  the  specifics  of  how 
eligible  organizations  will  be  judged  against  each 
other  and  even  exactly  how  many  PROs  there 
will  be. 

In  most  instances,  PROs  would  operate  on  a 
statewide  basis,  with  the  194  geographic  areas 
now  in  effect  for  PSROs  being  cut  to  about  52  — 
one  for  each  state,  plus  one  for  the  District  of 
Columbia  and  one  for  the  Virgin  Islands  and 
Puerto  Rico.  The  Health  Care  Financing  Ad- 
ministration (HCFA)  also  is  considering  merging 
PROs  in  Alaska,  Delaware,  Nevada,  Vermont, 
and  Wyoming  with  PROs  in  adjacent  states. 


lire  new  regidations  would  permit  organiza- 
tions composed  of  only  5%  of  the  licensed  prac- 
ticing physicians  in  the  area  to  tpialify  as  PROs. 
If  at  least  10%  of  the  area  physicians  participated 
in  a proposed  PRO,  it  woidd  automatically  be 
deemed  “representative"  of  physic  ians  in  the  area. 
If  more  than  5%  but  less  than  10%  participated, 
the  group  would  have  to  submit  statements  of 
support  from  other  physicians  to  demonstrate 
that  it  is  “repre,sentative.” 

Organizations  that  are  not  physician-sponsored 
but  had  “available"  — through  “arrangement”  or 
otherwise  — sufficient  numbers  of  licensed  phy- 
sicians in  the  area  to  assure  “adecpiate”  review 
of  services  are  considered  “jihysician  access  or- 
ganizations" and  can  qualify  as  PROs.  The  reg- 
idations do  not  s|jecify  how  the  organizations  are 
to  assure  “availability.”  4’o  prove  they  can  con- 
duct “adeejuate”  review,  physician  access  organi- 
zations must  have  at  least  “one  physician  in  every 
generally  recognized  specialty.” 

Payer  organizations  such  as  insurers  could  not 
bid  on  PRO  contracts  in  areas  w4iere  they  pay  the 
bills  until  after  October  1,  1984.  Apparently, 
however,  they  coidd  bid  on  PRO  contracts  prior 
to  that  time,  if  they  had  5-10%  physician  involve- 
ment and  bid  for  contracts  in  areas  tvhere  they 
did  not  jiay  the  bills. 

States  also  could  compete  for  PRO  contracts 
Itecause  operation  of  a state  Medicaid  program 
woidd  not  disqualify  them  as  a payor,  the  regula- 
tions say.  If  the  state  had  some  other  health  in- 
surance underwT'iting  arrangements,  it  would  be 
prohibited  from  bidding  before  October  1,  next 
year. 

Even  after  that  date,  physician-sponsored  and 
jihysician  access  organizations  that  submit  a “min- 
imally acceptable”  plan  would  still  have  prefer- 
ence over  a payer  organization.  Hospitals  or 
other  facilities  within  the  PRO  area  could  not 
become  PROs. 

In  evaluating  the  bid  proposals,  HCFA  first 
will  identify  eligible  organizations,  determine 
which  have  “minimally  acceptable”  plans,  and 
“assign  priority  to  all  physician-sponsored  or- 
ganizations” by  awarding  them  a “set  number  of 
bonus  points”  to  be  enumerated  in  the  principles 
and  specifications  to  be  published  later. 

Eligible  bids  then  will  be  evaluated  and  com- 
pared on  the  basis  of  whether  the  organization's 
proposed  review  system  is  “adequate,”  its  revietv 
resources  “sufficient,”  and  its  “cjuantifiable  ob- 
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jedives  acceptable.”  Prior  ex[jerieiue  cvill  be 
coiisiclerecl. 

No  citeria  for  determining  ‘‘aclecpiacy”  of  the 
review  system  or  “sufficiency”  of  the  review  re- 
sources are  incliiclecl.  Nor  is  there  any  guidance 
on  what  constitutes  an  acceptable  objective. 

I'hese,  too,  are  expected  to  follow  as  bidding 
jrrinciples  or  “scojre  of  work”  criteria  which  will 
identify  how  much  weight  will  be  placed  on 
various  factors  such  as  cost  of  review,  past  ex- 
perience and  preference  for  physician  sponsor- 
shij).  They  will  outline  the  expected  deities  of  the 
PROS,  such  as  validating  diagnoses  to  assure  that 
hospitals  are  not  circumventing  Afedicare’s  new 
diagnostic-related  groups  jiayment  arrangement. 
They  also  will  lay  out  the  objectives  PROs  are 
expected  to  meet. 

The  “scope  of  work”  provisions  would  then  be 
followed  by  an  announcement  of  the  availability 
of  the  specific  rec|uests  for  (bid)  proposals  in  the 
PRO  areas. 

HCFA  staff  says  the  RFPs  may  be  issued  in 
November  or  December.  The  first  contracts  are 
expected  to  be  awarded  next  sjuing. 

# # # * 

Unemployed  Health  Insurance 
Competition  Looms 

Setting  the  stage  for  a confrontation  with  the 
Reagan  Administration,  the  House  of  Repre- 
sentatives voted  in  August  to  provide  states  .|4 
billion  for  a two-year  health  insurance  plan  for 
the  unemployed  (HIH). 

The  measure,  which  would  expire  October  I, 
1985,  would  distribute  grants  to  states  according 
to  several  unemployment  measures  and  contin- 
gent upon  matching  state  funds  of  up  to  20%. 
States  would  be  recpiired  to  meet  minimum  eligi- 
bility and  benefit  standards  and  could  impose 
premiums  of  up  to  5%  of  unemployment  compen- 
sation. 

The  House  bill  is  more  costly  than  either  of 
two  major  bills  before  the  Senate  where  action 
on  HIF^  was  waiting  upon  Congress’  return  from 
a summer  recess.  'Fhe  Flouse  measure  does  not 
include  the  financing  mechanism  the  Reagan 
Administration  has  insisted  is  needed  for  presi- 
dential approval  of  an  HIF^  plan. 

* # # # 

Kennedy  Would  Cover  Physicians  Under  DRGs 

Sen.  Edward  Kennedy  (D-MA)  plans  to  intro- 
duce legislation  sometime  in  September  that 
would  extend  Medicare’s  new  prospective  pricing 


system  to  physician  serv  iies  in  ihe  hospital. 

d he  proposal  is  part  of  a “Medicare  rescue 
plan”  Kennedy  outlined  to  the  National  Council 
of  Senior  Citizens  in  August.  Kennedy  said  that 
between  1985  and  2005,  Medicare  is  expected  to 
rack  up  a deficit  of  $1,018  billion  and  he  estimated 
his  plan  would  produce  savings  of  slightly  more 
than  that  — $1,017  billion  — over  the  same  period. 

Basically  the  plan  would  extend  Medicare’s 
new  diagnostic-related  group  (DRGs)  prospective 
juicing  scheme  for  hosjiitals  to  other  payers  as 
well.  It  would  exjiand  the  DRG  system  by  in- 
cluding in-hosjjital  jdiysician  services.  It  also 
would  attemjit  to  encourage  hosjiitals  to  shift 
treatment  from  injratient  to  outjiatient  facilities 
by  ratcheting  down  reimbursement  for  increased 
admissions.  DRG  rates  would  rise  each  year  by 
1%  more  than  the  market  basket  for  goods  and 
services  jmrehased  by  hospitals. 

* * # It 

HHS  Heeding  Grace  Commission 

Dejjartment  of  Health  and  Human  Services 
Secretary  Margaret  Heckler  has  ordered  a hiring 
freeze  in  her  office  and  is  said  lo  be  contenijilating 
cutting  29%  of  the  more  than  5,700  jobs  in  the 
Dejxu  tment  as  well. 

In  announcing  her  decision.  Heckler  called  it 
the  “first  step  in  carrying  out  the  general  objec- 
tives of  the  Private  Sector  Survey  on  Cost  Con- 
trols.” Also  known  as  the  Grace  Commission,  the 
Private  Sector  Survey  called  for  a reduction  of 
1,671  full-time  |jositions  in  the  Secretary's  office. 

1 he  Commission,  whose  wide-ranging  sugges- 
tions for  reducing  federal  sjiending  included  test- 
ing the  use  of  jihysician  fee  schedules  in  Medicare, 
had  suggested  that  the  Secretary’s  staff  be  reduced 
by  decentralizing  the  office  and  leaving  research 
and  policy  activities  of  the  office  to  the  Health 
Care  Financing  Administration,  Social  Security 
and  Human  Develojmient  Services. 

# # # # 

Dioxin  Studies  Reported  to  Congress 

Seven  herbicide  workers  have  died  from  soft- 
tissue  sarcoma,  increasing  the  body  of  evidence 
linking  this  rare  form  of  cancer  to  dioxin  ex- 
posure, federal  health  officials  told  members  of 
a House  Science  and  Fechnology  subcommittee 
in  August. 

Herbicide  manufacturing  comjianies  Dow 
Chemical  and  Monsanto  rejmrted  3 of  105  deaths, 
or  2.9%,  were  due  to  soft-tissue  sarcoma.  Based 
on  the  incidence  of  this  cancer  in  the  general 
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jjopulalion,  only  0.07%  deaths  would  have  been 
expected.  A recent  tourth  death  among  workers 
pushes  the  incidence  still  higher.  Company  ofti- 
cials  contirm  that  all  of  the  dead  workers  had 
lieen  exposed  to  dioxin. 

An  additional  three  deaths  among  herbicide 
workers  due  to  this  rare  form  of  cancer  were  de- 
tected by  outside  physicians.  But  because  it  has 
not  been  confirmed  that  these  workers  were  ex- 
posed to  the  chemical,  they  cannot  be  categorized 
witli  the  other  deaths. 

'Two  of  the  dead  Dow  workers  were  accidentally 
over-exposed  in  1963-64  when  a manufacturing 
malfunction  released  large  amounts  of  the  chem- 
ical. Two  of  the  deail  Monsanto  workers  may 
liave  been  involved  in  the  cleanup  of  a 1949  ex- 
plosion that  is  thought  to  have  spread  chemicals. 

“Each  of  the  coiujxmy  studies  concluded  noth- 
ing. But  by  putting  the  studies  together,  you  see 
a different  jjicture,"  said  Marilyn  Fingerhut, 
Ph.D.  of  the  NIO.SH  Division  of  Surveillaiue. 

“To  be  absolutely  certain  that  there  is  a cause- 
aiul-effect  relationship"  betw^een  dioxin  exposure 
and  cancer,  "we  neeil  to  investigate  more  tases. 
This  work  only  sup])orts  an  association,"  said 
Phillip  }.  Landrigan,  M.D.,  Director  of  the 
NIOSH  group,  "but  to  me,  the  evidence  is  very 
strongly  suggestive  that  occupational  exposure  to 
dioxin  can  cause  cancer.” 

(Concluded  Edward  X.  Brandt,  |r.,  M.D.,  As- 
sistant .Secretary  for  Health  at  the  Department  of 
Health  and  Human  Services:  “There  is  an  in- 
creasing body  of  evidence  that  there  may  be  an 
a,ssociation  in  workers  between  exposure  to  ])rod- 
ncts  containing  dioxin  and  soft  tissue  sarcomas; 
liowever,  results  thus  far  do  not  establish  a cause 
and  effect  relationshi]).  Eurlher  studies  are  neces- 
sary before  we  can  determine  whether  or  not  this 
a.ssociation  is  casual.” 

# # # # 

New  Medicare /Medico id  "Fraud"  Regulations 
Take  Effect  September  26 

New  regulations  — set  to  go  into  effect  Septem- 
ber 26,  1983  — w’ill  penalize  j)hysicians,  hospitals 
and  other  health  care  j^roviders  who  file  false 
Medicare  and  Medicaid  claims. 

d'he  regulations  permit  the  Department  of 
Health  and  Human  Services  to  suspend  providers 
who  file  false  or  improper  claims  from  participa- 
tion in  Medicare  and  Afedicaid.  In  addition, 
HHS  may  impose  assessment  of  up  to  twice  the 
amount  of  the  improjter  claim  and  add  a penalty 


of  up  to  $2,000  for  each  medical  item  or  .service 
impro|>erly  claimed.  The  length  of  the  suspension 
and  amount  of  the  penalties  will  vary  according 
to  the  case. 

HHS  Inspector  (feneral  Richard  Kusserow  said 
the  new  regulations,  which  im])lement  the  Civil 
Monetary  Penalties  Law'  of  1981,  were  necessary 
because  the  Justice  Department  traditionally  has 
declined  to  prosecute  many  Medicare  and  Medic- 
aid fraud  cases  due  to  a backlog  of  cases  and  the 
relatively  small  amounts  of  money  involved  in 
individual  cases.  For  instance,  Kusserow  said,  in 
the  first  six  months  of  this  year.  Justice  turned 
down  60  of  198  cases  HH.S  asked  it  to  prosecute. 

He  estimates  that  the  new  law  could  save  the 
government  uj)  to  $1  billion  a year. 

Published  in  the  August  26  Federal  Register, 
the  regulations  give  HHS  the  right  to  impose 
sanctions  for  up  to  five  years  from  the  date  the 
fraudulent  claim  was  filed.  Ehe  sanctions  also 
could  be  applied  to  claims  filed  before  the  law' 
was  implemented  on  August  13,  1981. 

A provider  may  appeal  the  suspension  or  sanc- 
tions by  filing  his  intent  to  do  so  within  30  days 
from  the  date  he  is  notified  of  the  intended  action. 
.\ppeals  will  be  heard  by  a government  adminis- 
trati\e  law  judge.  Ehe  case  then  may  be  appealed 
to  the  HHS  Secretary  and  then  to  the  civil  courts. 
Recorils  of  the  case  are  available  to  the  public 
as  the  action  occurs. 

HHS  Secretary  Margaret  Heckler  said  the  new 
law  “should  convince  those  w'ho  are  tempted  to 
cheat  the  government  that  the  punishment  far 
outw'eighs  the  benefits  of  the  crime.” 

# * # * 

Hospice  Regs  Published 

The  Reagan  .\dministration  on  August  22  pub- 
lished new  Medicare  payment  rates  for  hospices 
that  are  much  greater  than  those  in  earlier  draft 
regulations  which  prompted  Congressional  hear- 
ings. 

'Ehe  draft  regulations  which  created  a furor 
earlier  this  year  would  have  capped  expenditures 
per  hospice  patient  at  $4,232  and  set  prospective 
rates  at  $53  ])er  day  for  hos])ice  home  care  and 
$57  per  day  for  inpatient  hospice  care;  acute  in- 
patient care  w'as  to  be  paid  at  the  new  diagnostic- 
related  groups  (DRG)  rates  Medicare  will  start 
for  hospitals  in  October. 

In  a turn  around  attributed  to  Health  and  Hu-  I 
man  Services  Secretary  Margaret  Heckler,  the  new' 
regulations  eliminate  the  DRG  payment  to  hos- 
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pices  anil  set  an  a\eraj>c  daily  inpatient  latc  ol 
.'!>271  a day.  d'hey  also  upgrade  stalling  leipiire- 
inents  and  leijuiie  hospice  physiiians  to  deliver 
care  — tiot  jnst  serve  as  administrators.  They  do 
not  cliatige  the  oierall  cap,  hnt  promise  to  do  so 
if  legislation  to  increase  it  is  approved. 

I he  proposed  new  regulations  are  the  product 
of  intetise  negotiations  between  the  National 
Hospice  Organization,  the  Congress  and  .Secretary 
Heckler,  herself  a sponsor  of  the  legislation  which 
createtl  hospice  benefits  while  she  was  a member 
of  Cxtngress. 

I hey  rej)resent  a defeat  for  Office  of  Manage- 
ment and  Budget  Director  David  Stockman  who 
claimetl  the  benefit  will  cost  Medicare  $350  mil- 
lion over  the  next  three  years  and  proposed  to 
restrict  hospice  coverage.  Stockman  also  asked 
Cotigress  to  leave  the  cap  at  $1,332. 

Instead,  Congress  voted  to  increase  the  cap  to 
$0,500  and  President  Reagan  reportedly  has 
agreed  to  sign  the  new  measure. 

# * # # 

Surgeon  General  Claims  Three  Babies  Saved 
By  "Baby  Doe"  Investigators 

Surgeon  General  Everett  Koop,  M.D.,  attempt- 
ing to  nutster  snpjiort  for  the  government's  latest 
“Baby  Doe”  proposals,  told  the  press  that  govern- 
ment investigators  saved  the  lives  of  three  handi- 
capped newborns  this  summer. 

The  three  newborns  — one  with  S]nna  bifida, 
another  with  spina  bifida  and  hydrocejrhalus, 
and  a third  with  hydrocephalus  and  an  imperfo- 
rate anus  — were  denied  food  and  treatment  in 
June,  according  to  the  Surgeon  General's  ollice. 
The  cases  were  confirmed  by  pediatric  neuro- 
surgeon David  McLone,  M.D.  In  all  cases,  con- 
sultation by  government -appointed  physicians 
convinced  the  infants'  parents  or  guardians  to 
consent  to  treatment,  the  government  claims. 

In  the  lirst  case,  the  hospital  piomptly  initiated 
surgery  to  repair  the  membrane  on  the  child’s 
back.  In  the  second  case,  a hospital  that  did  not 
have  the  capability  of  doing  surgery  referred  the 
infant  to  a second  hospital  that  refused  to  do 
the  ojieration.  Ehe  Spina  Bifida  Association  be- 
came the  temporary  court-appointed  guardian 
and  transferred  the  child  to  a medical  center 
which  closed  the  exposed  spinal  cord  and  im- 
planted a shunt  to  drain  fluid  from  the  brain. 
In  the  third  case,  a shunt  implantation  and 
colostomy  were  undertaken  two  days  after  the 
start  of  the  investigation. 


Neither  the  names  nor  tlie  locations  of  the 
infants  were  disclosed. 

According  to  McLone,  a metnber  of  the  (ihi- 
cago-based  region  five  team,  physicians  were  not 
intetitionally  withholding  treatment;  they  simply 
were  unaware  that  new  advances  in  spina  bifida 
surgery  could  help,  he  said.  “(Government  clis- 
semitiation  of  information  benefited  the  patient, 
tlie  parents,  and  the  jthysician.  In  this  way,  the 
governmetit  was  the  prime  mover  in  chatigitig 
the  outcotne  ol  the  case,”  he  said. 

But  according  to  .Surgeon  (General  Kooj),  the 
infants  were  not  fed  because  it  was  decided  that 
their  prognosis  was  poor.  “In  fact,  they  were  top 
candidates  for  surgery  and  are  doing  cpiite  well. 
Somehow,  they  slipped  through  the  net,”  said 
Koojt. 

“WT  have  successfully  investigated  and  seen 
successful  outcomes  of  three  cases  that  were  re- 
ported to  us,  and  two  of  those  were  reported  by 
nurses.  I think  a Baby  Doe  hotline  is  a very  ef- 
fective mechatiism,”  said  Koop. 

News  of  the  three  cases  came  at  a politically 
sensitive  time  as  Congress,  the  courts,  and  the 
Reagan  Administration  are  all  cotisiclering  vari- 
ous versions  of  Baljy  Doe-style  regulations.  A 
new  Department  of  Health  and  Human  Services 
(HHS)  rule,  revised  after  being  defeated  in  court 
by  the  medical  community,  again  recpiires  that 
hospitals  post  notices  warning  that  it  is  illegal 
to  withhold  medical  treatment  or  sustenance 
from  hanclic ap|jecl  newborns.  Iti  Cotigress,  two 
pieces  of  legislation  recpiire  that  states,  as  a con- 
dition of  receivitig  child  abuse  grants,  develop 
pioc  edures  to  itisnre  tliat  proper  medical  set  vices 
are  provided. 

d'he  medical  community  has  cpiestioned  the 
need  for  the  scpiad-team  approach.  “W’e've  al- 
ways felt  that  it  is  the  role  of  the  government  to 
distribute  information  and  act  as  a cleat  inghou.se, 
not  deal  with  it  through  law  enforcement  mecha- 
nisms. The  problem  is  education,  not  malicious- 
ness,” said  an  AMA  spokesman. 

.Says  Stephati  E.  Lawton,  attorney  lor  the 
American  Academy  of  Pediatrics:  “Rather  than 
have  the  Surgeon  (Getieraf's  office  manning  tele- 
phones across  the  country  and  sending  untrained 
police  into  nurseries,  there  should  be  an  educa- 
tional program  that  is  assisted  by  ethical  review 
committees  with  special  exjiertise.” 

Among  other  inc  estigations  recently  completed: 

• Strong  .Memorial  Hospital  in  Rochester,  NY; 
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a taller  alleged  that  jihysicians  were  denying  care 
to  Siamese  twins.  The  federal  investigation  re- 
\ealed  no  wrongdoing. 

• Yale/New  Haven  Hospital  in  New  Haven, 
(fT:  The  newspaper  reported  neglect  of  20  handi- 
capped infants.  After  an  18-month  investigation 
involving  more  than  200  medical  records,  federal 
officials  found  no  wrongdoing. 

• Vanderbilt  Hospital  in  Nashville:  An  anony- 
mous caller  charged  that  10  children  were  not 
being  fed  or  provided  jnoper  medical  treatment. 
Federal  investigation  found  no  wrongdoing. 

• Oooil  Shej)ard  Hospital  in  Barrington,  IL: 
The  Family  Life  League  complained  alxnit  fail- 
ure to  provide  treatment  to  handicapped  babies. 
Federal  investigators  found  a child  with  a wide 
range  of  congenital  defects  unassociated  with  any 
chromosomal  defect,  and  could  not  identify  any 
procedures  that  might  have  changed  the  child’s 
outcome. 

• Bloomington  Hospital  in  Bloomington,  IN: 
An  infant  born  with  Down’s  Syndrome  wdth 
esophageal  atresia,  with  a likelihood  of  lower 
tracheoesophageal  connection,  was  allegedly  de- 
nied treatment  and  sustenance.  A judge  ruled 
that  the  state  failed  to  show'  that  the  child's  phy.s- 
ical  or  mental  condition  was  seriously  impaired 


or  endangered  as  a result  of  neglect  of  food  or 
medical  care. 

• Crawford  Memorial  Hospital  in  Robinson, 
IL:  An  anonymous  phone  call  from  a nurse  to 
Laura  Channing  of  the  Family  Life  League  al- 
leged neglect  of  a spina  bifida  baby.  Investigators 
found  no  emergency  need  for  surgery,  noted  the 
risk  associated  'W'ith  surgery,  and  noted  that  the 
parents  refused  to  have  the  surgery  performed. 
According  to  investigators,  the  hospital  provided 
all  the  medical  treatment  of  which  they  were 
capable. 

• Kapiolani-Children’s  Medical  Center  in 
Honolulu:  An  infant  born  with  Downs  Syn- 
drome and  an  intestinal  obstruction  allegedly  was 
denied  treatment.  Although  the  hospital  changed 
its  written  consent  procedures  as  a result  of  the 
investigation,  no  wrongdoing  was  found. 

• St.  Francis  Hospital  in  7'ulsa,  OK:  A student 
nurse  alleged  that  the  hospital  denied  nourish- 
ment and  water  to  a baby  with  hydrocephalus  and 
transposition  of  the  Oreat  Vessels.  Investigators 
said  the  allegation  was  not  supported  by  medical 
opinion  and  that  care  was  consistent  with  the 
diagnosis. 

# # # * 


OBITUARY 

DR.  CARL  R.  PARKERSON,  SR. 

Dr.  Parkerson  of  Hot  Springs  died  September 
23,  1983.  Fie  was  born  [idy  2,  1924,  in  Norman. 

Dr.  Parkerson  was  a graduate  of  the  Ihiiversity 
of  Arkansas  at  Fayetteville  and  a 1957  graduate 
of  the  University  of  Arkansas  College  of  Medicine. 
His  internship  was  with  St.  Vincent’s  Infirmary 
in  Little  Rock. 

Dr.  Parkerson  was  a veteran  of  World  War  If, 
a member  of  the  Southern  Medical  A.ssocialion 
and  a charter  member  of  Oaklawn  Rotary  Club. 
He  was  chief  of  staff  of  Ouachita  Memorial  Hos- 
pital. 

He  is  survived  by  his  wife,  Mrs.  Rita  S.  Parker- 
son, two  sons  and  two  daughters.  His  brother, 
Dr.  Cecil  Parkerson,  practices  in  Hot  Springs. 


DR.  WILLIAM  A.  SNODGRASS,  JR. 

Dr.  Snodgrass,  formerly  of  Little  Rock,  died 
October  7,  1983.  He  was  born  in  Little  Rock  on 
April  14,  1903. 

Dr.  Snodgrass  was  a graduate  of  the  University 
of  Arkansas  and  a 1930  graduate  of  the  LIniversity 
of  Arkansas  College  of  Medicine. 

He  was  a past  president  of  the  Arkansas  Medical 
Society  and  the  Arkansas  Academy  of  Family  Phy- 
sicians. From  1953  to  1971,  Dr.  Snodgrass  served 
on  the  Arkansas  State  Board  of  Medical  Exam- 
iners. 

During  World  War  H,  Dr.  Snodgrass  w'as  med- 
ical director  during  construction  of  the  Pine  Bluff 
Arsenal  and  the  Lion  Chemical  Plant  in  El  Dora- 
do. He  hatl  practiceil  in  I.ittle  Rock  before  his 
retirement  in  1971. 

Dr.  Snodgrass  is  survived  by  his  wife,  Mary  Jane 
Moseley  Snodgrass,  and  his  two  sons.  Dr.  Phillip 
A.  Snodgrass  of  i\fobile,  Alabama,  and  'William  A. 
Snodgrass,  HI,  of  Little  Rock. 
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Category  1 

Continuing  Medical  Education 
Programs  Available  in 
Arkansas 


EMERGENCY  MEDICINE  UPDATE 

Presented  by  Marvin  Leibovich,  M.I).,  Xoverji- 
ber  17,  7:1^  a.m.  to  5:70  p.rn.  and  Noxiember  18, 
8:00  a.ni.  to  5:30  pjii.,  Shnltield  Aiulitorinin,  Bap- 
tist Medical  Cienter.  17  hours  Category  I credit. 
Fee:  physicians  S150;  nurses,  paramedics  and  other 
liealth  related  personnel  S50. 

FAMILY  PRACTICE  UPDATE 

Presented  by  Ben  X.  Salt/man,  M.I).,  Depart- 
ment of  Family  and  Community  Medicine, 
I’.-VC.M,  December  5,  8:00  a.m.  to  4:15  p.m.,  Ed. 
11,  Room  G/131B,  University  of  Arkansas  lor 
Medical  Sciences  Campus.  Seven  hours  Category 
I credit.  Registration  fee  .SIO. 

ATLS  CONFERENCE 

Presented  by  Pat  Osam,  M.I).,  Arkansas  Com- 
mittee on  1 ramna  of  the  American  College  of 
Surgeons,  December  3-4,  8:00  a.m.  to  6:00  p.m.. 


Ed  II  Building,  University  of  Arkansas  for  Med- 
ical Sciences  Campus,  lb  hours  Category  1 credit. 
Registration  fee  $375. 

PARENTERAL  NUTRITION  SUPPORT  OF  THE 
HOSPITALIZED  PATIENT 

Presented  by  Krishnan  Sirran,  M.D.,  Depart- 
ment of  Surgery,  University  of  Chicago  Medical 
Center,  December  15,  7:00  p.m.,  In-Service  Educa- 
tion Building,  Baxter  County  Regional  Flosjhtal, 
Mountain  Flonie.  Two  hours  Catesiorv  I credit. 
No  registration  fee. 

PRACTICAL  ASPECTS  OF 
OFFICE  CHEMOTHERAPY 

Presented  by  Frank  J.  Panettiere,  M.D.,  FACP, 
Medical  Oncologist,  Rogers,  Arkansas,  Janaary 
17 , 7:00  p.m..  Educational  Building,  Baxter  Coun- 
ty Regional  Hospital,  Mountain  Home.  Two 
hours  Category  I credit.  No  registration  fee. 


RECURRING  EDUCATION  PROGRAMS 

L iilcss  otherwise  indicated,  prograins  are  for  one  to  two  lioiirs  Category  I Credit. 

EL  DORADO  — AHEC - SOUTH  ARKANSAS 

Surgical  Conference,  first,  second  and  third  Monday,  12:15  p.m.  to  1:30  p.m.,  ,\flEC.-South  .\rkansas. 

Pathotogy  Conference,  second  Inc-sday,  12:30  p.m.  to  1:30  p.m.  AHEC -South  .Vrkansas. 

Cotposcopy  - Pap  Smear  Clinic,  fourth  Tuesday,  12:00  noon  to  1:00  p.m.,  ,\HEC.-.South  .Arkansas. 

Internal  Medicine  Conference,  first,  second,  and  fourth  Wednesday,  12:45  p.m.  to  1:30  p.m.,  .\HEC-South  .Arkansas. 

Chest  Conference,  third  tVednesday,  12:30  p.m.  to  1:30  p.m.,  Warner  Brown  Hospital. 

Obstetrics-Gynecology  Conference,  second  and  fourth  Eliursday,  12:45  p.m.  to  1:30  p.m.,  .AHEC-Soutli  .Arkansas. 
Behavioral  Sciences  Conferences,  first  and  fourth  Eriday,  12:45  p.m.  to  1:30  p.m.,  .AHEC-South  .Arkansas. 

Pediatric  Conference,  second  and  third  Friday,  12:30  p.m.  to  1:30  p.m.,  (second  Friday.  )\'arner  Brown  Hospital,  third  Fri- 
day, Union  Medical  Center. 

FAYETTEVILLE  — VA  MEDICAL  CENTER 

Pathology  Conference,  second  Ihursday,  3:00  p.m..  Conference  Room. 

.JONESBORO  — AHEC  - NORTHEAST 

Interesting  Case  Conference,  second  and  fourth  Tuesday.  12:00  noon,  St.  Bernard's  Dietary  Conference  Room. 

.Methodist  Hospital  of  lonesboro  CME  Staff  Conference,  second  Tuesday,  7:30  p.m..  Methodist  Hospital  of  Jonesboro 
Cafeteria. 

Monthly  .Medical  Lecture  Series,  third  Tuesday,  7:3(1  p.m.,  rotates  each  month  between  Walnut  Ridge  and  Pocahontas. 
Monthly  Peiinatal  C.onference,  second  )\'edne.sday,  12:00  noon,  St.  Bernard's  Dietary  CMnference  Room. 

Tumor  Conference,  fourth  )Vednes(lay,  12:00  noon,  St.  Bernard  s Dietary  Conference  Room. 

Weekly  Medical  Lecture  Series,  each  Friday,  12:00  noon.  Stroud  Hall,  St.  Beinaid's  .Annex  Building. 

Chest  Conference,  thiicl  Friday,  12:00  ncron,  St,  Bernard's  Dietary  Catnferetice  Room. 

.Irltansas  Methodist  Hospital  CME  Conference,  last  Friday,  7:00  a.m.,  .VMH,  Paragotild. 

LITTLE  ROCK —ARKANSAS  CHILDREN’S  HOSPITAL 

Pediatric  Radiology  ’ Genetics  Conference,  each  Monday,  12:00  noon,  Secotul  Floor  Classroom. 

Pediatric  Grand  Rounds,  each  'Fuesday,  8:00  a.m.,  Secotid  Floor  C.lassioom. 

Respiratory  Care  Case  Conference,  each  FVednesday.  1:00  p.m.  Polly  Thomas  Dinitig  Room. 

Infectious  Disease  Conference,  second  )\'etlntrsday,  12:00  noon,  Secotid  Floor  Classioom. 

Pediatric  Pharmacology  Conference,  third  AVedtiesday,  12:00  noon.  Second  Floor  Cdassroom. 

As  organizations  accredited  for  continuing  medical  education  by  the  Liaison  Committee  on  Continuing  Medical  Education,  the  organizations 
named  certify  that  these  continuing  medical  education  activities  meet  the  criteria  for  the  credit  hours  specified  in  Category  I of  the  Physician’s 
Recognition  Award  of  the  American  Nfedical  Association. 
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I’rohlfiii  Case  Coufereiue,  each  1 liuisclay,  12:0()  noon,  .Second  Floor  C'.lassrooni. 

Hiiiiuny  Cine  Seiiiiiuir  and  Case  Prei entulion , each  Fiiday.  12:00  noon.  Second  Floor  Classroom. 

LITTLE  ROCK  — BAPTIST  MEDICAL  CENTER 

Puhuotuny  Conference,  each  1 iiesdac  , 12:00  noon  to  1:00  p.m..  Auditorium. 

P.mergeniy  Medicine  Conference,  first  W’edncsdav.  12:30  p.m.  to  1:30  p.m..  Conference  Room  ffl. 

Case  of  llie  Month,  second  aticl  fourth  Wednesday,  12:00  noon  to  1:0(*  p.iti..  Conference  Room  ff\. 

General  Internal  Medicine  Conference,  third  F\'ednesdav,  12:00  noon  to  1:(I0  jr.m.,  Conferetice  Room  iffl. 

Renal  Conference,  fifth  or  last  W'ednesdav  each  month,  12:00  noon  to  1:00  p.m..  Conference  Room  (When  there  are 

four  Wednesdays  in  the  montli,  conference  will  be  on  foitrth  Wednesday  and  there  will  onlv  be  one  Wise  of  the  Month 
(l)nferencc.) 

Morbidity  and  Mortality  Conference,  first  Thursday,  8:00  a.m.  to  9:00  a.m.,  Catnfcrence  Room  ff:  1. 

Surgery  Conference,  second,  third,  fourth  and  fifth  Thursday,  8:01)  a.m.  to  9:00  a.m..  Conference  Room  ff]. 
Anesthesiology  Conference,  third  'Thur.sday,  7:00  a.m.  to  8:00  a.m..  Conference  Room  df:2. 

Cardiology  Conference,  fourth  Tliursday,  7:00  a.m.  to  8:00  a.m.,  C.onference  Room  :^1. 

Cindiojuilnionary  Resuscitation  Course,  fotnth  I hursdav,  7:00  p.m.  to  1:00  a.m.,  Shuffield  .\uditorium.  Six  hours  C'.ate- 
gory  I credit.  (Pre  registration  evith  Department  of  .Medical  Education  ret|uired,  phone  227-2(i72.) 

LITTLE  ROCK  — ST.  VINCENT  INFIRMARY 

Interhosjiital  CA  Pioblents  Conference,  first  Monday.  ():00  p.m.  to  7:30  p.m..  Room  F'.-laa,  Education  Wing. 

Pediatric  Conference,  first  Fue'day,  12:30  ]).m.  to  1:30  ]).m.,  Room  F1.39.  F.dtication  ^^ing• 

In  tel  hospital  I’rology  (brand  Rounds,  first  I ucsclay,  5:30  p.m.  to  0:30  p.m..  Room  F'.l59,  Edtication  ^Ving. 

Gynecology  Conference,  '.second  Fuestlay,  5:30  ]).m.  to  ():30  p.m.,  Doctc'rs  Hospital. 

Xeuropathologv  Conference,  third  1 itesday,  5:30  p.m.  to  6:30  jc.m..  Room  S-1  109.  l.aboratory. 

Peripheral  I'ascular  Disease  Confeience,  tliird  I tiesdav.  0:00  p.m.  to  7:00  p.m..  Room  E-159,  ISducation  FN'ing. 

Pulmonary  Conference,  first  and  tiurd  Thursday,  12:00  noon  to  1:00  p.m..  Room  F'.-159  F'.ducation  5Ving. 
Hematology-Oncology  Conference,  second  Thur.sclav,  12:00  noon  to  1 :00  jt.m..  Room  .S-1 169.  Eaboratorv. 

Cardiology  Conference,  fourth  I huisday.  12:00  noon  to  1:00  p.m..  Room  lS-1,55,  F.ducation  Wing. 

LITTLE  ROCK  — UNIVERSITY  OF  ARKANSAS  FOR  MEDICAL  SCIENCES 

Grand  Rounds  Series,  each  I hursdav,  12:00  noon  to  1:00  p.m  , Child  Study  f (enter  Auditorium. 

TEXARKANA  — AHEC  SOUTHWEST 

'Pumor  Conference,  first  Wednesday,  7:00  a.m..  St.  Midiael  Hosjjital. 

Chest  Conference,  third  Wednesday,  12:30  p.m..  St,  Michael  Hospital. 

Regional  Xephrology  Conference,  fourth  FVednesdav.  7:00  a.m.,  St.  Michael  Hospital. 


PERSONAL  AND  NEWS  ITEMS 


ORTHOPAEDIC  SURGEONS  IN  VAN  BUREN 

Dr.s.  fean-Pierre  Michaud  and  Paul  L.  Rahy 
Iiavc  opened  tlie  Western  ,\rkansas  Sports  Med- 
icine and  Orthopaedic  Clinic  at  2020  Chestnut  in 
Van  Buren. 

DR.  BRESSINCK  ELECTED 

Dr.  Renie  Bressinck  was  elected  president  of 
the  Arkansas  Dermatologic  Society  during  the  So- 
ciety's annual  meeting.  Dr.  Bressinck  has  been  in 
the  jjrivate  practice  of  Dermatology  in  Little  Rock 
since  1977.  He  is  a diplomate  of  the  American 
Board  of  Dermatology  and  a Fellow  of  the  Amer- 
ican Academy  of  Dermatology.  Dr.  Phil  Hardin 
of  Mountain  Home  had  served  as  president  pre- 
ceding Di  . Bressinck. 


DR.  GRAY  LOCATES 

Dr.  Thomas  L.  Gray  has  joined  Dr.  H.  Wade 
WTstbrook  at  East  Arkansas  Women's  Clinic  in 
West  Memjrhis  for  the  practice  of  Obstetrics  and 
Gynecology. 

DR.  SALTZMAN  SPEAKS 

Dr.  Ben  Saltzman  of  Little  Rock  spoke  to  the 
Dardanelle  Rotary  Clidr  about  his  recent  trip  to 
Russia  and  China.  Dr.  Salt/man  was  the  leader 
of  a group  of  Arkansas  physicians  for  the  trip 
sponsored  by  the  People-to-People  International 
Organization. 

DR.  DICKSON 

Dr.  Glen  Dickson  of  Jonesboro  each  Saturday 
directs  an  injury  clinic  for  high  school  football 
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players  injured  cluriiii^  Priday  night  games.  Dr. 
Ditkson  is  an  Orthopaedic  .Surgeon  ami  the  team 
physician  lor  Arkansas  State  University. 

DR.  JOHNSTON  BEGINS  PRACTICE 

Dr.  Cireg  |ohnston,  a native  ol  Uenlon,  has 
joined  his  steplather.  Dr.  David  Stetvart,  and  Dr. 
.Martin  Kirk  at  Benton  Family  Ulinic. 

DR.  GORDON 

Dr.  d'homas  Gonlon  has  opened  an  ollicc  for 
the  practice  of  Cfeneral  .Medicine  at  10!)  North 
llnit)n  in  DeWitt. 

DUMAS  GAINS  PHYSICIANS 

Dr.  Imclda  P.  d’alao  and  Emilio  R.  Limchoa 
have  openetl  offices  in  the  Sotitheast  Arkansas 
Medical  Center  at  Dumas. 

DR.  DAVIDSON  IN  BATESVILLE 

Dr.  Andy  Davirlson,  a Family  Physician,  has 
opened  an  office  in  Dr.  Cnay's  Hos]Mtal  in  Bates- 
\ ille. 

DR.  POTTS  RELOCATES 

Dr.  Jerry  L.  Potts,  loimerly  of  Little  Rock,  has 
relocated  to  3629  McCain  Botdecard  in  North 
Little  Rock. 

DR.  WALLACE  ELECTED 

Dr.  Oliver  ^Vallace  of  Creen  Forest  is  the  new 
chief  of  staff  at  Carroll  (ieneral  Hospital  in  Berry- 
ville.  Other  officers  are  Dr.  Patil  Bnbak,  chief 
of  staff  elect,  and  Dr.  Ralph  Williams,  secretary. 

DR.  BILLIE 

Dr.  James  1).  Billie  has  joined  Drs.  |.  Lhomas 
Smith  and  (itiy  F.  Caiclner  of  the  Affiliated  Ear, 
Nose  and  d hroat  Clinic  of  Arkansas  at  330  .Med- 
ical d owers  Btiilding  in  Little  Rock. 

DR.  STAHL  SPEAKS 

Dr.  Ray  Stahl  of  Motmtain  Home  was  recently 
guest  speaker  for  the  Fwin  l.akes  Chapter  of  the 
United  Ostomy  Association. 

DR.  BAXLEY  ELECTED  TO  FELLOWSHIP 

Dr.  Paul  Baxley  of  North  Little  Rock  has  been 
elected  to  the  Fellowshi|)  of  the  American  College 
ol  Physicians.  Fie  will  be  bonored  clnring  the 
College’s  convocation  ceremony  at  the  animal 
meeting  in  .Atlanta  next  .April. 

DR.  NEIL  COMPTON 

Dr.  Compton  of  Bcntonville  was  a speaker  dur- 
ing a program  on  “Man’s  Impact  on  the  O/arks,” 
sponsored  by  the  Arkansas  ^\dlcllife  Federation. 
Dr.  Compton  gave  an  analysis,  using  noti-technical 
terms,  of  changes  he  has  seen  clnring  his  lifetime. 


DR.  HORNSTEIN 

Dr.  1 .ee  S.  Hornstein  has  opened  his  office  at 
3100  .Apache  Drive  in  Jonesboro.  He  speciali/es 
in  Pediatrics. 

DR.  FIZER  SPEAKS 

Dr.  Robert  H.  Fi/er,  Cliairman  of  the  Depart- 
ment of  Pediatrics  at  the  University  Medical  Cen- 
ter, sjjoke  at  a recent  meeting  ol  the  .Arkansas 
Ricer  Vhillcy  Chapter  of  the  .Ameiican  Dialcetes 
Association.  He  spoke  on  cle\’elopments  iti  the 
treatment  and  care  of  diabetes. 

DR.  TIDALGO 

Dr.  Ralph  J.  didalgo  has  joined  Dr.  Sw'an  B. 
Moss  at  the  Memorial  Clinic  in  McCfehee. 

CLINIC  RECEIVES  FUNDING 

1 he  .Arkansas  Oncology  Clinic,  headed  by  Dr. 
Billy  L.  d’rantim  of  I.ittle  Rock,  has  received  fttncl- 
ing  as  part  of  a new  Commnnity  Clinical  Oncology 
Program  by  the  National  Cancer  Institute.  I he 
clinic  was  otie  of  59  commnnity  hospitals  in  32 
states  to  receive  the  Itmding. 

I he  jjrogram  is  designed  to  combine  physicians’ 
expertise  with  contintiing  research  projects  and  to 
ititrodnce  the  newest  clinical  research  findings 
at  the  commtmity  level. 

DEPARTMENT  CHAIRMEN  NAMED 

d'he  LIniversity  of  .Arkansas  (College  of  Med- 
icine has  annotmeed  that  Dr.  Jere  1).  Ctiin  has 
been  named  Chairman  ol  the  Departtnent  of  Der- 
matology. He  will  serve  a joint  factilty  ca|Kicity 
with  the  College  of  Medicine  and  the  V^eterans 
.Administration  Medical  Center  lacilities  in  Lit- 
tle Rock  and  North  Little  Rock. 

Lite  College  has  also  annonneed  the  apjioint- 
ment  of  Dr.  Franklin  C.  .Miller  as  Chairman  of 
the  Department  of  Ohstetrics  and  Ciynccology. 
Dr.  .Miller  will  also  serce  as  chiel  of  Obstetrical- 
Cynecological  .services  at  LIniversity  HosjMtal. 

Dr.  Robert  W.  Barnes  has  been  appointed  as 
the  new  Chairman  of  the  Department  of  .Stirgery. 

DR.  DeROSSITT  SPEAKER 

Dr.  Jtmies  P.  DeRossitt,  HI.  of  W^ynne  was  guest 
sjteaker  at  a “For  A\’omen  Only  ” jjrogram  sjjon- 
sored  by  the  Cross  Cotnu\  .American  Cancer  So- 
ciety. 

DR.  STUBBLEFIELD  LOCATES 

Dr.  AVayne  Sttibblclicld  has  joined  Dr.  John  L. 
Cnstactis  for  the  jjractice  of  Family  Medicine  at 
2007  F'endley  Drive  in  North  Little  Rock. 
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DR.  HADAD  SPEAKS 

Dr.  .\nibal  Hadad  of  Pocahontas  spoke  to  the 
Kiwaiiis  (dub  on  the  medical  dangers  of  smoking. 

DR.  THOlWAS  LOCATES 

Dr.  Robert  Tliomas,  who  specializes  in  Family 
Practice,  has  opened  an  office  on  Highway  62-167 
near  Hardy. 

DR.  PHAM  RELOCATES 

Dr.  .\nh  Pham,  formerly  of  Little  Rock,  has 


DR.  ABRAHAM  KARROTTUKUNNEL 

Dr.  Karrotttiknnnel,  a native  of  India,  is  a new 
member  of  the  .\shley  County  Medical  Society. 

He  was  graduated  in  1961  from  St.  Thomas  Col- 
lege Palai  tmd  in  1970  was  graduated  from  the 
Kottayam  .Medical  College,  Kerala  University, 
Kottayam,  Kerala,  India.  Dr.  Karrottukunnel 
.served  his  internship  at  the  Kottayam  Medical 
College  Hosj)ital. 

From  1971  to  1976,  he  was  in  private  practice 
in  India  and  from  1976  to  1977  he  jnacticed  in 
Fthiopia. 

Dr.  Karrotttiknnnel  trained  in  Pediatrics  at 
Lincoln  Hospital  in  New  York  from  1978  to  1979. 
He  received  further  training  at  St.  Peter's  Hos- 
jhtal  in  New  Brunswick,  New'  Jersey,  from  1979 
to  1982.  From  1981  to  1982,  he  served  as  a clinical 
instructor  at  Rutgers  .Medical  School.  He  is  an 
.\ssociate  member  of  the  .American  College  of 
Phvsicians. 

z 

Dr.  Karrottukunnel  was  medical  director  of  the 
Portland  Health  Care  Center  in  Portland,  .Arkan- 
sas, for  approximately  a year. 

Dr.  Karrottukunnel  specializes  in  Internal  Med- 
icine. His  office  is  located  on  East  Lincoln  Street 
in  Hamburg. 


returned  to  Portland.  His  office  is  in  the  Portland 
Health  Care  Clinic. 

DR.  GUIDRY  IN  FORREST  CITY 

Dr.  Lawrence  J.  (iuiclry  has  opened  an  office 
at  1600  Lindauer  in  Forrest  City.  His  specialty  is 
Urology. 

DR.  BAKER  IN  BATESVILLE 

Dr.  Robert  V.  Baker,  Jr.,  a native  of  Marshall, 
has  joined  Dr.  John  Scott  at  the  Batesville  Family 
Practice  Clinic. 


DR.  WILLIAM  C.  WILSON 

Dr.  Whlson  has  joined  the  Garland  County 
Medical  Society.  He  was  born  in  Graham,  Texas. 

Dr.  AVhlson  received  his  pre-med  education  at 
Texas  Tech  University  in  I.ubbock  and  the  Uni- 
versity of  Texas  at  .Austin.  He  is  a 1968  graduate 
of  the  University  of  Texas  Medical  Branch  in 
Galveston.  His  internship  was  with  R.  E.  Thoma- 
son General  Hospital  in  El  Paso. 

Dr.  Wilson  practiced  for  thirteen  years  in  Post, 
Fexas,  before  moving  to  Hot  Springs. 

Dr.  Wilson  specializes  in  Family  Medicine.  His 
office  is  in  the  West  Side  Professional  Building 
at  101  Doris  Lane  in  Hot  Springs. 

DR.  TIMOTHY  F.  BUMPAS 

Dr.  Bumpas,  a native  of  Winfield,  Kansas,  has 
joined  the  Garlaiul  County  Medical  Society. 

He  received  a Bachelor  of  Science  degree  in 
Biology  in  1973  from  Friends  University  in  Wich- 
ita, Kansas.  Dr.  Bumpas  is  a 1976  graduate  of 
the  University  of  Kansas  .School  of  Medicine.  He 
was  in  a Radiology  Residency  at  Wesley  Medical 
Center  at  Wichita  from  1977  to  1979.  From  1980 
to  1982,  he  served  an  Emergency  Medicine  resi- 
dency at  the  University  of  Kentucky.  Dr.  Bumpas 
moved  to  Hot  Springs  in  1982. 

Dr.  Bumpas  specializes  in  Emergency  Medicine 
and  jjractices  at  Ouachita  Memorial  Hospital  in 
Hot  Springs. 

DR.  CHARLES  H.  LAHR 

Dr.  Lahr  is  a new  member  of  the  Pope  County 
Medical  Society.  He  was  born  in  Akron,  Ohio. 

Dr.  Lahr  received  his  pre-med  education  at 
Oberlin  College  in  Oberlin,  Ohio.  He  attended 
Ohio  State  University  Graduate  School  for  one 
year. 

He  is  a 1955  graduate  of  Ohio  State  University 
College  of  .Medicine  in  Columbus.  After  an  in- 
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Id  nshij)  at  San  joatjuiii  Clouiity  1 lospilal  in  Stock- 
inn,  Clalilornia,  Dr.  Lalir  served  for  two  years 
tvitli  tite  I'nited  States  Navy,  llis  residency  train- 
ing was  tvith  San  Joatpiin  (iotiiUy  Hospital  and 
the  Ihiiversity  of  California  in  San  Francisco. 
He  is  hoard  ceitified  in  Obstetrics  and  (iyne- 
cology. 

From  1961  to  1975,  Dr.  Fahr  was  in  private 
jtractice  in  Livermore,  California.  From  1975  to 
1983,  he  was  a member  of  the  FInited  States  Navy. 
Dr.  Lahr  has  also  served  as  an  assistant  professor 
at  the  Medical  ITniversity  of  South  Carolina  in 
Charleston. 

Dr.  Lahr  is  a member  of  the  American  College 
of  Obstetrics-Gynecology  and  the  American  So- 
ciety of  Gynecology  Lajjaroscopists. 

Dr.  I.ahr  specializes  in  Obstetrics  and  Gyne- 
cology. He  is  associated  with  the  Millard-Henry 
Clinic  at  3105  West  Main  in  Russellville. 

# * * * 

Fhe  Pulaski  Cionnty  Medical  Society  has  three 
new  members: 

DR.  FERNANDEZ  AGUSTIN 

Dr.  Agnstin  was  born  in  San  Jnan,  Puerto  Rico. 

He  was  graduated  from  Villanova  University, 
Pennsylvania,  in  1974.  In  1978,  Dr.  Agnstin  was 
graduated  from  the  Lbiiversity  of  Puerto  Rico 
School  of  Medicine,  San  Jnan.  His  internship  and 
Internal  Medicine  residency  were  with  the  Flni- 
versity  ol  Arkansas  Medical  Center.  He  is  certi- 
fied by  the  American  Board  of  Internal  Medicine. 

Dr.  Agnstin  specializes  in  Gastroenterology.  His 
office  is  located  at  2000  Fendley  Drive  in  North 
Little  Rock. 

DR.  W.  O.  GREEN,  III 

Dr.  Gieen  is  a native  of  Little  Rock. 

His  jnemedical  education  was  with  the  Uni- 
versity of  Arkansas  at  Fayetteville.  Dr.  Cireen  is 
a 1979  graduate  of  the  LJniversity  of  .\rkansas  Col- 
lege of  Medicine.  He  trained  in  Obstetrics  and 
Gynecology  at  the  Univeisity  from  1979  to  1983. 

Dr.  Green  specializes  in  Obstetrics  and  Gyne- 
cology. His  office  is  at  1924  Fendley  in  North  Lit- 
tle Rock. 

DR.  D.  W.  HUNTON 

Dr.  Hnnton,  a native  of  Little  Rock,  was  grad- 
uated from  the  University  of  Arkansas  at  Fayette- 
ville in  1974.  He  received  his  medical  degree  from 
the  LIniversity  of  Arkansas  College  of  Medicine  in 
1978.  Dr.  Hnnton  trained  in  General  Surgery 
from  1978  to  1983  at  the  lbiiversity. 


Dr.  1 Innton,  a General  Surgeon,  lias  eslalilished 
his  office  at  320  Doctors  Park  Bnilding  in  Little 
Rock. 

# # * # 

DR.  D.  FRANK  OSBORNE 

Dr.  Osborne  has  joined  the  Sebastian  Comity 
Medical  Society.  Dr.  Osborne  w^as  born  in  Louis- 
ville, Kentucky. 

He  is  a 1970  graduate  of  the  University  of  Ken- 
tucky in  Lexington  and  a 1974  graduate  of  the 
University  of  Kentucky  College  of  Medicine. 

Dr.  Osboi  tie  served  his  internship  at  the  In- 
tliana  University  Hospitals  in  Indianapolis  and 
his  residency  with  the  University  of  Arkansas  Med- 
ical Center. 

Upon  completion  of  his  residency.  Dr.  Osborne 
worked  with  the  Native  Health  Service  in  An- 
chorage, Alaska.  Dr.  Osborne  then  served  a Fel- 
lowshij)  with  ,\spen  Orthopaedic  Association  in 
Colorado.  From  1979  to  1983,  he  was  in  private 
practice  in  Gminison,  Colorado. 

Dr.  Osborne  specializes  in  Orthopaedic  Surgery 
and  is  certified  by  the  American  Board  of  Ortho- 
jiaedic  Surgery.  He  is  associated  with  Drs.  Stan- 
ton, Wideman  and  Alberty  in  Suite  418  at  7303 
Rogers  Avenue  in  Fort  Smith. 

DR.  R.  BRONSON  STILWELL 

A new  member  of  the  Washington  County  Med- 
ical Society,  Dr.  Stilwell  was  born  in  Dallas,  'Fexas. 

In  1973,  he  was  granted  his  Bachelor  ol  Arts 
degree  from  Rice  University  in  Houston.  He  is 
a 1977  graduate  of  the  University  of  I’exits  Med- 
ical School  at  San  Antonio.  From  1977  to  1979, 
Dr.  Stilwell  w'as  a Pediatric  resident  at  the  Uni- 
versity of  Texas  Health  Science  Cienter  in  Hous- 
ton; and  from  1979  to  1981,  he  was  a resident  of 
General  Psychiatry  at  the  same  institution.  He 
held  a teaching  fellowship  in  Child  atul  Adoles- 
cent Psychiatry  at  the  lbiiversity  of  Texas  Health 
Science  Center  in  Dallas  from  1981  to  1983. 

Dr.  Stilwell  is  medical  director  of  the  Adoles- 
cent Psychiatric  Unit  at  Charter  Vista  Hos])ital 
in  Fayetteville.  His  mailing  address  is  4171  Cross- 
over Road,  Suite  F. 

DR.  JOSE  H.  RODRIGUEZ 

Dr.  Rodriguez  is  another  new'  member  of  the 
Washington  County  Medical  Society.  He  is  a 
native  of  Puerto  Rico. 

He  received  a Bachelor  of  Science  degree  in 
1974  Irom  the  lbiiversity  of  Puerto  Rico  at  .\Iaya- 
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gii/.  He  is  a 1‘)7<S  graduate  ol  the  lliiiversity  o£ 
Puerto  Rico  School  ot  Medicine  at  San  Jtian.  Dr. 
Rodiigue/  servetl  his  internshij)  witli  St.  Joseph 
Hospital  in  Flint,  Michigan. 

Dr.  Roih ague/  practiced  from  .August  to  Oc- 
tober 197!)  as  a general  practitioner  in  the  out- 
patient clinic  and  emergency  room  for  Patillas 
Health  Cienter  in  Puerto  Rico,  h'rom  1979  to  1981, 
he  served  with  the  National  Health  Service  Corps 
(NHSC)  as  a commissioned  officer  of  the  Pid^lic 
Health  Service  in  Patillas:  he  was  medical  director 
lor  the  Patillas  Health  Center  dtning  1980.  From 
1981  to  1!)82,  Dr.  Rodrigue/ served  with  the  NHSC 
as  a commissioned  officer  of  the  Pidjlic  Flealth 
Services  at  Naranjito  Health  Center  and  as  a 
clinical  preceptor  for  the  American  Medical  Stu- 
dent Association  with  the  FIniversity  of  Puerto 
Rico  School  of  .Medicine  and  University  of  El 
(iaribe  School  of  .Medicine.  He  was  also  a lecturer 
at  “La  Montana”  Corporation  on  Hypertension. 
In  the  latter  part  of  1982  and  early  months  of 
1983,  he  practiced  at  the  Cialhoun  County  Hos- 
pital and  Clinic  in  Hampton. 

Dr.  Rodrigue/  practices  general  medicine  in 


association  with  Dr.  Robert  Etherington  at  41 
Kingshighrvay  in  Eureka  Springs. 

* # # # 

Resident  Members 

The  Sebastian  County  Afedical  Society  has  add- 
ed two  resident  members  to  its  roll: 

DR.  JIMMY  D.  ACKLIN 

Dr.  .Veklin,  a graduate  of  the  University  ol  Ar- 
kansas Ciollege  of  Medicine,  is  in  Eamily  Practice 
training  with  the  .Area  Health  Education  Center 
in  Eort  Smith.  His  pre-metl  education  was  with 
the  Llnicersity  of  .Arkansas. 

DR.  TERRY  CLARK 

Dr.  Clark  was  graduated  from  the  FIniversity 
of  4’e.vas  Metlical  School  in  1982  He  is  now  a 
Eamily  Practice  resident  with  .\HFiC  in  Eort 
Smith. 

DR.  N.  VAN  HOANG 

Di.  Hoang  is  also  in  F'amily  Practice  training 
in  Eort  Smith.  He  is  a 1974  graduate  of  the  Uni- 
versity of  Saigon  Medical  School.  Dr.  Hoang 
served  his  internship  with  the  University  of  .Ar- 
kansas College  of  Medicine. 


THINGS 


COME 


The  Dejxirtment  of  .Anatomy  at  the  FIniversity 
of  .Arkansas  College  of  Medicine  has  announced 
the  following  lectures: 


November  17 

“Xcuyfil  Tyansplantatiou  in  ihe  Spinal  Coyd  oj 
Adult  Hats.”  Dr.  Copal  Das,  Professor  of  Bi- 
ology, Purdue  FIniversity. 


January  19,  1984 

“Cytoclieinical  Studies  of  Neuyopeptide  Rccep- 
tois  in  the  Anteyioy  Fitnitayy  Gland.”  Dr.  Cwen 
X.  Childs,  Professor  of  .Anatomy,  FIniversity  of 
Fexas  .Aledical  Branch. 

Fhe  lectures  will  be  held  at  4:00  p.m.  in  the 
Education  11  Building,  Room  G 141.  Eor  further 
informatiou,  contact  Robert  1).  Skinner,  Ph.D., 
at  4301  AATst  Markham,  Slot  .510,  Little  Rock 
72201. 


June  14-17,  1984 

The  Inteynatio7ial  Congyess  foy  Hair  Replace- 
nient  Singery,  June  14-10.  Sponsored  by  the  .Amer- 
ican .Association  of  Cosmetic  Surgeons.  Plaza  Ho- 
tel, New  'Utrk  City. 

.Advanced  seminar  in  hair  re|rlacement  surger- 
ry  on  new  and  improved  procedures  by  inter- 
national-known hair  replacement  surgeons.  Ihe 
progiam  will  feature  multi-discipline  speaker  par- 
ticipants with  keynote  addresses  and  panel  and 
partitipant  tliscussions.  EREE  P.VPERS  of  5 to 
15  minutes  in  length  are  re(|uested  for  selection. 

The  A>neyican  Association  of  Cosmetic  Sny- 
geojis,  June  10-17.  Plaza  Flotel,  New  A'ork  City. 

Topics  will  include  most  advanced  technitpies 
and  treiuls  dealing  with  Body  Contouring,  Lipo- 
suction technitpies.  Lasers  and  Computers,  Cos- 
metic Irlejjharoplasty,  Rhytidectomy  and  Out- 
jjatient  Surgery  facilities. 

Eor  atlditional  information,  contact  Dr.  1).  B. 
Stough,  HI,  Congress  Director,  4 he  Stough  Der- 
motology  R:  Cutaneotis  Surgery  Clinic,  P.A.,  Doc- 
tors Park,  Hot  Springs,  .Arkansas  71901. 
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RESOLUTIONS 


DR.  THOMAS  E.  BURROW 

WHERE. \S,  the  nicmbcis  ot  the  Ciarlaiul  Comi- 
ty Medical  Society  note  Avith  sincere  and  tleej)  sor- 
row the  death  of  one  ol  its  beloved  members,  and 

W'HERE.AS,  he  has  been  a valuable  member  ol 
the  Society  lor  many  years  during  which  time  he 
served  as  its  president,  and 

WHERE.\S,  he  has  served  as  the  Chiet  ol  Stall 
ol  St.  Joseph's  Regional  Health  Center  and  the 
Ouachita  Memorial  Hospital  and  has  given  de- 
votedly to  serving  on  many  committees  therein, 
and 

WHERE.VS,  he  Avas  held  in  high  regard  as  a 
learned,  capable  and  conscientious  physician. 

RE  IT  I HEREEORE  RESOLVED: 

EH.\  E,  the  Cat  land  County  Medical  Society 
pay  tribute  to  onr  recently  departetl  member,  Dr. 
T homas  E.  Burrow;  and 

I'H.-VE,  a copy  ot  this  tribute  be  sent  to  his 
Avile,  Louise  Xorman  Bunow,  and  matle  a part 
ol  the  minutes  ot  the  .Society,  and 

I H.\  I , a copy  be  sent  to  Ehe  Journal  ol  the 
.\rkansas  Medical  .Society  lor  jjublicai ion. 

/s  Robert  E.  McCrary,  Sr.,  M.D.,  President 
/s/  Robert  B.  Clark,  M.D.,  Secretary 

* * * * 

DR.  S.  WRIGHT  HAWKINS 

WHERE.-\,S,  God  in  His  inlinite  mercy  has  seen 
lit  to  call  troni  our  midst  on  the  lilteenth  day  ol 
Jidy  1983  Dr.  S.  Mhight  HaAvkins,  and 

\\dIERE.\S,  Dr.  ElaAvkins  has  laithlidly  served 
his  patients  in  the  community  at  large  throughout 
his  entire  meilical  career,  anti 


W'HERE.VS,  Dr.  llaAvkins  during  his  years  ol 
practice  has  rellected  the  highest  ideals  ol  his  pro- 
lession,  and 

\VdlERE.\S,  in  his  devotion  to  lamily,  church 
and  Iriends,  he  exemjdilied  the  best  in  man,  and 

WHERE.VS,  the  Sebastian  County  Medical  So- 
ciety mourns  his  loss 

EHEREEORE,  BE  IT  RESOLVED,  the  Sebas- 
tian County  Medical  Society,  in  its  regular  meet- 
ing on  SejAtember  13,  1983,  hereby  atlopts  these 
Resolutions  and  directs  that  a copy  be  spread  on 
the  Minutes  ol  the  .Society  and  that  a co])y  be 
lurnished  the  lamily  and  that  a copy  be  jmblished 
in  the  jonrnal  ol  the  .\rkansas  Medical  .Society. 

/s  Harry  P.  .McDonald,  M.D. 

President, 

Sebastian  County  Metlical  Society 

County  Society  Proceedings 

MISSISSIPPI  COUNTY  MEDICAL  SOCIETY 

d’he  Mississippi  County  Medical  .Society  recent- 
ly held  a dinner  meeting  lor  doctors  in  the  county 
and  their  spouses.  Dr.  Harvey  Harmon,  (ounty 
jjresident,  jrresided. 

Special  guests  lor  the  meeting  Avere  Dr.  Asa 
CiroAv  ol  Pai  agould,  pi  esident  ol  the  Slate  .Medical 
.Society,  and  Mrs.  (iroAv;  Dr.  James  R.  Weber  ol 
JacksonA'ille,  secretary  ol  the  State  Medical  So- 
ciety; Dr.  J.  I.an  y l.aAvsonol  Paragould,  chairman 
ol  the  Vrkansas  .Medical  .Society  Political  .Vetion 
Committee,  and  .Mrs.  l.aAvson;  Mr.  .Mike  .Mitchell, 
legal  counsel  lor  the  .Medical  Society;  Dr.  L.  I). 
.Massey,  loitnerly  ol  Osceola,  Avho  is  the  oklest 
member  ol  the  CountN  Medical  Society;  and  Dr. 
and  Mrs.  Ramon  Eopev  ol  Newport.  Mrs.  I.opez 
is  Northeast  Vhee  President  lor  the  Arkansas  Med- 
ical Society  Auxiliary. 
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PH YSICIAN SI  DIRECTORY 

Office:  664-3018  If  No  Answer;  664-3402 

THE  ARKANSAS  NEUROLOGICAL  CLINIC,  LTD. 

DAVID  A.  MILES.  M.D. 

MEDICAL  NEUROLOGY 

Electroencephalography 
Electromyography 
Nerve  Conduction 

SUITE  613,  DOCTORS  BUILDING 

500  SOUTH  UNIVERSITY  LITTLE  ROCK,  ARKANSAS  72205 


THOMAS  M.  FLETCHER,  JR.,  M.D.,  P.A. 

NEUROLOGICAL  SURGERY 


SUITE  207,  DOCTORS  BUILDING 

500  SOUTH  UNIVERSITY  664-3021  LIHLE  ROCK,  ARKANSAS 


NEUROLOGICAL  SURGERY  ASSOCIATES,  P.A. 

750  Medical  Towers  Building 
Baptist  Medical  Center  Campus 
9600  West  Twelfth  Street 
Little  Rock,  Arkansas 
72205 


Telephone:  (501)225-0880 

Robert  Watson,  M.D.  (Emeritus) 

John  H.  Adametz,  M.D. 

Ray  Jouett,  M.D. 

Robert  D.  DIckIns,  Jr.,  M.D. 


Wilbur  M.  Giles,  M.D. 
David  L.  Reding,  M.D. 
Ronald  N.  Williams,  M.D. 
Zachary  Mason,  M.D. 


G.  DOYNE  WILLIAMS.  M.D.,  P.A. 

CARDIOVASCULAR  SURGERY 

G.  Doyne  Williams,  M.D.,  F.A.C.S. 

DIplomate,  American  Board  of  Surgery 
DIplomate,  American  Board  of  Thoracic  Surgery 

Suite  330 

# I St.  Vincent  Circle  Phone:  666-2894  Little  Rock,  AR 


LITTLE  ROCK  ALLERGY  CLINIC,  P.A. 

Suite  104  • I 12 1 5 Hermitage  Road 

Little  Rock.  AR  722 II  • (50 1 ) 224- 1 1 56 


Kelsy  J.  CaplInger,  M.D. 

American  Board  of 
Allergy  & Immunology 

Gene  L.  France,  M.D. 
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Important  products 
from  Dista 


Nalfori 

fenoprofen  calcium 


600-mg*  Tablets 

200  and  300-mg*  Pulvules® 


Keflex 

cephalexin 


250  and  500-mg  Pulvules® 

125  and  250  mg  per  5 ml.  Oral  Suspensions 


•Present  as  691  8 mg,  230.6  mg,  and  345.9  mg  of  the  calcium  salt  of  fenoprofen  dIhydrate  equivalent 
to  600  mg,  200  mg,  and  300  mg  fenoprofen  respectively 


Additional  information  available  to  the  profession  on  request. 
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Dista  Products  Ck>mpany 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 


THE  PHYSICIAN’S 
OFFICE  COMPUTER  HELPS 

KEEP  YOUR 
PRACTICE  HEALTHY. 


The  Physician’s  Office  Computer  from 
Southern  Control  Systems,  featuring  the 
advanced  Vector  Graphic  Computer,  offers 
tremendous  low-cost  advantages  to  help 
keep  your  practice  operating  smoothly 
and  profitably. 

For  less  than  $370  a month*  it 
automatically  prints  all  your  insurance 
forms  and  statements,  produced  ready  for 
mailing  with  preprinted  return  envelopes 
enclosed.  It  also  provides  you  a daily 
written  report  of  all  charges  and  payments, 
plus  a bank-ready  deposit  slip. 

The  Physician’s  Office  Computer  also 
keeps  track  of  accounts  receivable  and 
delinquent  accounts,  as  well  as  performing 
data  search  and  a variety  of  other 
functions  to  save  time  and  money. 

The  Physician’s  Office  Computer  comes 
to  you  through  Southern  Control  Systems, 
local  professionals  with  hands-on 
experience  in  designing  systems  and 
programs  to  meet  your  special  needs.  We 
also  provide  full-time  technicians  for 
maintenance,  and  systems  analysts  for 
backup  support  assistance  whenever 


needed.  Our  installation  package  includes 
individual  training  for  key  personnel. 

Call  now  and  discover  how  the 
Physician’s  Office  Computer  can  help  keep 
your  practice  healthy. 

•Based  on  60  month  lease  of  total  equipment  cost 
including  hardware  and  software. 


VECTOR  4 


THE  COMPANY  COMPUTER." 


SOUTHERN  CONTROL  SYSTEMS,  INC. 

1405  N.  Pierce,  Suite  204 
Little  Rock,  Arkansas  72207 
(501)  663-6878 
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Recurrent  Suppurative  Otitis  Media 

Charles  W.  Gross,  M.D.* 


ABSTRACT 

riie  etiolog\,  pathopiiysiology  and  treatnicni 
ol  acute  otitis  media  in  children  has  been  reviewcil 
with  emphasis  on  tlie  role  of  tlie  eustachian  tube, 
d lie  treatment  with  jtressure  etjnalizing  tubes  has 
been  assessed  in  a series  of  97  patients  along  with 
a re\iew  of  die  literature,  d his  shows  a marked 
reduction  in  the  individual  instances  of  otitis 
media.  In  aildition,  there  has  not  been  the  de- 
velopment of  chronic  otitis  in  these  patients  or 
of  complications  of  the  same. 

INTRODUCTION 

All  physicians  interested  in  otologic  proldems 
are  cognizant  of  the  fact  that  suppurative  otitis 
media  remains  one  of  the  more  common  condi- 
tions afflicting  children.  Not  well  recognized, 
however,  is  that  there  is  a group  of  very  young 
children  who  have  a proportionally  much  larger 
share  of  the  total  episodes  than  older  children. 
In  one  sttuly  of  children  Irom  birth  to  age  15, 
42  percent  of  tlie  episodes  reported  occurred  in 
(hildren  three  years  of  age  or  less  and  .41  percent 
of  the  total  episotles  occurred  in  only  nine  percent 
of  the  children.^ 

d'he  purpose  ol  this  presentation  is  to  review 
the  problem  ol  otitis  media  in  general,  with  par- 
tic  idar  reference  to  etiology,  pathophysiology  and 
factors  related  to  fre(|uent  recurrence. 

■Much  has  been  written  concerning  otitis  media 
and  there  is  general  agreement  as  to  proper  treat- 
ment for  the  indisidual  episode  though  contro- 
^■ersy  remains  conceining  some  areas  of  specific 
aspects.  Most  patients  with  acute  otitis  mediti  are 
successfully  managed  and  tio  serious  secpielae 
develop. 

Preventive  measures  have  not  been  tvidely  em- 
ployed and  the  Irccjucncy  of  otitis  media  today 
remains  as  great  as  that  in  the  jjre-antihiotic  eia.- 
It  would  seem  that  if  a good  preventive  otologic 
regime  were  widely  employed  in  such  susceptible 
young  persons,  the  total  number  ol  episodes  would 
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be  decrea.sed  with  pcrssibly  the  prevention  of  the 
development  of  chronic,  otitis  media  atid  cjthci 
possible  complications. 

Until  recently  there  has  beeit  little  jidvice  lor 
the  ])hysician  seeking  guidance  in  the  prevention 
of  recurrent  sitppurative  otitis  media.  For  ex- 
ample, in  such  excellent  modern  texts  as  l)eA\'eese 
and  Saunders-’  and  Pajxirella  and  Shumrick-’  only 
a lew  paragraphs  are  devoted  to  this  important 
problem.  1 he  advice  contained  therein  is  scanty 
though  there  are  recommendations  suggesting  the 
investigation  of  stich  factors  as  hypertln ophiecl 
adenoids,  gamma-globidin  deficiency,  allergy  and 
chronic  adenotonsillitis.  Even  .so,  there  is  no  sug- 
gested outline  of  a systematic  ajtproach  for  the 
management  of  such  patients. 

INCIDENCE 

4 he  British  literature  contains  reports  of  ex- 
cellent statistical  studies  concerning  the  incidence 
of  otitis  media  in  the  general  pc)|)ulation.  A 
thorough  summary  of  many  of  these  studies  is 
j)resentetl  by  Mawson.-'*  Ajjjrroximately  five  per- 
cent of  the  children  age  six  or  less  tvill  have  at 
least  one  episode  of  otitis  media  each  year.  It 
ap]jcars  that  the  incidence  today  is  not  appreci- 
ably clilferent  titan  that  in  the  pre-antibiotic  eia.- 
Certain  population  groups  have  a much  greater 
incidence  ol  otitis  media  than  others:  for  exam|jle, 
suppurative  ear  disease  is  extremely  common  in 
the  .\laskan  Eskimo''  and  Uaucasians  seem  to  base 
a larger  incidence  than  Blacks. 

I he  incidence  ol  otitis  media  is  defitiatcly  re- 
lated to  age.  fn  the  study  by  Brownlee’  a peak 
incidence  of  18  percent  of  the  total  episodes  oc- 
curiecl  between  the  ages  ol  one  and  two.  4 heie 
wet  e no  other  cliffeiences  in  the  rate  of  inc  idence 
during  the  first  six  ycais  of  life.  After  age  six, 
the  rate  steadily  dec  lines  each  year  to  an  incidenc  e 
of  less  than  one  jtcrcent  by  the  12th  year.  Othei 
studies  have  tended  to  sidrstantiate  this  age  cli.s- 
tribution.’  .V  seasonal  incidence  factor  is  re- 
ported in  that  60  jjercent  of  the  cases  occur  iti 
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the  five  months  between  November  and  March, 
witli  the  peak  incidence  in  February  and  the 
lowest  incitleiue  in  Julyd 

ETIOLOGY 

I'he  development  of  isolated  and  recurrent 
episodes  of  otitis  media  has  been  attributed  to 
many  factors.  ITiere  is  a great  diversity  of  opinion 
with  regard  to  the  relative  importance  of  each  of 
these  factors.  In  this  discussion  we  will  attempt 
to  consider  each  separately,  though  it  is  probable 
that  two  or  more  of  these  factors  may  act  simul- 
taneously in  any  given  episode. 

A.  Eustachian  Tube 

Turner®  feels  that  the  basic  underlying  abnor- 
mality in  most  cases  of  otitis  media  is  eustachian 
tube  insufficiency  and  that  there  are  various  other 
“accessory  stress  factors”  which  contribute  to  in- 
dividual recurrent  episodes.  He  feels  recurrent 
episodes  result  primarily  from  eustachian  tube 
incompetence  based  on  congenital  facial  mal- 
development  or  to  stenosis  and/or  edema  second- 
ary to  repeated  infections.  \Vhen  there  is  a mal- 
function of  the  eustachian  tulje,  there  is  a residt- 
ing  middle  ear  infection  because  of  failure  of  the 
tube  to  carry  out  its  two  primary  physiological 
functions  of  equalizing  the  ambient  pressure 
gi'adients  in  the  middle  ear  with  that  of  the  sur- 
rounding atmosphere  and  of  draining  fluids 
which  accumulate  in  the  middle  ear.  When  the 
eustachian  tube  fails  to  perform  its  pressure 
equalizing  function,  progressive  negative  pressure 
occurs  in  the  middle  ear  and  effusion  of  tissue 
fluids  into  the  cavity  results.  This  may,  in  turn, 
result  in  either  serous  otitis  or,  if  the  fluid  be- 
comes infected,  suppurative  otitis.  In  discussing 
the  drainage  function  of  the  eustachian  tube,  he 
points  out  that  otitis  media  is  simply  an  abscess 
of  the  middle  ear  and  that  if  the  eustachian  tube 
is  properly  acting  as  a constant  drain  such  a con- 
dition cannot  exist,  since  an  abscess  is  a collection 
of  pus  in  a closed  space. 

Overwhelming  infection  resulting  from  virulent 
infecting  organisms  or  from  altered  host  re- 
sistance can  create  temporary  eustachian  tube 
dysfunction  in  any  patient,  due  to  edema  of  the 
tubal  mucosa  resulting  from  inflammation. 
Turner  feels  that  in  children  repeated  episodes 
of  otitis  media  are  most  often  due  to  scarring  in 
the  eustachian  tidje  or  permanent  constrictions 
as  a result  of  infection  though  occasionally  there 
is  congenital  eustachian  tube  narrowing.  This 


congenital  narrowing,  he  feels,  is  associated  largely 
with  a small  group  of  patients  who  have  long 
narrow  faces,  marked  overbite  with  an  under- 
developed mandible,  high  palatal  arch  and  facial 
asymmetry  with  a poorly  developed  zygomati- 
comalar  compound.  He  divides  eustachian  tube 
dysfunction  into  three  categories: 

1.  Temporary  Eustnch'nni  Tube  Insufficiency 
in  which  isolated  episodes  of  otitis  media 
develop  with  only  the  most  severe  “stress 
factors”  such  as  severe  infection  of  the  si- 
nuses, nasopharynx  and  tonsils. 

2.  Marginal  Eustachian  Tube  Insufficiency 
presents  problems  earlier  in  life  and  more 
frequently,  but  again  clinical  problems 
occur  only  when  precipitated  by  “stress  fac- 
tors” such  as  allergy,  adenoditis,  tonsillitis 
and  sinusitis.  The  “stress  factors”  men- 
tioned above  need  not  necessarily  be  severe 
before  otitis  results. 

3.  Total  or  Near  Total  Eustachian  Tube  Dys- 
function is  manifest  by  history  of  infection 
beginning  in  infancy  which  becomes  pro- 
gressively more  frequent  and  severe  as  scar- 
ring and  stenosis  of  the  eustachian  tube 
takes  place.  Otitis  media  occurs  in  these 
patients  even  without  associated  “stress  fac- 
tors” and  in  the  period  between  the  episodes 
of  otitis  effusion  with  concomitant  hearing 
loss  is  always  present.  Progressive  patho- 
logical changes  are  also  found  to  occur  in 
the  tympanic  membrane  and  in  the  middle 
ear  with  increasing  age.  d'he  implication 
here  is  that  frequent  recurrent  acute  sup- 
purative otitis  chronic  suppurative  otitis, 
or  chronic  serous  otitis  develops  primarily 
in  those  patients  with  this  third  category  of 
eustachian  tube  dysfunction. 

Certainly,  this  is  an  attractive  pathophysio- 
logical consideration  of  the  evolution  of  otitis 
media,  however,  some  difficulty  is  encountered 
in  accepting  this  theory  when  one  considers  that 
episodes  of  otitis  media  occur  primarily  in  infancy 
when  the  eustachian  tube  is  short  and  more 
widely  patent  than  in  adult  life.  It  may  be,  how- 
ever, that  increased  contamination  of  the  middle 
ear  space  by  this  short  wide  eustachian  tube  leads 
first  to  infection  with  resulting  inflammation  and 
edema  of  the  tubal  mucosa,  which  then  leads  to 
eustachian  tube  narrowing  and/or  dysfunction. 

These  considerations  tend  to  be  substantiated 
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iinatoniic ally  and  physiologically  in  various 
sdulics.  Holhorow"  in  a revealing  study  pointed 
out  that  there  were  three  major  anatomical 
changes  ol  the  eustachian  tidie  between  the  age 
of  birth  and  about  seven  years  as  a function  of 
growth  and  development.  I’hese  are:  (1)  Shape 
ami  position  of  the  tubal  cartilage  in  the  naso- 
pharynx, (2)  relationshij)  of  associated  muscles, 
and  (3)  the  amount  of  glandular  tissue  present 
in  the  tube. 

In  infancy  and  childhood  the  ostium  of  the 
tidte  lies  lower  in  the  nasopharyngeal  vault  which 
renders  it  more  susceptible  to  contamination  by 
food  and  oral  microflora.  The  more  important 
ilifferences,  however,  are  in  the  cartilages  and  the 
muscles.  The  tubal  cartilage  lies  in  a nearly  hori- 
zontal plane  in  the  infant,  in  contrast  to  the  adult 
in  which  the  angle  is  more  nearly  perpendicular. 
The  medial  lamella  of  the  cartilage  is  relatively 
short  and  the  levator  palatini  muscle  is  separated 
by  considerable  distance  from  the  cartilage.  There 
is  also  abundant  glandular  tissue  around  the  tube 
as  mentioned  above.  During  the  period  from  in- 
fancy to  about  seven  years  of  age  major  changes 
occur  in  the  anatomy.  The  tube  assumes  a more 
perpendicular  relationship  with  the  base  of  the 
skull  and  the  medial  lamella  of  the  cartilage  be- 
comes larger  by  exhibiting  a relatively  larger 
growth  than  that  of  the  lateral  lamella.  Also  dur- 
ing this  time,  the  levator  palatini  muscle  inserts 
into  the  cartilage.  The  importance  of  the  func- 
tion of  that  muscle  in  opening  the  eustachian 
tube  is  well  known.  Thus,  in  infancy  and  child- 
hood, the  mechanism  of  tubal  opening  and  clos- 
ing is  less  efficient.  This,  of  course,  correlates 
closely  with  the  period  of  maximum  incidence 
of  otitis  media.  Holborow  also  studied  the  physio- 
logical effects  of  these  anatomical  changes  by 
tlirect  recording  of  changes  in  middle  ear  pressure 
resulting  from  eustachian  tubal  openings.  By 
using  a paper  type  recorder  at  a high  speed  setting 
{25  mm  per  second)  different  characteristics  of 
the  pressure  curve  changes  are  shown  with  dif- 
ferent ages.  The  normal  adult  tube  can  be  seen 
to  open  and  close  clearly  and  precisely.  In  child- 
hood, even  though  no  otologic  disease  is  present, 
the  tidie  opens  sharply  but  closes  much  more 
gradually.  In  serous  otitis,  a double  curve  was 
frequently  seen.  There  is  little  doubt  that  the 
eustachian  tube  function  is  poor  in  chronic  otitis 
media.  In  the  series  of  Holmquist,!®  80  percent 
of  the  ears  with  dry  chronic  otitis  media,  when 


studietl  by  the  manometric  method,  demonstrated 
poor  eustachian  tubal  function.  Bylander  also 
in  his  recent  study  compared  eustachian  tube 
function  of  children  and  adults  and  concluded 
that  children  had  higher  negative  middle  ear 
pressures  and  poor  muscle  opening  functioning.” 

B.  Tonsils  and  Adenoids 

Davidsoni-  feels  adenoidal  hypertrophy  is  the 
most  common  cause  of  recurrent  ear  infection  and 
that  careful  clean  surgical  removal  of  hypertro- 
phied lymphoid  tissue  in  the  nasopharynx  will 
reduce  the  rate  of  recurrence  in  50  percent  of  the 
cases,  'riiis  is  a concept  accepted  by  many  though 
sti  11  qu  ite  controversial.  Shambaugh^''  concurs 
with  this  philosophy  and  feels  the  first  effort  to 
prevent  recurrent  attacks  in  any  given  individual 
should  be  to  remove  the  adenoids.  Turner^*  also 
agrees  with  this  while  Kivirampai"’  who  generally 
supports  adenoidectomy  as  a preventative  meas- 
ure noted  that  in  his  study  when  a series  of  61 
children  were  studied  by  X-ray  that  large  ade- 
noidal hypertrophy  was  exceptional.  In  these 
same  children  at  surgery  in  only  one  of  eight 
cases  did  the  otolaryngologist  consider  the  ade- 
noids to  be  large.  The  adenoids  were  medium 
size  in  four  of  eight  children  and  small  in  three 
of  four.  Some  of  the  children  in  their  series  also 
had  tonsillectomies.  Wlien  studied  it  appeared 
that  the  children  continued  with  approximately 
the  same  recurrence  rate  after  tonsillectomy. 
Those  advocating  adenoidectomy  generally  feel 
that  this  procedure  is  not  to  be  done  in  infant.s 
and  very  young  children.  This  is  a paradox  iit 
that  of  the  6,500  children  in  the  Kivirampa  series 
with  otitis  media  one-half  of  the  children  who 
had  frerpient  recurrent  episodes  were  between  the 
age  of  one  and  two.  Fourteen  percent  were  less 
than  one  year  old.  In  reviewing  the  history  of 
these  patients  the  age  range  of  three  to  six  months 
was  most  often  given  as  the  age  when  the  trouble 
began.  Eustachian  tube  irradiation  as  a method 
of  reducing  lymphoid  tissue  around  the  naso- 
pharyngeal orifice  of  the  tube  has  had  some  pop- 
ularity for  many  years  but  is  not  widely  advo- 
cated today.  Recently  Sidentop^*'  reported  the 
successful  use  of  Stronium  90  as  a method  of  re- 
ducing the  bulk  of  lymphoid  tissue  around  the 
tubal  orifice.  There  w'ere  few  side  effects.  He 
recommended  Stronium  90  be  used  only  when  all 
other  treatments  had  failed.  Recurrent  infections 
of  the  tonsils  and  adenoids  are  frequently  associ- 


Volume  80,  Number  7 — December,  1983 


285 


ReCURRKNT  Sl  PPERATIVE  OtH  IS  MeDIA 


aled  with  otitis  media.  Again  much  lias  been 
written  on  the  sidiject  iioth  supporting  and  dis- 
agreeing with  this  concept.  Evans’”  reviewed  the 
published  evidence  for  and  against  tonsillectomy 
in  general  in  1968  and  concluded  adenoidectomy 
may  occasionally  be  a worthwhile  preventative 
measure  in  children  with  serous  otitis  media, 
however,  he  concluded  tonsillectomy  was  not 
beneficial.  In  Brownlee's’  series  eight  percent  of 
6,51  children  with  otitis  media  underwent  tonsil- 
lectomy and  adenoidectomy  in  an  attemjit  to  re- 
duce the  incidence  of  infections.  They  were  un- 
able to  show  any  decrease  in  incidence  of  attacks 
after  tonsillectomy.  Fiellau,  et  al,’®  in  his  study 
divided  forty-five  children  with  serous  otitis 
media  into  two  treatment  groups.  One  group 
underwent  myringotomy  with  adenoidectomy  and 
one  group  underwent  myringotomy  alone.  These 
children  were  then  followed  with  tympanonome- 
try.  The  study  failed  to  show  therapeutic  or  ]Me- 
ventative  effects  of  adenoidectomy  is  serous  otitis 
media. 

Sjninkle”*  in  a microbiological  study  showed 
that  tonsillectomy  and  adenoidectomy  provided 
a more  effective  modifier  of  the  pathogenic  oral 
micro! lora  in  patients  with  recurrent  otitis  media 
and/or  tonsillitis  than  did  repeated  courses  of 
antibiotic  therapy.  He  concluded  that  if  control 
of  the  pathogenic  microflora  is  a key  to  the  pre- 
cention  of  recurrent  suppurative  otitis  then  ton- 
sillectomy and  adenoidectomy  remains  the  most 
logical  approach  to  j^reveniion. 

C.  Bacteriology 

By  definition,  suppurative  otitis  is  an  infection 
cjf  the  middle  ear  cleft  by  microorganisms.  This 
does  not  necessarily  imply  that  micro-organisms 
are  the  primary  etiologic  factor.  Though  Howie 
and  Ploussard-^'  have  published  an  interesting 
study  which  seems  to  indicate,  at  least  in  recur- 
rent episodes,  micro-organisms  may  be  an  ex- 
tremely important  factor  if  not  the  primary  etio- 
logic one.  They  show  that  recurrent  otitis  media 
could  and  would  occur  even  tvith  optimal  specific 
antibiotic  therapy  and  coined  the  term  “homo- 
logus  relapse”  for  those  cases  in  which  there  is 
an  early  relapse  of  the  condition  with  the  same 
organism  as  in  the  initial  episode.  For  example, 
in  one  part  of  their  study  36  patients  with  pneu- 
mococcic  otitis  media  were  followed  for  tliree 
months.  Thirteen  of  these  jratients  had  a total 
of  19  relajxses  and  in  all  instances  the  culture 


^vas  similar  to  that  of  the  initial  episode.  In  other 
parts  of  their  study  group  homologous  relapses 
with  pneumococcus  were  cjuite  fret]uent.  Also,  a 
group  of  their  patients  with  Hemophilus  influ- 
enza as  the  infecting  organism  had  an  80  percent 
homologous  relapse  rate.  When  antibiotic  ther- 
apy was  withheld  for  four  days  following  the 
onset  of  symptoms,  there  was  an  over-all  decrease 
in  the  incidence  of  relapse  and  in  particular  no 
homologous  relapses  occurred  in  patients  with 
pneumococcic  otitis  media.  Additionally,  no  com- 
jjlications  were  noted  as  a result  of  this  delay  in 
institution  of  therapy.  They  concluded  that,  since 
otitis  media  is  in  general  a self-limiting  disease 
and  the  two  primary  reasons  for  treating  the  pa- 
tient are  prevention  of  complications  and  of  fu- 
ture attacks,  a delay  of  antibiotic  treatment  for 
four  days  is  recommended  to  allow  antibody  pro- 
duction. In  Kamme,  et  al,-’  review  of  the  cour.se 
of  otitis  media  in  245  children,  recurrences  were 
more  common  in  pneumococcic  otitis  than  in 
other  types  with  about  one-half  of  the  relapses 
occurring  in  infants  less  than  one  year  of  age. 
Riff--  disagrees,  in  that  she  feels  that  repeated 
episodes  are  distinctly  different  from  treatment 
failures  and  are  likely  to  be  of  different  bacterial 
etiology.  It  appears  there  is  some  misunderstand- 
ing here  in  that  the  authors  referred  to  previously, 
do  feel  the  antibiotic  therapy  was  insufficient  to 
enable  the  patient  to  resist  re-infection  by  the 
same  organism  which  was  shown  fretjuently  to 
persist  in  the  nasopharynx. 

Other  authors  feel  contamination  of  the  middle 
ear  cleft  by  organisms  associated  with  upper 
respiratory  infection  is  the  prime  cause  of  otitis 
media.  Another  factor  suggesting  the  role  of  bac- 
terial contamination  is  the  relationship  of  otitis 
media  to  bottle  feeding  of  the  child  in  the  supine 
position.  A well  done  study  by  Beauregard-® 
showed  a large  increase  in  the  incidence  of  otitis 
inedia  in  children  fed  in  this  position  as  compared 
to  children  bottle  fed  in  other  positions  or  breast 
fed.  It  is  felt  that  this  method  of  feeding  allows 
direct  contamination  of  the  middle  ear  cleft  by 
oral  microflora.  Fore  able  nose  blowing  and  blood 
born  contamination  are  also  considered  factors 
which  further  implicate  bacteriological  contami- 
nation of  the  middle  ear  as  the  prime  etiolcrgic 
factor  in  the  development  of  otitis  media. 

A disturbing  consideration  in  reference  to  bac- 
teriologic  etiologic  factors  is  that  the  incidence 
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c)l  acute  otitis  nicclia  has  not  changed  a|)|)rec'ial)ly 
since  the  achent  ol  antihiotics  and,  in  iact,  the 
incidence  oi  leciment  otitis  may  l)e  inc leasing.-^ 
Are  these  cine  to  changes  in  tlie  pathologic  or- 
ganism itsell  and  or  its  prevalence?  Ihere  are 
conllicting  opinions  concerning  the  relative  iii- 
cidence  ol  sjx'cilic  bacteria  as  a cause  of  otitis 
media.  Paha,  Friedman  ;nul  Palva-"'  in  an  ex- 
tensive study  found  the  relative  incidence  of  in- 
dividual ])athogens  nnclianged  over  the  past  few 
years.  However,  Halstead,  et  al,-'*  found  changes 
in  the  incidence  in  the  pneumococcal  and  Hemo- 
philtis  intluen/a  organisms  are  now  relatively 
mc^re  frecpient  and  Beta-hemolytic  strep  less  Ire- 
cpient  than  previously  rejjortecl.  Schwartz-'  re- 
viewed ail  cases  studied  in  the  literature  from 
1971  to  1981  (a  combined  total  of  2,820  cultures 
for  otitis  media)  and  found  31  percent  Pneu- 
mococcus, 27  percent  Hemophilus  influenzae,  2 
percent  stajdi  auretis,  2 percent  strep,  and  33 
percent  no  growth. 

Maynard,  et  al,'  provided  further  excellent  sup- 
portive ecidence  concerning  the  relation  of  the 
presence  of  pathogenic  bacteria  to  the  incidence 
of  recurrent  otitis  media.  In  their  study  they 
pointed  out  that  acute  suppurative  otitis  media 
and  std)secpient  hearing  loss  were  major  problems 
among  the  northern  Indian  and  the  Eskimo  pop- 
ulation of  the  United  States  and  Canada.  There- 
fore, he  carried  out  a one-year  trial  of  ampicillin 
prophylaxis  among  364  Eskimo  infants  and  chil- 
dren under  the  age  of  seven  in  six  villages  in 
western  Alaska.  This  appears  to  have  l^een  a well- 
controlled  study  using  the  double  blind  method 
for  comjrarison.  I'he  groups  were  matched  for 
age,  sex,  family  size  and  history  of  middle  ear 
disease,  d hey  found  significantly  fewer  episodes 
in  the  study  group  indicating,  of  course,  that  the 
presence  of  I^acteria  is  at  least  in  some  way  re- 
lated to  tlie  incidence  of  otitis  media. 

D.  Immunologic  Factors 

Immunologic  factors  play  an  important  role 
in  the  human  body’s  response  to  any  infection. 
'Ehere  is  no  reason  to  suspect  that  in  patients 
with  otitis  media  these  factors  are  less  important 
than  in  other  infections,  d’here  is,  in  fact,  good 
evidence  showing  the  itnportance  of  proper  im- 
munologic response  in  relation  to  the  incidence 
of  recurrent  otitis  media.  Direct  immunologic  evi- 
dence was  provided  in  the  study  l)y  Kivirampa.i-'* 
In  this  study  the  serum  electrophoretic  pattern 


in  the  173  (2.7  percent)  of  the  (),500  children  tliat 
had  fretjtient  recuirent  otitis  was  examined. 
Nearly  40  percent  (63)  of  these  were  deficient  in 
gainma  globtdins  (the  serum  albumin  content 
was  significantly  elevated  and  tlie  gamma  globu- 
lins correspondingly  ilecreased).  d’he  gtnmna 
globulins  values  were  in  the  range  ol  about  2/3 
noiiual.  I'hese  chilchen  with  hypo-gamma  glol)u- 
linemia  were  treated  with  stdtstitution  therapy 
and  nearly  all  cases  seemed  to  respond  favorably 
witliin  two  to  tbree  months.  If  the  therapy  was 
stopped  in  less  than  a year,  recurrences  occurred 
again.  They  accepted  the  concept  of  “immuno- 
logic paralysis”  as  one  explanation  for  the  jihe- 
nomenon  of  recurrent  otitis  media.  Other  notaljle 
proponents  of  this  general  concept  are  Arrn- 
strong,2^  Davidson,’-  Shamlxuigh,’^  and  Turner 
and  Dobson.’^ 

E.  Allergy 

There  is  general  agreement  that  children  with 
severe  allergies  have  a greater  incidence  of  upper 
respiratory  infections.  In  regard  to  the  allergic 
etiology  of  otitis  nieilia,  tlie  question  remains,  is 
the  etiologic  effect  catised  by  eustachian  tube 
blockage,  or  as  a result  of  the  middle  ear  mucosa 
being  a target  organ.  Of  particular  interest  in 
this  regard  is  the  study  of  Bernstein,  et  af,-®  in 
which  a careful  study  of  the  total  IgE,  specific 
IgE  antiliodies  and  six  inhalant  allergens  in  If 
cliildren  with  acute  otitis  media  was  made.  He 
(oncluded  that  allergic  investigation  of  children 
with  recurrent  otitis  media  without  a history  of 
laboratory  evidence  of  allergy  was  probably  not 
worthwhile. 

F.  Other  Factors 

Many  other  etiological  lactors  have  been  sug- 
gested as  important  in  the  development  of  indi- 
\ idual  and  recurrent  episotles  of  otitis  and  tleserve 
consideration  in  patients  with  fretpient  recur- 
rences. Among  these  are  prematui  ity,-”  sinusitis, 
lower  respiratory  infections,  tympanic  membrane 
perforations,  dietary  babits,  cleft  palate,  latent 
mastoiditis,  “inherited  susceptability,”  environ- 
menttil  factors  and  teething. 

THERAPY  AND  RESULTS 

I'hc  usual  outcome  of  any  episode  of  otitis 
media,  even  wdthont  medical  treatment,  is  c(mi- 
plete  resolntion  and  return  to  the  noimal  state. 
I'his  iact  often  leads  to  a hdse  sense  of  security 
on  the  ])art  of  the  physician  as  studies  have  shown 
that  a significant  number  of  children  do  have 
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difficulty  following  individual  episodes.  Fry®'' 
carefully  followed  173  children  that  had  had  otitis 
ineilia  and  found  that  68  (17  percent)  had  a 
residual  hearing  loss  of  20  decibels  or  more  at 
two  or  more  of  the  speech  frequencies.  Brownlee^ 
also  carefullv  followed  a group  of  772  children, 
651  of  whom  had  had  2,876  episodes  of  otitis 
media.  He  reported  that  13  percent  had  abnor- 
mal audiograms,  two  ]>ercent  had  permanent 
hearing  loss,  though  this  permanent  loss  was  not 
statistically  significant  when  compared  with  chil- 
dren who  had  not  had  otitis  media  in  their  series 
when  studied  individually.  Thirteen  percent 
had  one  or  more  perforations.  Three  children 
did  have  hearing  loss  probably  related  to  the 
episodes  of  otitis.  Paparella®^  has  shown  a cor- 
relation between  chronic  otitis  and  sensorineural 
hearing  loss.  In  his  work  he  confirms  this  both 
by  audiometric  studies  comparing  hearing  in 
normal  and  diseased  ears  and  by  histopathological 
correlation  in  75  of  344  temporal  bones  show- 
ing histologic  evidence  of  pathological  changes 
probably  related  to  the  inflammatory  effects  of 
otitis.  These  studies  demonstrate  the  importance 
of  careful  therapy  and  follow  up  until  there  has 
been  a complete  return  of  the  involved  ear  to 
the  normal  state.  The  importance  of  modern 
antibiotic  therapy  in  the  treatment  of  severe 
acute  otitis  media  is  hardly  debatable.  One  need 
only  recall  the  prevalence  and  seriousness  of  acute 
mastoiditis  in  the  |)re-antibiotic  era  to  realize 
the  tremendous  advantage  the  modern  physician 
has  in  dealing  with  otologic  infections,  dhere 
have  been  numerous  excellent  studies  to  evaluate 
tbe  effectiveness  of  different  antibiotic  reg- 
imes.^’-®’®'’®-  There  is  general  agreement  that 
penicillin  is  the  drug  of  choice  in  children  over 
five  and  in  children  less  than  five  the  therapy 
should  include  some  agent  effective  against  He- 
mophilus influenzae  organism  such  as  ampicillin 
or  sulfa.  The  time  of  institution  of  antibiotics 
is  questioned  in  the  study  Brownlee^  discussed 
above.  Other  than  his  study,  there  is  little  evi- 
dence to  substantiate  a delay  in  initiation  of  anti- 
biotic therapy  and  in  general  antibiotic  therapy 
is  begun  at  the  time  of  diagnosis.  In  many  of  the 
above  studies  nasal  decongestants  were  used  and 
are  in  common  use  today.  However,  in  those 
studies  in  which  decongestants  were  evaluated, 
no  beneficial  effects  were  demonstrated.  In  fact 
Peerless  and  Noiman®-  have  shown  antihistamines 
and  decongestants  to  decrease  mucociliary  activity 


and  feel  these  drugs  may  be  causative  factors  in 
precipitating  otitis  media  with  effusion. 

Perhaps  the  area  of  greatest  controversy  in 
treatment  of  acute  otitis  media  concerns  myrin- 
gotomy. Armstrong-^  in  1970  drew'  attention  to 
the  increased  number  of  hospitalizations  for 
chronic  otitis  media  and  felt  this  was  largely  due 
to  the  failure  to  perfonn  myringotomy.  Otolar- 
yngologists generally  feel  that  myringotomy  is 
useful  and  therefore  tend  to  be  quite  liberal  in 
their  imlications  for  this  relatively  benign  pro- 
cedure. In  spite  of  this  feeling,  there  are  a few 
scientific  studies  that  clearly  substantiate  its  use- 
fulness. Among  the  studies  tending  to  refute  the 
usefulness  of  myringotomy  is  the  w'ell  controlled 
study  of  Rubenstein.®®  In  that  study  462  cases 
of  otitis  media  w'ere  analyzed  and  on  the  basis 
of  their  findings  they  concluded  that  myringotomy 
was  not  necessary.  Also  Rodney,  et  al,®^  in  a care- 
fully designed  study  followed  two  paired  groups 
of  patients  treated  wdth  and  without  myringotomy 
and  found  the  clinical  response  and  the  return  to 
normal  hearing  the  same  in  each  group. 

Many  share  the  feeling  of  Beals®  that,  while 
myringotomy  may  not  often  be  necessary,  there 
are  cases  when  otalgia,  threatening  complications, 
threatening  perforations,  delayed  resolution,  or 
in  the  instances  where  bacteriological  testing  is 
desired,  myringotomy  is  quite  useful.  Adenoid- 
ectomy,  adenotonsillectomy  and  treatment  of  im- 
muned  deficiency  have  been  discussed  above  when 
relating  their  role  in  the  etiology  of  recurrent 
otitis.  Other  factors  mentioned  should  be  investi- 
gated when  there  is  reason  to  suspect  they  may 
be  of  importance. 

PRESSURE  EQUALIZING  TUBES 

Armstrong®®  in  1957  introduced  the  pressure 
equalizing  tube  as  a part  of  therapy  for  chronic 
serous  otitis.  Literature  concerning  the  use  of 
this  tube  and  the  treatment  of  serous  otitis  is 
voluminous.  If  one  subscribes  to  the  theory  of 
eustachian  tube  insufficiency  as  the  prime  etio- 
logic  factor  concerned  wdth  recurrent  otitis,  it 
would  seem  that  the  use  of  pressure  equalizing 
tubes  w'ould  also  be  of  benefit  in  efforts  to  pre- 
vent recurrent  suppurative  otitis.  This  is  partic- 
ularly true  since  there  are  no  direct  surgical  or 
medical  methods  known  which  will  correct  pri- 
mary eustachian  tube  insufficiency.  It  is  interest- 
ing to  note,  how’ever,  that  Silverstien,  et  al,®®  have 
shown  that  not  only  does  the  pressure  ec^ualizing 
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lul)c  tcmporaiily  iiypass  (he  eiistadiian  tulie  hut 
often  ])atients  who  ha\e  pressure  eipializiug  tubes 
ill  place,  when  tested  luauonietrically,  revert  from 
a state  of  eustadiiaii  dysfunction  to  normal  or 
near  normal  fuiution.  rurner®  and  Holborow'’ 
and  MacKinnon'^'  suggested  the  use  of  pressure 
equalizing  tubes  as  part  of  their  ajiproach  to  the 
prevention  of  recurreut  suppurative  otitis,  how- 
ever, no  detailed  scientific  data  were  available 
to  substantiate  the  effectiveness  of  this  form  of 
])reventative  therapy.  As  early  as  1966  the  author 
began  empirically  treating  selecteil  cases  of  fre- 
quent recurrent  otitis  by  this  method.  The  cases 
selected  had  failed  to  respond  to  preventive  ef- 
forts of  the  referring  physician.  The  pressure 
equalizing  tubes  were  used  in  these  children  with- 
out regaril  to  presence  or  absence  of  fluid  in  the 
middle  ear  at  the  time  of  examination.  Results 
were  encouraging  in  these  cases.  Consequently, 
a study  of  97  children  were  studied  between  the 
period  of  July  1971  and  June  1972  in  children 
three  years  of  age  or  less  with  recurrent  otitis. 
There  were  .54  males  and  43  females.  Ninety-one 
of  these  children  were  referred  by  pediatricians 
and  three  by  family  physicians,  who  in  each  case 
had  exhausted  their  usual  investigative  and  thera- 
jx^utic  measures  in  an  effort  to  control  these  re- 
current infections.  Three  additional  patients 
were  treated  without  physician  referral.  In  this 
study  no  attempt  was  made  to  investigate  or  treat 
specific  etiologic  factors.  Functional  testing  of 
the  eustachian  tube  was  not  done  because  im- 
pedance audiometry  and  manometry  was  most 
difficult  and  unreliable  in  children  of  this  age. 

history  of  iqiper  respiratory  problems  as  well 
as  recurrent  otitis  was  obtained  from  each  patient. 
In  42  of  these  children,  it  was  felt  that  recurrent 
adenotonsillitis  was  a significant  part  of  the  over- 
all clinical  presentation  and  therefore  that  ad- 
enotonsillectomy  was  included  in  the  treatment 
regime.  At  the  time  of  examination  in  the  office, 
an  additional  nine  children  were  felt  to  have 
hypertrophy  of  the  adenoids  and  consequently 
adenoidectomy  was  jierformed.  It  is  realized  that 
it  would  have  been  more  scientific  in  this  series 
not  to  have  jrerformed  adenoidectomy  or  tonsil- 
lectomy in  any  of  the  children  studied.  However, 
in  the  author's  opinion,  these  procedures  were 
indicated  because  of  specific  problems  with  the 
tonsils  and  adenoids.  All  97  children  underwent 
bilateral  myringotomy  and  insertion  of  ;i  modi- 
fied Arrow*  pressure  equalizing  tube.  At  sur- 


gery the  midtile  ear  cavity  was  dry  iu  48  thildreu, 
while  iu  34  there  was  a thin  serous  fluid  and  iu 
15  there  was  “glue"  type  fluid.  It  shoidd  be  em- 
phasized again  (hat  the  decision  for  the  use  of 
myringotomy  and  jrressure  equalizing  tulje  in- 
sertion did  not  depend  upon  (he  physical  exami- 
nation at  the  time  the  child  was  first  seen,  as 
our  previous  experience  had  led  us  to  com  hide 
that  it  was  judicious  to  proceetl  with  the  pressure 
etjualizing  tube  insertion  to  the  face  of  normal 
or  near  normal  appearing  tympanic  membranes. 
The  children  were  all  followed  while  the  tubes 
were  in  place  plus  an  additional  two  months  after 
they  had  extruded  with  the  minimum  time  of 
follow  up  being  one  year  in  those  instances  where 
extrusion  occurred  in  less  than  ten  months.  Tubes 
that  extruded,  did  so  in  an  average  of  7.45  months. 
At  this  time  it  is  not  possible  to  asses  the  aver- 
age length  of  time  the  tubes  will  remain  in  place 
because  27  children  still  have  the  tubes  in  place. 

Treatment  results  were  assessed  as  follows. 
Questionnaires  were  sent  to  all  97  patients  to  as- 
sess the  treatment  results.  Responses  were  ob- 
tained from  68  of  these.  Additional  attempts 
were  made  to  contact  the  29  patients  w4io  did  not 
respond,  but  were  unsuccessful.  Of  the  68  pa- 
tients whose  parents  had  responded,  21  had  oto- 
logic problems  since  the  tubes  had  extruded,  19 
with  recurrent  otitis,  two  with  serous  otitis. 
Seventeen  had  reinsertion  of  pressure  etpializing 
tubes  which  were  in  place  at  the  conclusion  of 
the  study.  None  of  the  entire  group  of  2 1 patients 
who  had  had  problems  have  had  further  episodes 
of  otitis  media  since  reinsertion  of  tidies  or  since 
decision  was  made  that  no  further  therajiy  was 
indicated.  There  have  been  no  permanent  coin- 
jilications  observed  in  this  sei  ies  following  treat- 
ment, but  complications  are  known  to  infre- 
quently occur  with  the  use  of  pressure  equalizing 
tubes.  Additional  data  were  obtained  through 
review  of  the  patient  records.  "WTen  the  patients 
were  first  seen  and  again  at  the  lime  of  follow  up 
the  average  numlier  of  infections  in  the  six  month 
period  prior  to  insertion  of  the  tidies  was  de- 
termined as  well  as  any  difficulties  during  the 
treatment  period. 

In  the  analysis  of  these  raw  data  the  average 
number  of  episodes  of  otitis  media  per  child  in 
the  six  month  period  prior  to  the  pressure  eipializ- 
ing  tube  insertion  was  613  or  slightly  more  than 
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one  per  month.  For  the  entire  group  there  were 
28  episodes  of  otitis  media  in  the  follow'  up 
period.  In  most  of  these  episotles  it  was  impos- 
sible to  determine  the  exact  cause,  but  it  was  felt 
that  approximately  75  percent  were  due  to  severe 
upper  respiratory  infection  and  25  percent  due 
to  contamination  of  the  middle  ear  through  the 
lumen  of  the  pressure  ecjualizing  tube.  All  28 
episodes  responded  promjrtly  to  therapy,  consist- 
ing of  antibiotic-steroid  ear  drops  or  systemic 
antibiotics  and  decongestants  depending  upon 
the  individual  clinical  presentation. 

Due  to  the  difficulty  in  interpreting  the  par- 
ents' reply  and  knowing  that  frequently  parents 
were  not  accurate  in  their  recall,  a professional 
biostatistician  was  asked  to  analyze  the  data.  His 
report  follows^''’ 

1 he  mean  number  of  infections  before  and  after 
the  insertion  of  the  pressure  etjualizing  tubes  are 
shown  below: 

6 mos.  6 mos. 

Mean  No.  prior  to  tube  after  tube 

of  infections  6.35/pt.  0.06/pt. 

48  pairs  of  observations  were  used  in  the 
calcidation  of  the  means. 

Since  the  comparison  dealt  with  correlated  ob- 
servations, in  other  words  since  the  before  and 
after  array  of  infections  was  based  on  the  same 
]tatients,  a matched  j)air  test  was  used  to  analyze 
these  data.  This  test  .show'ed  that  there  was  a 
highly  significant  difference  between  the  number 
of  infections  prior  to  and  after  the  insertion  of 
the  tube  (p  <0.001).  The  above  test  was  per- 
formed only  on  the  48  patients  whose  parents  sup- 
plied clear  data  on  the  infection  status  of  the  chil- 
dren prior  to  and  after  the  insertion  of  the  tube. 

DISCUSSION 

I'he  problem  of  recurrent  otitis  media  is  a 
complicated  one.  Many  of  the  aspects  have  been 
discussed  above.  It  should  be  noted  that  about 
45  jtercent  of  the  episodes  of  otitis  media  occur 
ill  children  less  than  three  years  of  age  and  about 
15  percent  of  the  patients  with  otitis  media  have 
episodes  more  frequently  than  eight  times  per 
year.  The  reported  study  was  an  attempt  to 
evaluate  the  effect  of  jiressure  eijualizing  tubes 
as  a preventative  measure  in  a selected  group  of 
children  who  had  proven  to  be  “otitis  media 
]>rone."  This  method  of  therapy  has  now  become 
an  accepted  form  of  therapy  in  many  institutions. 


Treatment  in  this  group  of  cases  was  given  on 
the  a,ssumption  that  the  foremost  etiologic  factor 
causing  frequent  recurrent  otitis  media  was  pri- 
mary eustachian  tube  dysfunction.  Adenotonsil- 
lectomy  or  adenoidectomy  was  done  in  approxi- 
mately half  of  the  cases  as  it  was  felt  that  since 
the  child  was  to  have  general  anesthesia  there 
was  ample  indication  for  these  procedures.  As 
further  experience  has  been  gained  we  have 
adojited  increasingly  more  strict  indications  for 
these  procedures.  While  other  factors  were  not 
investigated  in  the  course  of  this  study,  the  author 
does  not  wish  in  any  w'ay  to  imply  that  factors 
other  than  the  eustachian  tube  are  not  to  be  of 
importance  in  the  development  of  otitis  media. 
It  is  felt,  however,  that  in  patients  w'ith  frequent 
recurrent  otitis  media  the  initial  effort  at  pre- 
venting recurrent  infections  should  usually  be 
myringotomy  and  insertion  of  pressure  equalizing 
tubes.  If  there  are  indications  other  etiologic 
factors  can  be  investigated  during  the  time  the 
jnessure  equalizing  tube  is  in  place  preventing 
the  majority  of  the  episodes  of  infection.  As  Arm- 
strong-4  has  stated,  there  is  conservative  surgical 
as  well  as  conservative  medical  management.  The 
procedure  we  recommend  requires  less  than  ten 
minutes  of  general  anesthesia  tvhich  when  given 
by  one  experienced  in  pediatric  anesthesia  is  ex- 
tremely safe. 

In  the  ensuing  ten  plus  years  since  the  adoption 
of  this  treatment  policy  in  a large  pediatric  oto- 
laryngologic practice  based  at  Le  Bonheur  Chil- 
dren’s Hospital  there  has  been  a dramatic  de- 
crease in  the  development  of  chronic  otitis  media 
and  its  complications.  The  most  usual  untow'ard 
occurance  in  these  patients  has  been  the  develop- 
ment of  a few'  individual  instances  of  acute  otitis. 
Idiere  have  been  no  instances  of  dironic  otitis 
and  the  development  of  cholesteatoma  in  patients 
being  follow'ed.  In  patients  w'ith  severe  prolonged 
otitis  media  with  effusion,  retpiiring  long  term 
ventilation,  we  have  used  the  Per  Lee  tube.  Our 
experience  w’ith  this  tube  is  similar  to  that  re- 
ported by  Per  Lee,''*®  in  which  an  occasional  an- 
terior perforation  is  encountered,  w4iich  con- 
tributed little  to  hearing  loss  and  are  therapeutic 
in  nature.  McLellatuP**  in  his  series  of  300  chil- 
dren reported  one  in  six  children  require  repeated 
insertions  and  that  perforation  developed  in 
three  percent.  The  incidence  of  cholesteatoma 
was  .2  percent.  In  conclusion  it  can  be  stated 
that  treatment  regime  consisting  of  pressure 
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C(|ualizing  UiI)C  insertion  lor  recurrent  otitis  and 
lor  persistent  otitis  media  with  eHiision  has  be- 
come widely  tiecepted  and  has  in  reality  been  a 
revohiliotiary  achancement  in  the  prevention  of 
individual  episodes  of  otitis  in  the  otitis  |MC)ne 
child  and  in  the  prevention  of  c hronic  otitis  media 
with  its  complications  and  further  in  the  cerr- 
rection  of  hearing  loss  in  this  age  group,  thereby 
jrreventing  the  sj)eeth,  language  and  learning 
delays  that  have  been  reported. 

SUMMARY 

.V  discnssioti  of  acute  suppurative  and  serous 
otitis  media  with  particular  emphasis  on  the  prob- 
lem of  recurrent  e])isodes  has  been  presented. 
The  etiology',  pathophysiology  and  treatment 
have  been  reviewed  witli  emphasis  placed  upon 
the  role  of  the  eustacliian  tube.  Results  from  a 
group  of  97  patients  who  were  treated  by  the 
method  propersed  herein  are  reported.  Analysis 
of  the  data  both  in  the  raw  form  by  the  author, 
and  in  the  select  form  by  a biostatistician,  indictite 
this  form  of  therapy  is  remarkably  successful  in 
decreasing  the  incidence  of  recurrent  otitis.  Tlie 
reduction  of  incidence  of  infection  in  this  series 
was  from  (i.3  episodes  per  patient/per  six  months 
to  0.01)  per  patient /])er  six  months.  Jt  is  con- 
cluded that  insertion  of  pressure  ecjualizing  tubes 
as  a measure  to  prevent  recurrent  otitis  media  is 
the  most  uselul  therapeutic  measure  available  and 
further  that  as  tvicler  clinical  experience  has  been 
gained,  the  comjclications  of  otitis  media  have 
been  greatly  decreased. 
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Medicaid  Cost  Containment  in  Arkansas: 
Long  Term  Care  Reimbursement 
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ABSTRACT 

Since  long  term  care  expendilnres  absorijed 
a6.9%  of  tlie  S2r)7  million  Medicaid  budget  din- 
ing 1982  in  Arkansas,  cost  savings  on  nursing 
home  reindmrsement  would  have  a significant 
impact  on  the  containment  of  total  Medicaid  out- 
lays. This  study  compared  various  reimburse- 
ment practices  used  by  the  Medicaid  program  in 
• Vrkansas  with  the  results  of  a national  study  of 
state  Medicaid  programs  and  found  that  the  Ar- 
kansas program  has  been  successful  at  containing 
per  diem  payments  for  long  term  care.  1 his  suc- 
cess is  attributed  to  the  use  of  a percentile  meth- 
odology in  a prospective  rate  setting  system.  This 
study  discovered  that  compared  to  the  nation  and 
to  the  South  Central.  Medicaid  recipients  are 
utilizing  long  term  care  at  higher  rates.  Breaking 
that  analvsis  down  into  utilization  of  skilled  and 
intermediate  care,  Medicaid  recipients  in  .Arkan- 
sas are  utilizing  intermediate  care  at  higher  rates 
and  skilled  care  at  lower  rates  than  their  counter- 
parts in  the  nation  and  region. 

INTRODUCTION 

The  Research  Institute  of  Pharmaceutical  Sci- 
ences (RIPS)  at  the  Ibriversity  of  Mississippi  con- 
ducted a national  study  of  state  Medicaid  pro- 
grams to  determine  the  imjract  various  reimburse- 
ment factors  have  had  on  the  cost  and  utilization 
of  long  term  care  between  197.5  and  1981.  A series 
of  survey  cpiestionnaires  were  mailed  to  all  state 
]>rograms  to  gather  data  on  ]ier  diem  j)ayments 
and  the  reimbursement  factors  used  for  both 
skilled  and  intermediate  care.  State  utilization 
data  for  Medicaid  recipients  65  years  and  over 
were  obtained  from  the  Health  Care  Financing 
Administration  of  the  Department  of  Plealth  and 
Human  Services  for  both  types  of  care.^  d’his 
study  compares  the  Arkatisas  Medicaid  program 
to  the  findings  for  the  nation.  Given  the  fact 
that  long-term  care  expenditures  absorbed  56.9% 
of  the  $267  million  Medicaid  budget  in  Arkansas 
during  1982,  cost  savings  oti  nursing  home  reim- 
bursement would  have  a significant  impact  on 
efforts  to  contain  total  Medicaid  spending. 

•Research  Institute  of  Pharinaccutical  Sciences,  School  of  Pliarma- 
cy,  Unicersity  of  Mississippi,  University,  Mississippi  38677. 


REIMBURSEMENT  FACTORS 

The  RIPS  natiomd  atialysis  of  reimbursement 
factors  used  by  state  Medicaid  programs  to  pay 
for  long  term  care  discovered  that  some  of  these 
mechanisms  are  associated  with  lower  per  diem 
payments.  A discussion  of  these  factors  follows. 

Return  on  Net  Equity 

Federal  regidations  allow  each  state  Medicaid 
program  the  option  to  treat  “a  return  on  proprie- 
tary jirovider’s  net  eijuity”  as  an  allowable  cost 
when  calculatitig  jiayment  rates.  Of  the  states 
responding  to  the  survey,  return  on  net  eejuity 
(ROXE)  was  used  as  an  allowable  cost  for  skilled 
care  by  28  states  and  not  allowed  by  11  states 
during  1980.  As  of  [uly,  1983,  the  Arkansas  De- 
partment of  Human  Services  (Medicaid)  does  not 
allow  RONE  as  a reimbursable  cost  to  projirie- 
tary  providers.  Fhe  national  analysis  of  Medicaid 
programs  revealed  that  states  allowing  RONE  as 
a reimbursable  cost  paid  significantly  higher 
per  diem  rates  for  skilled  care  than  states  which 
did  not.  These  observed  outcomes  were  also  true 
for  intermediate  care  rates  although  the  differ- 
ences were  not  as  large  as  for  skilled  care.  Medic- 
aid recipients  in  states  allowitig  the  use  of  RONE 
had  .somewhat  greater  access  to  skilled  care  but 
lower  acce,ss  to  intermediate  care  than  Medicaid 
recipients  in  states  not  allowing  RONE.  Accord- 
itig  to  the  results  of  the  national  study,  the  .Ar- 
kansas Medicaid  program  treats  this  reimburse- 
metit  factor  in  a manner  associated  with  lower 
payment  rates  but  without  reducing  the  access 
Medicaid  recipients  have  to  care. 

Capital  Interest  Expenses 

'Ehe  survey  of  Medicaid  programs  conducted 
for  the  national  study  asked  each  state  how  in- 
terest expenses  incurred  by  long  term  care  facili- 
ties for  capital  indebtedness  were  treated  for  re- 
imbursement purposes.  Each  state  jnogram  was 
given  the  following  choices:  tiot  an  allowable 
cost;  full  reimbursement  of  interest  expenses;  and, 
reimbursement  of  interest  up  to  a ceiling.  During 
1981,  of  tbe  states  responding  to  the  survey,  21 
states  reimbursed  interest  expenses  up  to  a ceil- 
ing, 16  states  permitted  full  reimbtirsement,  and 
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no  states  treated  interest  expenses  as  not  an  allow- 
able  cost.  According  to  the  survey,  tlie  Medicaid 
program  in  Arkansas  allows  the  full  reimburse- 
ment of  interest  expenses  for  capital  intlebted- 
ness,  but  this  cost  center  is  indirectly  cajrped 
through  the  use  of  a ceiling  on  total  allowable 
costs. 

rhe  results  of  the  national  study  indicate  that 
states  placing  a ceiling  on  cajrital  interest  expenses 
averaged  lower  pa)inents  for  skilled  care  and  to 
a lesser  extent  intermediate  care.  States  placing 
a ceiling  on  capital  interest  expenses  had  higher 
utilization  of  .skilled  care  ljut  lower  utilization 
of  intermediate  care  than  states  allowing  full  re- 
imbursement. 1 he  treatment  of  capital  interest 
expenses  used  by  the  Arkansas  Department  of 
Human  Services  is  assoc  iated  with  lower  per  diem 
payments  for  long  term  care. 

Inflation  Factor 

The  survey  of  state  Medicaid  programs  for  the 
national  study  asked  each  state  what  })ercentage 
rate  was  used  annually  as  an  inflation  factor  when 
calculating  long  term  care  reindaursement  fees. 
The  results  of  the  national  study  indicate  that 
higher  inflation  factors  used  in  determining  jaay- 
mcnts  were  associated  with  higher  reimbursement 
rates,  d'he  analysis  also  revealed  that  higher  in- 
flation factors  were  not  linked  to  greater  access 
to  c are,  d he  average  inflation  factor  used  lay  the 
state  jarograms  responding  to  the  survey  was 
11.97®^,  in  1981,  lower  than  the  15.3%  level  used 
in  Arkansas.  Results  of  the  national  stud)'  indi- 
cate that  the  Afedicaid  jarogram  in  Arkansas  could 
lower  the  rate  of  the  inflation  factor  used  in  re- 
imbursement  to  contain  jaasinent  rates  without 
adversely  affecting  the  utilization  of  care  lay 
Afedicaid  recipients. 

Percentiles 

State  Afedicaid  preagrams  can  use  a percentile 
methodohagy  when  calculating  new  per  diem 
rates  for  long  term  care,  d’he  lirst  step  in  the 
percentile  methodohagy  is  to  classify  providers  ac- 
(ording  to  the  type  of  care  delivered.  Next,  the 
pnaviders  are  rank  ordered  within  each  classifi- 
cation according  to  each  pro\  ider's  jarcajected  costs 
bar  delivering  that  type  of  care,  d’his  results  in 
an  ascending  array  of  projected  per  diem  costs. 
Finally,  the  provider  at  the  Xth  percentile  level 
of  this  ascending  array  is  selected  and  the  pna- 
jected  per  diem  cost  incurred  by  that  pro\ider 
serve-,  as  tlie  Afedicaid  reimbursement  rate  for  all 


facilities  delivering  that  type  of  care.  This  is  the 
general  approach  to  the  percentile  methodology 
although  there  may  be  minor  variations  among 
the  states,  d'he  percentile  levels  used  by  the  state 
programs  during  1981  to  calculate  new  nursing 
home  rates  ranged  from  the  50th  percentile  to  the 
9(}th  percentile,  with  an  average  of  the  69th  per- 
centile. d'he  Department  of  Human  Services  in 
Arkansas  used  the  80tli  percentile  to  calculate 
new  payments  from  1978  through  1982. 

One  of  the  major  findings  of  the  RIPS  national 
studv  was  that  between  1975  and  1981  states  tisins: 
the  percentile  methodology  in  reimbursement 
paid  dramatically  louver  jjer  diem  fees  for  long 
term  care  (e.g.,  1981  — S36.18  for  skilled  care  and 
S26.96  for  intermediate  care)  than  states  not  using 
the  jjercentile  methodology  (e.g.,  1981  — S42.43  for 
skilled  care  and  $33.18  for  intermediate).  Afedic- 
aid recipients  experienced  greater  access  to  care 
in  states  using  the  percentile  methodology,  indi- 
cating that  this  cost  containment  device  does  not 
adversely  affect  the  access  Afedicaid  patients  have 
to  nursing  home  care. 

Prospective  Rate  Setting 

Another  important  reimltursement  factor  con- 
cerns the  timing  for  establishing  payment  rates. 
A\'ith  prospective  rate  setting  the  amount  of  the 
Afedicaid  payment  is  established  prior  to  the 
period  the  fee  will  be  in  effect.  '^Vith  retrospec- 
tive rate  setting  the  amount  of  Afedicaid  reim- 
bursement is  calculated  alter  the  care  has  been 
deli\ered  based  on  incurred  costs.  Advocates  of 
prospective  reindnirsement  claim  that  it  is  an  ef- 
fective cost  containment  device,  giving  incentives 
to  providers  to  deliver  care  eflicienth.  Advocates 
of  the  retrospective  mechanism  assert  that  this 
method  is  necessary  to  provide  Afedicaid  patients 
with  access  to  care  and  also  to  good  cjuality  care. 

I'he  analyses  for  the  national  study  discovered 
that  between  1975  and  1981  state  Afedicaid  pro- 
grams using  prospective  rate  setting  paid  con- 
sistent!) lower  per  diem  rates  for  both  skilled  care 
(e.g.,  1981,  538.1  1)  and  intermediate  care  (e.g., 
1981,  $31.04)  than  states  using  the  retrospective 
mechanism  (e.g.,  1981,  .S43.30  for  skilled  care  and 
$35.00  for  intermediate  care).  Contrary  to  the 
criticisms  of  the  prospective  method  relating  to 
access,  Afedicaid  recipients  in  states  using  the 
prospective  method  actually  had  greater  utiliza- 
tion levels  for  both  skilfed  and  intermediate  care 
than  states  using  retrospective  reimbursement. 
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(iites  ai'c  associated  with  lowci  payment  rates, 
riiis  study  retommeiids  that  the  Arkansas  Medic- 
aid progiam  lower  the  rate  ol  tlie  iidlation  iactor 
used  to  contain  pa)nient  rates  witliout  reducing 
tlie  access  Medicaid  recipients  liace  to  care.  As 
the  lollowing  cost  analysis  illustrates  (see  Table 
A),  the  Department  ol  Human  Services  in  Arkan- 
sas has  been  successlitl  in  containing  jtayment 
rates  below  the  regional  and  national  averages. 
I’his  .succe.ss  can  be  attributed  to  the  use  ol  the 
percentile  methodology  in  a prospective  rate 
setting  system  tvhich  the  national  study  cone  hided 
are  associated  with  signilicantly  lower  per  diem 
payment  rates  lor  nursing  home  care. 

COST  ANALYSIS 

I’he  Medicaid  piogram  in  Arkansas  paid  lower 
per  diem  rates  for  both  skilled  and  intermediate 
care  titan  the  average  payments  for  Medicaid  ])i  o- 
grams  in  either  the  South  Central  region  or  for 
the  entire  nation  (see  Table  A).  I'he  national 
study  of  Medicaid  reimbursement  discovered  that 
health  wage  rates  and  the  cost  of  living  are  strong- 
ly correlated  with  payments  for  long  term  care; 
higher  health  wages  and  living  costs  are  strongly 
linked  to  higher  Medicaid  payments.  A health 


Table  A. 

MEDICAID  PER  DIEM  COST 
1 .)  Skilled  Care 


Geographic  .Vrea 

1981 

1980 

1 979 

1978 

1977 

1976 

197.6 

Arkansas 

§25.53 

.§25.53 

§23.41 

.§20.97 

§16.93 

§16.37 

§14.97 

(N) 

(1) 

(I) 

(1) 

(1) 

(1) 

(1) 

(1) 

.South  Central  Region 

35.36 

32.93 

30.27 

28.52 

24.44 

23.36 

OO 

(N) 

Arkansas  as  % of 

(<’) 

('^) 

(<i) 

('•) 

C’) 

('>) 

(i) 

Regional  Average 

72.2% 

77.5% 

77.3-, 

73.5% 

69.3% 

70.1% 

1^7.3-/, 

Nation 

39.4S 

35.93 

31.99 

28.24 

25.72 

23.51 

99  or, 

Arkansas  as  % of 

(41) 

(43) 

(41) 

(39) 

(.35) 

(34) 

(30) 

National  .\verage 

64.7% 

71.1% 

73.2-, 

74.3% 

65.8% 

69.6% 

67.3% 

2.)  Intermediate  Care 

Geographic  ,krea 

1981 

1980 

1979 

1978 

1977 

1976 

197.6 

.\rkansas 

.§24.65 

.§24.65 

.§22.45 

.§19.92 

§15.62 

§14.36 

§13.92 

(-^■) 

(1) 

(1) 

(1) 

(1) 

(1) 

(1) 

(1) 

South  Central  Region 

27.. 37 

25.18 

23.46 

21.74 

17.60 

16.50 

17.42 

(N) 

.\rkansas  as  % of 

(7) 

('i) 

(<^) 

('^) 

(<’) 

(5) 

(5) 

Regional  Average 

90.1% 

;»7.9% 

95.7-, 

91. 6-, 

88.8% 

87.0% 

79.9% 

Nation 

31.98 

28.04 

25.41 

22.96 

20.08 

18.21 

17.81 

(^') 

Arkansas  as  % of 

(43) 

(43) 

(42) 

(40) 

(39) 

(.38) 

(30) 

National  .\verage 

77.1% 

87.9% 

88.4-, 

86.8-; 

77.8-; 

78.9-; 

78.2-, 
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To  |)rotet  t .Medic  aid  patients  from  the  jjossi- 
bilits  that  the  use  of  |)rospeclive  tale  setting 
could  lower  the  cpialiiy  of  care,  the  payment 
mechanism  should  l)e  linked  to  a cpiality  of  care 
mechanism.-  I he  .Medicaid  piogram  in  Michigan 
takes  an  interesting  a|)prc)ath  to  cpiality  jnotec- 
tion.  The  Department  of  Social  Services  (Medic- 
aid) in  Michigan  can  subject  all  providers  to  a 
cjuality  of  care  penalty  factor.  Ihc  penalty  is 
assessed  against  a prociders  reimbursement  rate, 
np  to  a maximum  ol  )jl.0()  per  patient  day,  lor 
lailure  to  coinjily  evith  certification  standards.-^ 

The  Medicaid  reimbursement  ssstem  in  .\rkan- 
sas  uses  prospective  rate  setting.  I'he  Department 
of  Human  Services  program  should  consider 
adopting  a cpiality  of  care  jnotection  mechanism 
similar  to  the  system  used  in  Michigan  to  assure 
that  the  stringent  prospective  reimbursement 
rates  in  Arkansas  (see  the  following  cost  analysis 
section)  do  not  result  in  the  delivery  of  lower 
cpiality  care  to  Medicaid  recipients. 

Recommendations 

The  Arkansas  Department  of  Human  Services 
consistently  uses  reimbursement  factors  that  the 
national  sttidy  of  state  Medicaid  jirograms  incli- 
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wage  index  was  developed  for  the  national  study 
and  during  1981,  for  example,  average  health 
wages  for  the  nation  were  19.0%  higher  than  in 
Arkansas.  Yet  the  average  payment  rates  for 
nursing  home  care  in  the  nation  were  substantially 
more  than  19.0%  greater  than  the  payments  in 
Arkansas.  For  example,  during  1981  the  average 
skilled  care  payment  for  the  nation  was  54.6% 
higher  than  in  Arkansas.  At  least  part  of  the  suc- 
cess the  Department  of  Human  Services  in  Ar- 
kansas has  had  in  containing  reimbursement  rates 
for  nursing  home  care  can  be  attributed  to  the 
use  of  the  percentile  methodology  in  a prospective 
rate  setting  system. 

UTILIZATION  ANALYSIS 

As  Table  B illustrates,  Medicaid  recipients  in 
Arkansas  are  utilizing  long  term  care  at  greater 
rates  than  Medicaid  recipients  in  the  South  Cen- 
tral region  or  the  nation,  k’or  example,  during 
1979  (the  latest  year  national  utilization  data  is 
available  from  the  federal  government)  total 
Medicaid  patient  clays  of  long  term  care  in  Ar- 
kansas were  135%  of  the  average  for  the  region 
and  129%  of  the  average  for  the  nation.  In  the 
absence  of  medical  need  to  explain  this  high  use 


of  nursing  home  care,  the  Arkansas  Medicaid  jiro- 
grain  could  save  money  by  utilizing  alternative, 
less  costly  methods  of  health  delivery'. 

Breaking  down  long  term  care  into  skilled  and 
intermediate  care,  Tables  C and  D illustrate  that 
Medicaid  recipients  in  Arkansas  tended  to  re- 
ceive skilled  care  at  lower  rates  and  intermediate 
care  at  higher  rates  than  Medicaid  recipients  in 
the  South  Central  region  or  the  nation.  Given  the 
cost  differential  between  the  two  types  of  care  to 
the  Department  of  Human  Services  in  Arkansas, 

Table  B. 

TOTAL  MEDICAID  PATIENT  DAYS 
IN  LONG  TERM  CARE  FACILITIES 


(Per 

1,000  Elderly) 

■South 

Year 

.Arkansas 

Central  Region 

Nation 

1979 

12,804 

9,518  (135%,) 

9,929  (129%o) 

1978 

12,522 

7,905  (158%) 

9,605  (130%o) 

1977 

11,607 

7,720  (150%^) 

9,463  (150%) 

1976 

12,418 

7,724  (161%) 

9,409  (132%) 

Note: 

T he  percentages 

in  parenthesis  following  total  pa- 

tient  days  for  the  region  and  the  nation  are  a com- 
parison of  these  outcomes  for  total  patient  days  to 
.Arkansas. 


Table  C. 

MEDICAID  PATIENTS  (Per  1,000  Elderly) 
1.)  Skilled  Care 


(Geographic  Area 

1979 

1978 

1977 

1976 

1975 

Arkansas 

17.1 

11.1 

14.3 

13.4 

— 

(N) 

(1) 

(1) 

(1) 

(1) 

— 

South  Central  Region 

15.2 

15.1 

15.8 

14.9 

14.6 

(N) 

(6) 

(5) 

(6) 

(6) 

(5) 

■Arkansas  as  % of 

Regional  Average 

113% 

73.5% 

90.5% 

89.9% 

— 

Nation 

14.4 

18.4 

17.2 

16.3 

16.5 

(N) 

(40) 

(41) 

(43) 

(40) 

(40) 

Arkansas  as  % of 

National  Average 

119% 

2.) 

60.3% 

Intermediate  Care 

83.1% 

82.2% 

Ceographic  Area 

1979 

1978 

1977 

1976 

1975- 

Arkansas 

39.2 

41.4 

35.3 

38.9 

— 

(N) 

(1) 

(1) 

(1) 

(1) 

— 

South  Central  Region 

28.7 

19.6 

18.8 

19.2 

12.7 

(N) 

(5) 

(4) 

(5) 

(5) 

(4) 

.Arkansas  as  % of 

Regional  Average 

137% 

211% 

188% 

203% 

Nation 

30.0 

27.5 

26.6 

25.6 

23.8 

(N) 

(40) 

(41) 

(41) 

(40) 

(39) 

Arkansas  as  % of 

National  Average 

131% 

151% 

133% 

152% 
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this  higher  utilization  ol  iniernieclialc  care  has 
saved  money.  However,  this  also  raises  tjuestions 
about  the  quality  of  care  Medicaid  recipients  in 
Arkansas  receive.  Because  Medicaid  patients  in 
Arkansas  have  been  placed  in  skilled  care  facili- 
ties at  lower  rates  than  their  counterparts  in  the 
South  Central  region  and  the  nation,  have  they 
been  denied  needed  care? 

SUMMARY 

The  Research  Institute  of  Pharmaceutical  Sci- 
ences at  the  University  of  Mississipjn  conducted  a 
national  study  of  reimbursement  factors  used  by 
state  Medicaid  programs  to  pay  for  long  term 
care.  I'he  study  identified  factors  which  are  as- 
sociated with  lower  payment  rates  but  which  do 
not  adversely  affect  the  access  Medicaid  recipients 
have  to  care.  I'he  most  important  cost  savings 
mechanism  discovered  was  the  use  of  the  per- 
centile methodology  in  a prospective  rate  setting 
system,  which  the  Department  of  Human  Services 
in  .Arkansas  uses.  The  use  of  this  reimbursement 
system  may  explain  the  success  the  Medicaid 
program  has  had  in  holding  Medicaid  payments 
for  nursing  home  care  in  Arkansas  below  the 
averages  for  the  nation  and  the  South  Central 


region.  Lowering  the  rates  of  the  inflation  factor 
used  in  reimbursement  would  enhance  the  efforts 
by  the  Department  of  Fiuman  Services  to  contain 
nursing  home  costs.  The  Arkansas  Medicaid  pro- 
gram has  considered  allowing  RONE  as  a reim- 
bursable cost  in  the  future.  Based  on  the  results 
of  the  national  study,  allowing  RONE  should  in- 
crease })er  diem  payment  rates. 

I’he  utilization  pattern  of  skilled  and  inter- 
mediate care  in  Arkansas  is  another  area  where 
significant  cost  savings  have  been  realized.  Medic- 
aid recipients  are  placed  in  intermediate  skilled 
care  facilities  at  higher  rates  and  in  skilled  care 
facilities  at  lower  rates  than  the  averages  for 
Medicaid  recipients  in  the  South  Central  region 
or  the  nation.  One  utilization  observation  with 
cost  implications  is  the  higher  than  average  utili- 
zation of  long  term  care  in  Arkansas  compared 
to  the  region  or  the  nation.  Alternatives  to  in- 
stitutionalization could  generate  additional  Med- 
icaid savings  as  well  as  produce  health  benefits 
to  the  Medicaid  recipients  not  institutionalized. 
One  area  of  possible  concern  is  that  the  lower 
than  average  utilization  of  skilled  care,  while  re- 
ducing Medicaid  expenditures,  may  result  in  the 


Table  D. 

MEDICAID  PATIENT  DAYS  (Per  1,000  Elderly) 
1.)  Skilled  Care 


Geographic  Area 

1979 

1978 

1977 

1976 

1975 

Arkansas 

3,297 

2,181 

2,684 

2,682 

— 

(N) 

(1) 

(1) 

(1) 

(1) 

— 

South  Central  Region 

2,677 

2,879 

3,317 

3,258 

3,175 

(N) 

(6) 

(6) 

(6) 

(6) 

(5) 

.Arkansas  as  % of 

Regional  Average 

123% 

75.8% 

80.9%, 

82.3% 

— 

Nation 

2,573 

3,190 

3,137 

3,116 

3,315 

(N) 

(39) 

(41) 

(42) 

(40) 

(41) 

Arkansas  as  % of 

National  Average 

128% 

68.4% 

2.)  Intermediate  Care 

85.6% 

86.1%, 

Geographic  Area 

1979 

1978 

1977 

1976 

1975 

Arkansas 

9,507 

10,341 

8,923 

9,736 

— 

(N) 

(1) 

(1) 

(1) 

(1) 

— 

South  Central  Region 

6,841 

5,026 

4,403 

4,466 

3,077 

(N) 

(5) 

(5) 

(5) 

(5) 

(■1) 

Arkansas  as  % of 

Regional  Average 

139% 

206% 

203% 

218% 

— 

Nation 

7,356 

6,415 

6,326 

6,293 

5,761 

(N) 

(39) 

(38) 

(41) 

(40) 

(40) 

Arkansas  as  % of 

National  Average 

129% 

161% 

111% 

155% 

— 
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(leli\'cry  ol  care  below  tlie  level  recjuiieil  by  the 
Medicaid  recipient. 

'riicse  recoiinnendations  concerning  Aledicaiil 
reiinbtirsement  lor  long  term  care  in  Arkansas  are 
based  on  the  restdts  ol  a tiational  study,  incltid- 
ing  a (omparison  ol  .Arkansas  to  the  South  Cen- 
tral region  and  to  the  nation,  d'he  recommenda- 
tions in  this  sttidy  must  be  viewed  within  the  con- 
tc.Nt  ol  the  political  and  administrative  etniron- 
ments.  However,  they  warrant  serious  considera- 
tion lor  implementation  eitlier  in  their  present 
or  modi  lied  lorm. 

TOOT  NOTES 

1.  t . S.  Depailinciit  of  tlcallli  and  Human  Services, 
Heallli  Care  Financing  .Vilininistration,  Office  of  Policy, 
Planning  and  Research.  Stale  Tables,  Medicaid:  Re- 
cil>ieuls,  Fa\inenls  and  Seixdces,  jnilvlished  annnallv 


1975-1979,  lists  data  for  Medicaid  patients,  Medicaid 
patient  days,  and  average  length  of  stay. 

Data  for  Medicaid  certified  skilled  and  intermediate 
care  beds  were  olttained  from  tlie  regiotial  offices  of 
DHHS  with  the  assistance  of  Congressman  Jamie 
AVIdtten. 

2.  Robert  Bnclianan,  Health  ('.are  Finance  (Lexington, 
M.\:  Lexington  Books,  1981),  ])p.  -HI- 15,  100-102,  for  a 
disctission  of  linking  prospective  reimbursement  to  a 
([tiality  of  care  meebanism.  Also  for  a discussion  of 
incentive  reind)nrsement  see  Hirsch  Rticblin,  et  al, 
'T.ong  'Eerm  Care  Marketplace:  ,\n  Analysis  of  De- 
ficiencies and  Potential  Reforms  by  Means  of  Incen- 
tive Reimbursement."  Medital  Care,  13:979-991,  Decem- 
ber, 1975. 

3.  State  of  .Michigan.  Department  of  Social  Services,  State 
Plan  Under  Title  XIX  of  the  Social  Security  Act,  .At- 
tachment -1.19-D,  (1\'.C.),  A'ariable  Quality  of  Care 
Penalty  Factor,’’  p.  10. 
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Arkansas  Model  for 

The  School  Health  Curriculum  Project  (Berkeley  Model) 

Arvil  W.  Burks,  Ed.D.* 


Jn  the  late  llMiO'.s  and  early  1970's,  health  edu- 
cators recogiii/cd  that  health  behavdor  prohlenis 
ainong  teenagers  jjoscd  a serious  national  health 
problem.  National  surveys  of  teenagers  made 
during  that  {)erioil  indicated  that  every  day  about 
3,200  children  bet\vcen  the  ;iges  of  12  and  18  trieil 
their  first  cigarette  — remit ing  in  over  a million 
netv  teenage  smokers  a year.  Problems  related  to 
alcohol  and  drug  use  and  abuse,  poor  eating  habits 
;md  nutrition  and  lack  of  proper  exercise  were 
also  indicated. 

To  combat  these  growdng  problems,  the  Na- 
tional Clearinghouse  on  Smoking  and  Health 
and  the  Center  for  Disease  Control  of  the  United 
States  Public  Health  Service  fostered  the  develop- 
ment and  dissemination  of  an  innovative  health 
education  curriculum  for  elementary  and  junior 
high  students  (Grades  4-7).  The  curriculum  has 
become  known  as  the  School  Health  Curriculum 
Project  (Berkeley  Model).  In  more  recent  times 
a curriculum  for  grades  K-3  has  been  developed 
by  the  .American  Lung  Association  and  the  Center 
for  Disease  Control.  The  overall  goal  of  the  proj- 
ect is  to  give  children  a thorough  understanding 
of  personal  health  as  a foundation  for  the  in- 
telligent care  of  their  bodies.  The  curricnlum 
may  be  integrated  with  other  subjects  such  as  the 
language  arts,  reading,  math,  art,  music,  physical 
education,  and  ecology. 

The  curriculum  has  been  validated  by  the  Na- 
tional Diffusion  Network  for  dissemination 
through  the  United  States  Office  of  Education. 
The  project  has  proven  to  be  very  successful  in 
approximately  45  states  throughout  the  nation, 
including  Arkansas.  The  University  of  Central 
Arkansas  in  Conway  has  been  one  of  three  na- 
tional teacher  training  centers  funded  by  the  Na- 
tional Diffusion  Netw'ork.  ApjMOximaiely  40 
school  districts  in  Arkansas  are  now  implementing 
the  curricidum.  4 eacher  training  is  a retjuired 
component  of  the  project.  The  curricuhnn  is 
taught  by  classroom  teachers  in  grades  K-6.  No 
special  teacher  certification  is  required.  Once 
teachers  are  trained  and  teach  the  unit  in  the 
classroom,  they  then  teach  other  teachers  in  their 

•Arvil  W.  Burks,  Chairman,  Dcparlment  nf  tlcalih  Education, 
UC.\,  P,  O,  Bo.v  1770,  Conway,  .Arkansas  72032, 


respective  districts,  thus  j)roviding  lateral  s|)read 
for  the  curricidum, 

STATE-WIDE  PLAN 

Largely  due  to  early  funding  efforts  in  Arkan- 
sas by  the  Office  on  Alcohol  and  Drug  Abuse 
Prevention,  and  .Arkansas  Blue  Cross  and  Blue 
Shield,  and  with  siqrporting  help  from  the  .Ameri- 
can I.ung  Association  of  .Arkansas,  the  Arkansas 
Affiliate  of  the  .American  Heart  .Association,  and 
the  .Arkansas  Division  ot  the  .American  Cancer 
Society,  the  project  has  been  included  in  the  state 
health  plan  as  developed  by  the  Maternal /Child 
Health  .Advisory  Sub-Committee  ol  the  .Arkansas 
Statewide  Health  Cioordinating  Conncil,  Dr.  G. 
A.  Buchanan  h;is  served  as  chairman  of  the  sub- 
committee. The  goal  of  the  committee  is  to  in- 
corporate the  lotirth,  fifth,  and  sixth  grade  units 
into  every  district  in  .Arkansas.  The  .Arkansas 
Chapter  of  the  .American  .Academy  of  Pediatrics 
and  the  Arkansas  Medictd  Soc  iety  have  endorsed 
the  project,  and  will  coojierate  wilh  its  dissemina- 
tion. 

The  goals  and  objectives  include  develojiment 
of  five  resource/ teacher  training  centers  based  at 
universities  around  the  state,  whereby  teachers 
are  trained  in  each  grade  level  and  instructional 
materials  are  loaned  to  the  participating  .schools. 
Funds  Avill  need  to  be  raised  to  finance  the 
centers. 

STRATEGIES  FOR  IMPLEMENTATION 

The  .Arkansas  Meclictil  .Auxiliary  adopted  the 
program  as  a statewide  jiroject  for  1982-83,  and 
has  again  for  1983-84.  County  units  of  the  .\nx- 
iliary  will  lie  asked  to  develop  its  own  coalition 
of  interested  business  and  professional  groiqis  to 
raise  funds  and  to  recruit  schools  to  participate 
in  the  jiroject. 

Information  about  the  project  will  be  sent  to 
all  members  of  the  Arkansas  Medical  Society  and 
to  the  Arkansas  Clnipter  of  the  .American  .Academy 
of  Pediatrics  so  that  each  physician  may  ha\'e  the 
opportunity  to  help  disseminate  the  project. 
Printed  literature  and  a slide  series  explaining 
the  curriculum  will  be  available  through  the 
Auxiliary.  For  additional  details,  contact  the  De- 
partment of  Health  Education  at  the  Uni\ersily 
of  Central  .Arkansas,  Conway,  .Arkansas  72932. 
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The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 

(See  Answer  on  Page  309) 

HISTORY:  J.  B.  is  a 42-year-old  man  who  presented  to  the  hospital  after  experiencing  crushing  substernal  chest 
pain  which  lasted  for  two  hours.  On  physical  examination,  he  was  hypotensive  and  had  marked  neck  vein  dis- 
tension, but  no  rales  were  present.  He  agreed  to  right  heart  catheterization,  which  revealed  a right  atrial  mean 
pressure  of  20  mmHg  (normal  0-8  mmHg),  but  little  change  either  in  pressure  contours  or  mean  pressure  was 
noted  with  advancement  of  the  right  heart  catheter  from  the  right  atrium  to  the  pulmonary  artery.  His  left  ven- 
tricular filling  pressure  was  15  mmHg.  The  patient's  ECO  with  AYR  replaced  by  V4R  is  shown.  What  do  you 
think  has  taken  place? 


Sharilynn  Stanley,  M.D.,  and  John  W.  Watson,  M.D. 
UAMS-LRVAMC  Division  of  Cardiology 
Little  Rock,  Arkansas 
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Post-Traumatic  Carpal  Instability 
Awareness  and  Recognition 

Kenneth  G.  Jones,  M.D.* 


T..e  decade  just  ended  was  both  rewarding 
and  stimnlating  for  physicians  who  attend  pa- 
tients with  disabling  wrist  problems.  Prior  to 
1972  when  Linscheid,  Dobyns,  et  al.''  presented 
an  indepth  study  of  instability  of  the  wrist  follow- 
ing trauma,  surgeons,  for  the  most  part,  had 
attended  these  problems  as  unitjue  medical  ex- 
periences. Earlier  publications-""  dealing  with 
this  subject  seem  to  have  evoked  a limited  response 
from  medical  investigators.  The  frecpiency  of 
occurrence  of  carpal  instability  following  trauma 
was  unknown.  The  patterns  of  jnal-relationships 
of  the  carpal  bones,  now  recognized  to  be  recur- 
rent and  somewhat  predictable,  had  not  been 
taxonomized.  Recognized  and  reported  cases  had 
been  too  few  to  permit  classification.  The  presen- 
tation by  The  Mayo  Clinic  group,  destined  to 
become  a medical  classic,  considered  diagnosis, 
proposed  a classification,  aiul  evaluated  the  patho- 
mechanics  of  this  incompletely  understood  jtrob- 
lem.  Now,  as  a consetjuence  of  our  increased 
awareness  and  enhanced  understanding  of  carpal 
instability,  it  is  seen  (recognized)  much  more 
fretjuently.  T oo,  other  investigators*^"^'^  iiave  been 
stimulated  to  add  to  the  sum  of  our  knowledge  in 
this  area.  \\"e  are  now  arriving  at  a clinical  under- 
standing of  this  often  disalrling  jtroblem.  More 
efficacious  methods  of  management  have  evolved 
and  will  continue  to  evolve. 

Patients  wdth  carpal  instability  present  them- 
selves with  a painful,  usually  swollen,  wrist  with 
restricted  motion.  These  findings  are  exaggerated 
by  stress.  Afost  jtatients  recall  trauma  to  the  area. 

Rock  Orthopedic  Clinic.  9500  Lilc  Drive.  P.  O.  Box  5270, 
Little  Rock.  zVrkansas  72215. 


A fracture,  a dislocation  or  some  combination 
theieof,  may  or  may  not  have  been  appreciated 
initially,  d here  are,  how'ever,  individuals  who 
without  any  history  of  trauma,  demonstrate  devia- 
tions from  tho.se  carjial  relationships  we  regaixl  to 
be  normal,  d'hese  tmsettling  and  not  completely 
understood  patients  probably  represent  devel- 
opmental deviations.  As  a ride,  they  do  not 
experience  the  major  wrist  disabilities  seen  in 
une(|uivocal  ])ost-traumatic  ca.ses.  Ifilaleral  dcviti- 
tions  may  lie  seen. 

Occasionally,  the  examiner  will  be  able  to 
demonstrate  a clicking  sensation  on  compression 
and  rotation  of  iliese  painful  swollen  wrists,  but 
little  else  in  acUlition  to  the  obvious  is  to  be  found 
on  physical  examination  of  the  sym[)tomatic  area. 
The  diagnosis  is  dependent  on  adecpiate  radio- 
graphic  studies,  (ktod  x-rays  (posteroanterior, 
anteroposterior,  and  true  lateral  lihns)  are  funda- 
mental to  the  diagnosis.  In  some  instances,  addi- 
tional special  studies,  later,  will  add  to  the 
|diysician's  knowletlge.  Rut  first  the  roulinelv 
obtained  films  are  methoilically  scrutinizetl  for 
alterations  in  the  normal  relationship  of  the 
carpal  Irones.  .Any  pattern  of  instability,  with  or 
without  a fracture,  would  seem  possible.  How- 
ever, scapholunate  (radial),  tritjuetrohamate  and 
tricpielrolunate  (ulnar)  instabilities  are  those  most 
frecpienlly  encountered.  Close  review  should  be 
given  to  the.se  areas. 

Lateral  x-r;iys  of  the  normal  wrist  area  with  the 
carpus  and  the  forearm  in  the  true  neutral  posi- 
tion demonstrate  that  the  longitudinal  axes  of 
the  radius,  the  lunate,  the  capitate,  and  tlic  tliird 
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metacarpal  lieacl  are  colinear.  The  axis  of  the 
scaphoid  and  the  axis  of  the  lunate  form  an  angle 
Avhich  averages  46  degrees  (Fig.  1).  Variation 
l)etween  30-60  degrees  is  considered  to  be  within 
normal  limits.  1 he  ])hysician  who  reviews  these 
films  must  appreciate  tliese  normal  relationships 
if  he  is  to  ferret  out  the  often  subtle  abnormal 
1 elationships  found  l)etween  unstable  carpal 
hones. 

When  carpal  instaijility  is  suspected,  the  routine 
posteroanterior  projection  with  the  hand  in  a 
neutral  position  should  be  supplementeil  In 
])OSteroanterior  films  made  with  the  wrist  in  both 
full  radial  and  full  ulnar  deviation.  In  addition, 
the  same  views  of  the  patient’s  opposite  normal 
extremity  are  often  helpful.  For  that  reason,  they 
shoidd  be  obtained  when  the  diagnosis  is  sus- 


pected but  is  not  evident.  The  spaces  between 
the  carpal  bones  are  examined  closely  on  all  of 
these  films.  Normally,  these  sj^aces  are  no  greater 
than  2 mm.  and  are  essentially  the  same  for  all 
intercarpal  articulations.  Significantly,  they  will 
remain  unaltered  throughout  all  wrist  motion  if 
a fracture  does  not  exist  and  if  the  extrinsic  and 
intrinsic  ligaments  of  the  wrist  are  sound  (Fig.  2). 
Deficient  and  disrupted  ligaments  permit  abnor- 
mal motion  patterns,  especially  when  compressive 
forces  are  transmitted  through  the  carpus.  A gap 
greater  than  2 mm.  between  the  scaphoid  and 
lunate  seen  on  the  neutral  posteroanterior  film 
(Fig.  3)  is  indicative  of  scapholunate  dissociation, 
the  most  commonly  encountered  instability  pat- 
tern. Such  a mist  in  full  ulnar  deviation  will 
sho^v,  on  the  posteroanterior  film,  that  this  ab- 


Deltoid 


Ulnar  collateral  ligament 
Ulnotriquetral  ligament 


Ulnolunate  ligament 
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shortened  as  a consequence  of  its  exaggerated 
vertical  position.  On  the  true  lateral  film,  the 
proximal  angle  between  the  axis  of  the  scaphoid 
and  the  axis  of  the  lunate  will  be  observed  to  be 
greater  than  the  usual  46  degrees  (Fig.  4).  As  the 
gap  between  the  scaphoid  and  lunate  bones 
widens,  the  normal  comjjiessive  forces  across  the 
wrist  will  force  the  head  of  the  capitate  to  intrude 
into  this  void  reducing  the  capitoradial  height. 
I'his  decrease  in  height  will,  in  effect,  lengthen 
the  radiocapitate  ligament  tending  to  create  an 
ulnar  translocation  of  the  carpus  on  the  radius 
(Fig.  3).  In  the  presence  of  scapholunate  dissocia- 
tion, the  lunate  as  seen  on  the  posteroanterior 
films  can  appear  to  be  superimposed  on  the 
capitate  to  a greater  extent  than  usual  as  a con- 
sequence of  its  rotation,  dorsal  or  volar. 

The  interrelated  factors  which  determine  the 
clinical  picture  seen  in  traumatic  carpal  instabil- 
ity are:  the  extent  and  the  meclianism  of  stress 
loading,  the  bony  architecture,  the  musculotendi- 
nous support  and  the  severity  of  ligament  damage. 
While  this  interrelationship  is  extremely  complex 
and  no  doubt  is  not  fully  understood  by  any 
investigator,  it  is  of  clinical  value  to  us  to  oijserve 
that  the  usual  mechanism  of  injury  is  one  of 
extension,  ulnar  deviation  and  siqiination  of  the 
hand  relative  to  the  forearm.  Forces  produced  are 
transmitted  through  those  structures  constituting 
the  midcarpal  joint,  the  radiocarpal  joint  and  the 
radius.  As  stress  is  increased,  any  injury  to  tissues 
progresses  from  the  radial  side  to  the  ulnar  side 
of  the  hand.  If  that  force  is  sufficiently  great,  the 
triangular  cartilage  or  even  tlie  distal  radioulnar 


Figii  re  *1. 

DISI  as  seen  on  a lateral  projection— The  distal  segment  of  the  colinear  axis  is  disrupted  and  displaced  upward.  1 lie  angle  between  the  axis  of 
the  scaphoid  and  the  axis  of  the  radius  is  increased  to  60  degrees.  As  a consequence  of  a volar  shift  and  a dorsal  rotation  of  the  lunate,  its  axis 
is  no  longer  colinear.  Thus,  the  angle  between  the  axis  of  the  scaphoid  and  the  axis  of  the  lunate  is  increased  to  78  degrees.  The  capitate  is 
flexed  relative  to  the  lunate. 


noiiually  wide  space  between  the  scaphoid  aiul 
lunate  bones  is  further  exaggerated.  This  abnor- 
mality may  be  even  more  obvious  when  the 
x-ray  is  made  anteroposterior  rather  than 
posteroanterior.  Radial  deviation  will,  as  a rule, 
demonstrate  narrowing  of  the  widened  space. 
This  abnormal  movement,  in  the  absence  of  a 
fracture,  is  a consecpience  of  ligamentous  de- 
ficiency. Also,  these  posteroanterior  and  antero- 
posterior films  present  the  scaphoid  as  fore- 


lunate,  a decrease  in  the  radiocapitate  height  and  a slight  ulnanvard 
translocation  of  the  carpus— Dorsal-Intercalary-Segmental-Instability 
a)IS'I). 
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joint  will  be  disrupted.  In  tnany  instances,  how- 
ever, thehlamage  is  less  severe.  It  is  often  limited 
to  ligaments,  tvith  or  tvithout  a concomitant  frac- 
ture of  the  radius,  the  scajdioid  or  the  tricpietrum 
or  a dislocation  of  the  lunate.  If  the  ligaments  are 
damaged,  the  radial  collateral  ligament  tears  first, 
followed  by  tearing  of  the  radiocapitate  ligament, 
or  the  radial  styloid  process  may  be  avulsed.  If 
the  force  is  of  sufficient  magnitude,  additional 
tearing  of  the  extrinsic  ligaments  occurs  along 
with  damage  to  the  intrinsic  interosseous  liga- 
ments. Though  this  is  the  usual  traumatic  patho- 
mechanical  picture  producing  carpal  instability, 
any  combination  of  stress  and  resulting  injury  is 
possible.  For  example,  a healed  but  tmreduced 
dorsally  angulated  fracture  of  the  lower  radius 
may  be  found  to  be  associated  with  symptomatic 
Dorsal-Intercalary-.Segmental-Instability  (DISI) , 
usually  without  scapholunate  dissociation.  In  this 
instance  the  lunate  is  rotateil  so  that  its  distal 
concave  surface  is  tilted  upward  like  a dry  moon. 

Although  the  problem  is  and  will  remain  me- 
chanically complex,  it  is  possible  to  construct  a 
classification  for  carpal  instabilities  based  on 
those  abnormal  relationships  .seen  between  the 
carpal  bones.  The  patient's  symptoms  arise  from 
these  abnormalities.  We  now  can  recognize  the 
following: 

Radial  side  of  hand: 

a.  Scaphotrapezial  dissociation— rare 

b.  Scapholunate  dissociation— most  common 
The  convex  surface  of  the  lunate  faces 
dorsalw'ard  with  malalignment  of  its  axis. 


'Fhe  scaphoid  is  more  erect  than  is  normal 
(foreshortened).  The  proximal  angle 
formed  between  the  axis  of  the  scaphoid 
and  the  axis  of  the  lunate  is  greater  than 
60  degrees.  This  malalignment  can  con- 
veniently be  designated  as  a DISI  deformi- 
ty (Dorsal-Intercalary-Segmen  tal -Instabil- 
ity). The  concave  stirface  of  the  hinate 
faces  dorsalward  (Fig.  4). 

Ulnar  side  of  the  hand: 

a.  I’ricjuetrohamate  instability  without 
scajtholunate  dissociation  may  produce 
a DISI  deformity  or  a VLSI  (Volar- 
In  tercalary-Segmental-Instability)  where 
the  concave  surface  of  the  lunate  faces 
downward  resembling  a wet  moon  (Fig. 
5). 

b.  Triquetrolunate  instability  — classically 
manifest  as  a VLSI  deformity.  Again,  the 
lunate  is  rotated  so  that  the  distal  fossa 
faces  downward. 

Central 

a.  Radiocarpal  joint  translocation  with  the 
carpus  migrating  idnarward  due  to  bony 
collapse  and/or  ligamentous  relaxation  as 
occasionally  seen  following  trauma  and  as 
frequently  seen  in  rheumatoid  arthritis. 

b.  Midcarpal  shifting— apparently  a chronic- 
adaptive  accommodation  occasionally 
seen  following  a fracture  of  the  radius 
which  has  healed  with  a dorsal  tilting  of 
its  distal  articidar  surface.  This  is  usually 


scapholunate  dissociation  is  not  present. 
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inanilcsl  as  a DISl  clcloiinilN  willioul 
s;  apholnnatc  dissoc  iatioii. 

11,  alter  rc\  ic\v  ol  the  lilms  ( onsidcred  above, 
die  surgeon  is  still  unable  to  est.iblisli  a ditiguosis, 
one  or  ;dl  ol  the  lollowing  niodtdities  ol  exiuidua- 
tiou  niav  ;idd  to  Ids  knowledge:  (iinertidiography, 
reetilinetir  toinogi  apliy,  eonipntei  toniogi  tipliy  or 
arthrogi ;i])Ii\ . At  tin ographie  stnilies  ol  both  the 
niiiletnpal  joint  ;nid  the  i tulioc arptil  joint  ::m  be 
helpful  on  oeiasions. 

Awtireness  of  eai  jjtd  insttibilit ies  is  more  funda- 
mental than  experienee  in  establishing  ;i  eorreet 
diagnosis  lor  the  ehroincally  ptiinfnl  wrist. 

rnforttmately,  management  as  well  as  ditignosis 
of  these  patients  ean  be  diffienlt.  Those  Avhose 
instability  is  a result  of  recent  trauma  must  obtain 
an  anatomical  retlnction,  by  closed  or  open  means 
as  reejnired,  followed  by  6-12  weeks  of  stabili/tition 
if  fractures  are  to  heal  and  if  ligamentous  integrity 
is  to  be  reestablished  and  chronicity  avoided. 
Plaster  immobilization  should  be  augmented  by 
percutaneous  pins  or  by  internal  stabili/tition, 
Avhen  needed,  to  assure  that  healing  of  the  dam- 
aged ligaments  will  occur  across  anatomically 
restored  joint  spaces.  .Some  patients  with  chroidc 
problems  can  be  managed  with  a removable  splint 
and  consciotis  restriction  of  use  of  the  extremity. 
Surgery,  the  only  alternative  in  the  presence  of 
chroincity,  usually  consists  of  an  arthrodesis  or  an 
arthroplasty  or  some  combination  of  the  two  pro- 
cedures. Ligamentous  repairs  and  tendon  substi- 
tutions have  not  been  successful  routinely  in 
patients  with  chronic  problems.  Patients  with 
acute  injuries  should  undergo  open  repairs  if  an 
anatomical  reduction  is  not  possible  b)  closed 
means  or  if  the  reduction  cannot  be  held  by 
plaster  alone  or  by  plaster  and  percutaneoits  pins. 

.\s  diflicult  ;is  this  problem  may  seem  to  be, 
progress  is  being  imide  in  tmderstanding  and  in 


tretitiug  the  |)ainful  wrist.  I hc  (oming  decttde 
will,  no  doubt,  prove  to  be  even  more  lewtmling 
and  mot e stimulat ing. 
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Environmental  Regulation 

Jerry  G.  Hill 


J n the  past  few  years  there  has  been  an  intense 
interest  in  man’s  surroundings  brought  on  by  the 
number  of  illnesses  associated  with  the  environ- 
ment. Such  serious  diseases  as  mesothelioma  from 
asbestos  exposure,  carcinoma  from  tobacco  smoke, 
black  hmg  in  coal  miners  are  clearly  establishetl 
examples  of  environmentaf  induced  illnesses. 

Many  other  substances  as  dioxin,  DDd’,  etc.,  are 
capable  of  causing  adverse  health  effects. 

These  problems  have  been  dramatized  by  such 
books  as  The  Silent  Spring  and  by  media  coverage 
that  sometimes  is  more  in  the  interest  of  sensa- 
tionalism than  objective  reporting.  As  a result, 
it  is  very  difficult  for  the  ordinary  man  to  view 
this  subject  from  a balanced  perspective  and,  in 
turn,  the  problem  of  developing  rational  legisla- 
tion with  accompanying  regulations  is  very  com- 
plicated. 

P>y  the  same  token,  the  enforcement  of  complex 
and  sometimes  impractical  environmental  regu- 
lations is  difficult  or  almost  impossible.  I recently 
read  an  article  in  the  American  Journal  of  Public 
health,  titled  “Contamination  of  the  Food  Chain 
by  Polychlorinated  Biphenyl  from  a Broken 
Transformer.’'’  A person  could  ask  what  an  ar- 
ticle about  a broken  transformer  is  doing  in  a 
well  known  public  health  journal. 

Polychloi  inated  Biphenyls  or  PCB's  are  becom- 
ing a widespread  concern  among  scientists  who 
associate  human  health  effects  with  their  ensiron- 
mental  exposure.  In  this  particular  case,  chicken 
and  egg  food  products  were  contaminated  with 
PCB’s.  I'he  contamination  was  traced  back  to 
an  accidental  leakage  of  PCB’s  from  a transformer 
stored  in  a food  processing  plant  in  Montana. 
Breast  milk  analysis  showed  that  PCB  absorption 
had  occurred  among  egg  consumers. ^ The  situa- 
tion clearly  demonstrates  the  need  for  continuous 
monitoring  of  the  food  chain  for  contaminants. 

'Director,  Bureau  of  Environmental  Health  Services,  Arkansas 
Department  of  Health,  4815  W,  Markham,  Little  Rock,  Arkansas 
72201,  Telephone  661-2638, 


E\en  though  PCB’s  were  banned  by  the  En- 
vironmental Protection  Agency  in  the  seventies 
and  are  no  longer  usetl  as  coolants  or  insulators 
in  transformers  and  capacitators,  it  will  be  many 
years  before  Eederal  and  State  Agencies  will  have 
their  use  under  control.  This  is  partially  because 
of  their  widespread  use  and  also  due  to  the  fact 
that  PCB’s  are  in  the  possession  f)f  many  unregu- 
lated individuals. 

Another  factor  that  enters  into  environmental 
regulation  is  how  far  is  one  to  actually  regulate. 
In  a report  published  by  the  Institute  of  Medicine 
in  1981  on  the  “Cost  of  Environment  Related 
Health  Effects;  A Plan  for  Continuing  Study”  — 
the  statement  is  made  that,  “the  effects  of  environ- 
mental factors  on  human  health  and  well  being 
have  attracted  increasing  attention  in  recent  years. 
En\  ironmentally  related  health  problems  are  the 
major  concern  because  they  contribute  substanti- 
ally to  the  rising  cost  of  illness  and  because  most 
of  them  are  theoretically  preventable.”-  While 
environmental  related  problems  can  contribute 
to  rising  health  cost  there  is  a greater  concern 
for  what  is  known  as  “cost  Ijenefit  analysis.”  This 
is  a process  by  which  lawmakers  and  regulators 
weigh  the  potential  health  effects  against  the  sheer 
economics  of  enforcing  the  regidation.  Any  time 
a business  is  regulated  someone  has  to  pay.  Initi- 
ally the  business  will  pay,  however,  eventually 
the  consumer  will  bear  the  brunt  of  the  cost. 

SVe  are  all  aware  of  the  numher  of  deaths  that 
occur  each  year  that  are  due  to  automobile  acci- 
dents. The  number  of  deaths  could  be  completely 
eliminated  if  we  did  away  with  the  automobile. 
However,  the  benefit  of  advanced  transportation 
outweighs  the  potential  deaths  that  would  occur. 
The  fact  of  the  matter  is  the  public  has  learned  to 
accept  the  risks  associated  with  operating  their 
automobile. 

Another  example  of  cost  benefit  analysis  would 
be  with  regard  to  the  broad  use  of  pesticides  and 
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Irt  bitiilcs  in  Pastcni  Arkansas.  VVA'  can  tlicorcT- 
ically  say  llrat  there  are  long  range  health  prob- 
lems being  created  due  to  the  use  and  niistise  ot 
these  weed  and  j>est  deterrents.  With  impro\'ed 
technology,  crop  yields  have  increased  many  times 
over  those  of  the  IhhO's.  To  the  farmer,  pests  and 
weeds  are  a threat  to  his  livelihood  and  without 
these  proper  tools  the  farmer  woidd  realize  a sid)- 
stantial  drop  in  crop  \ields  and  Arkansa.s,  as  w'ell 
as  the  nation,  would  sid'fer  overall.  W^e  could  re- 
strict or  even  eliminate  the  use  of  these  chemicals 
but  the  end  residt  would  not  justify  the  means. 

In  the  face  of  these  dilemmas,  both  national 
and  state  level  government  agencies  seem  helpless 
and  ill  equipped  to  address  both  the  public’s  con- 
cerns as  tvell  as  the  cost  benefit  associated  with 
the  enforcement  of  regulations.  Agencies  have  to 
be  both  responsive  and  responsible  for  what  does 
and  does  not  happen  when  it  comes  to  dealing 
with  the  enforcement  of  regulations.  This  can  be 
frustrating  to  many  conscientious  employees  who 
guide  and  direct  the  activities  of  these  agencies. 

Under  the  broad  legislation  by  which  the  Board 
of  Health  o{X?rates,  there  is  no  mention  of  chem- 
icals, toxic  wastes,  hazardous  substances,  accident 
prevention,  or  economics.  However,  in  the  broad 
interpretation  of  Act  9(i  of  1913,  the  Board  of 
Health  has  the  authority  to  “act  for  the  better 
protection  of  the  public  health. The  Act  speaks 
to  the  powers  of  the  Board  of  Health,  preserva- 
tion of  public  health,  and  the  prevention  of 
disease. 

The  Department  of  Health  under  the  direction 
of  the  Board  of  Health  has  learned  a new  mean- 
ing to  the  word  “prevention.”  Prevention  in 
deal  in  g with  disease,  in  most  cases,  involves  a 
short  term  cause  and  effect.  Plowever,  the  new 
area  of  concern  in  dealing  with  the  “may  be  haz- 
ardous to  your  health”  category  requires  volumes 
of  historical  data  and  much  speerdation  to  de- 
termine potential  long  range  health  effects.  For- 
tunately or  unfortunately  due  to  recent  media 
scares,  the  public  is  demanding  a more  intense 
response  to  these  long  range  problems.  Go\ern- 
ment  agencies  are  striving  to  respond  to  these 
problems;  however,  they  find  themselves  in  an 
ever  changing  field  where  data  needed  for  de- 
cision making  is  not  always  available. 

This  is  only  part  of  the  problem.  The  other 
part  has  to  do  with  a changing  of  attitude  or 
philosophy.  The  traditional  preventive  role  of 


the  State  Health  Departments  has  become  liag- 
mented.  In  a book  published  by  the  Institute  lor 
Contemjxrrary  Studies  entitled.  Social  Regula- 
tion, Strategies  for  Reform,  this  change  of  philos- 
ophy is  discussed.  “The  decade  of  the  1970's 
brought  about  two  major  trends  in  government 
regulation  of  the  private  sector  — an  explosion  of 
new  “social  regulation  of  health,  safety  and  the 
environment,  and  a growing  awareness  that  many 
of  the  older  economic  regulations  of  specific  in- 
dustries were  counter  productive  and  in  need  of 
reform  or  repeal.”'* 

During  this  time  of  reform,  major  segments  of 
the  federal  government  reorganized.  The  reor- 
ganization primarily  sought  to  address  man's 
overwhelming  desire  to  protect  and  preserve  the 
natural  environment,  ^\’ith  the  advent  of  the  En- 
vironmental Protection  Agency  (EPA)  the  enqdia- 
sis  of  public  health  agencies,  in  regard  to  the  en- 
vironment, changed  from  being  concerned  for  the 
effects  of  the  environment  on  man  to  a concern 
of  man’s  effect  on  his  environment.  Since  that 
time  EPA  has  tried  to  develoj)  into  a total  en- 
vironmental agency,  btit  lacks  the  backgrotind 
and  knowledge  of  public  health  to  exercise  tlie 
necessary  expertise  to  deal  with  health  protec  tion. 
With  the  conquest  of  polio,  malaria,  diphtheria, 
rickets,  scurvy  and  many  other  diseases,  a para- 
doxical conqilacency  has  developed.  The  de- 
mands that  oiKe  placed  jnevention  a high  priority 
are  no  longer  as  critical.  We  have  a tendeiu)  tej 
take  our  health  for  granted.  We  forget  that  our 
good  health  can  be  attributed  to  the  efforts  made 
at  preventing  disease  rather  than  treating  it. 

As  former  President  Jimmy  Carter  stated  in 
the  Surgeon  General’s  Report  on  Health  Promo- 
tion and  Disease  Prevention,  “Government,  busi- 
ness, labor,  schools  and  health  professions  must 
all  contribute  to  the  prevention  of  injury  and 
disease,  and  all  of  these  efforts  must  ultimately 
rely  on  the  individual  decisions  of  millions  of 
Americans  — decisions  to  protect  and  pronK)te 
their  own  good  health.”^ 
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Updatejn  Dermatology 

Urticarial  Vasculitis 

Jere  D.  Guin,  M.D.* 


M ost  clinicians  consider  management  of 
chronic  urticaria  (CU)  more  difficult  tium  the 
diagnosis,  but  there  can  lie  problems.  For  ex- 
ample, some  authors  leel  that  separation  of  urti- 
carial vasculitis  (HV)  from  CU  is  impossible  be- 
citise  (liese  conditions  (in  their  opinion)  overlap. 
However,  separation  in  one’s  mind  is  important 
because  both  the  associated  causes  and  the  man- 
agement of  the  patient  differ. ^ Circulating  im- 
mune complexes  induce  U\',  as  the  symptomatol- 
ogy suggests  (Table  1).  Underlying  causes  of  lA' 
iuchide  hepatitis  B,  Sl.E,  infectious  mononucleo- 
sis, serum  sickness  reactions,  rheumatic  fever,  and 
ana]ihylac  toid  jmrpura.-  Further,  UV  responds 
fatorably  to  treatment  with  indomethacin  and 
other  cyclo-oxygenase  inhibitons'*  while  such  medi- 
tations often  aggravate  oitlinary  CU,^’’  anil  anti- 
histamines benefit  CU,^  but  not  U\'. 

Fo  separate  these  two  conditions  one  must  use 
multiple  clinical  criteria  since  no  one  finding 
is  entirely  specific  or  reliably  present.-  Histologic 
separation  is  soniewliat  controversial®-''  probably 
because  the  characteristic  histologic  findings  are 
only  present  for  about  one  day,^"-’-  and  specimetis 
are  seldom  taken  this  early.  I'he  most  suggestive 
histologic  finding  in  I A'  is  a iibrinoid  deposit 
becaitse  other  inflammatoi  v changes  can  mimic 
those  also  seen  in  CiU. 

(dinical  symptoms  and  signs  that  suggest  lA' 
cati  be  found  in  'Fable  I.  Uiinalysis  may  show 

■ ( liairiiian.  DepartnuTU  ot  I)cTiiuilulog\ . 4301  ^Vest  .\[aikliain 
Sired,  I.ittle  Rock,  Arkansas  72201. 


microscopic  hematuria  and  proteinuria.  The 
erythocyte  sedimentation  rate  is  usually  elevated,® 
but  exceptions  occur,  and  this  test  is  not  very 
specific. 

Abnormally  low  comjilement  levels  probably 
occur  in  the  minority  of  cases  that  one  is  likely 
to  see.®  I'he  incidence  of  complement  alteration 
varies  greatly  among  the  various  series  of  U'U 
probably  because  the  differences  in  the  patient 
populations.  For  example,  case  histories  collected 
in  a rheumatology  clinic  would  be  more  likely 
to  contain  an  abnormally  low  level  of  a comple- 
ment component,  just  as  it  might  have  a higher 
incidence  of  positive  antinuclear  antibody  tests. 
A checklist  of  fiiulings  (Fable  I)  and  of  proper 

Table  I. 

SYMPTOMS  AND  SIGNS 
IN  URTICARIAL  VASCULITIS 

1 . Duration  over  24  hours 

2.  Buruing  or  pain  rather  than  itching 

3.  .Scaling  tluring  iin  olution 

4.  Deep  swelling 

5.  Erythema  multiforme-like  lesions 

(i.  Ray  naud's  symptoms 

7.  Purjmra 

8.  Lymphadenopathy 

9.  Fever 

10.  Abdominal  pain 

11.  Livedo  reticularis 

12.  Residual  discoloration 

13.  Arthritis 
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l.ihoralDi y cIcum  iniiKitions  ( Table  11)  helps  to 
separate  Cll'  Iroiii  UW  Once  the  diagnosis  of  l'\'' 
is  made,  tests  lor  a probable  cause  are  in  order 
inc  hiding  those  lor  \ iral  and  rheinnatologic  dis- 
eases. In  addition  to  the  conditions  pree  ionsh 
meiuioned,  chugs  not  inlrec|neiuly  cause  l'\"  with 
deep  swelling  and  arthritis.  Penicillin,  lor  ex- 
ample, is  well  known  as  a ctnise  ol  serum  sickness 
drug  retictions.  .Vllhongh  blockers  ot  cyclo- 
oxygenase tire  used  therapeutically  for  li\',  allergy 
to  aspirin  mnst  lie  ext  hided  as  the  cause  before 
that  agent  is  used.  Routine  searches  for  a cause 
of  CIU  can  be  frustrating,  but  they  are  extremely 
important  in  managitig  patients  with  U\'.  I use 
a printed  history  form  for  both  types  of  tirticaria 
that  contains  nnmerons  checklists  of  both  pos- 
sible causes  and  known  aggravating  factors  that 
the  patient  might  not  suspect.  A detailed  ap- 
proach to  treatment  has  recently  been  published 
elsewhere.^ 
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LABORATORY  TESTS 
IN  URTICARIAL  VASCULITIS 
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2.  Krytliocyie  seditnentation  rate 

.S.  Imnumoi  hioresccnce  examimttion 
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5.  rlietimafoid  factors 

(i.  Examination  for  viral  and  bacterial 
antibodies 

7.  Inmuine  complex  determinations 
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ANSWER  — Electrocardiogram  of  the  Month 

DISCUSSION:  The  patient's  trace  shows  him  to  have  an 
atrial  rate  of  88  per  minute  and  a ventricular  rate  of  62 
per  minute.  The  QRS  complexes  are  narrow  and  regular. 
Evidence  of  acute  inferior  myocardial  infarction  is  present 
with  wide  and  deep  Q-waves  being  noted  in  II,  III,  and 
AVF  associated  with  ST  elevation  and  T-wave  inversion 
in  II,  III,  and  AVF  along  with  ST  depression  in  AVL  and 
V1-V4.  Lead  V4R  shows  about  2 mm  of  ST  elevation.  Cohn 
in  1974  reported  on  the  clinical  and  hemodynamic  features 
of  right  ventricular  infarction,  which  include  associated  in- 
ferior wall  infarction,  neck  vein  distension,  high  atrial 
pressures  with  little  pressure  or  contour  change  through  the 
FA  position,  and  heart  block.  Klein  reported  in  1983  that 
ST  elevation  in  V4R  is  a useful  early  indicator  of  right 
ventricular  infarction  with  sensitivity  82.7%,  specificity 
76.9%,  and  positive  predictive  valve  70%  in  a series  of  58 
patients  with  strong  evidence  of  RV  infarction.  In  summary 
then,  the  patient  has  interior  left  ventricular  infarction  with 
AV  dissociation,  junctional  rhythm,  and  clinical  and  hemo- 
dynamic evidence  of  right  ventricular  infarction.  The  fea- 
ture editor  wishes  to  thank  Dr.  Sharilynn  Stanley  of  the 
UAMS  Department  of  Medicine  for  her  assistance  with  this 
month's  feature.  References:  Cohn:  AJC  33:209-214,  1974 
and  Klein:  Circulation  67/Number  3:558-565,  March  1983. 
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HYPERCALCEMIA 

Alfred  Kahn,  Jr.,  M.D. 


j^/fundy  and  Martin  have  publislied  an  ex- 
cellent article  entitled  “The  Hypercalcemia  o£ 
Malignancy:  Pathogenesis  and  Management” 
{Metabolism,  Vol.  XXXI,  page  1247,  December, 
1982).  The  authors  feel  that  the  medical  public 
does  not  have  a good  perception  of  the  relative 
number  of  hypercalcemias  to  malignancy.  As  a 
consequence,  they  have  published  a table  which 
shows  that  of  207  cases  of  hypercalcemia  54%  of 
the  total  were  due  to  primary  hyperparathyroid- 
ism; 35%  were  due  to  malignancy;  6%  were  due 
to  unknown  causes;  the  other  6%  were  due  to  a 
great  variety  of  causes.  Their  information  indi- 
cates that  the  percentage  of  hypercalcemia  to 
malignancy  is  150  new  patients  per  million  per 
year.  Different  malignancies  have  a varying  inci- 
dence of  hypercalcemia.  In  others,  there  is  a de- 
crease in  frequency  of  hypercalcemia.  They  are 
as  follows:  1)  lung,  2)  breast,  3)  hematologic, 

4)  head  and  neck,  5)  renal,  0)  prostate,  7)  miscel- 
laneous, and  8)  unknown  causes. 

Of  course,  other  causes  of  hypercalcemia  than 
primary  hyperparathyroidism  and  malignancy 
are  included  in  a table  by  Miindy  and  Martin; 
they  are  as  follows:  1)  increased  bone  resorption 
due  to  jjrimary  hyperparathyroidism,  2)  malig- 
nancy, 3)  thyrotoxicosis,  4)  immoljilization,  and 

5)  Vitamin  A intoxication.  There  is  also  increased 
gut  ab.sorption  due  to  1)  Vitamin  D intoxication, 
2)  milk-alkali  syndrome,  3)  sarcoidosis  and  re- 
lated diseases,  and  4)  idiopathic  hypercalcemia. 
Lastly,  there  is  a group  of  familial  hypocalciurics 
including  1)  thiazide  diuretics,  2)  Addison's  dis- 
ease, and  3)  acute  renal  failure. 

Mundy  and  Martin  state  the  usual  cause  of 
hypercalcemia  in  cases  of  malignancy  is  the  re- 
sult of  increased  bony  resorption.  This  is  said 
to  be  true  whether  there  is  visible  lytic  lesions 


or  not.  The  authors  do  not  feel  that  increased 
gut  absorption  or  other  causes  are  very  likely  to 
produce  hypercalcemia  of  malignancy  — for  vari- 
ous reasons;  they  do  feel  that  renal  activity  may 
play  an  important  role  as  an  additive  or  modify- 
ing factor  in  this  disorder. 

The  authors  state  that  resorption  of  bone  which 
occurs  in  malignancy  is  probably  potentiated  by 
a number  of  different  physiological  mechanisms 
which  influence  bony  formation  and  resorption. 
These  factors  tend  to  focus  on  the  free  bone  cell, 
osteocyte  and  osteoblast  which  helps  bone  forma- 
tion. Continuing  this  physiologic  review,  they 
report  that  parathyroid  hormone  causes  resorp- 
tion of  bone;  it  does  this  by  stimulating  osteo- 
clasts and  there  is  information  that  parathyroid 
hormone  directly  affects  Ijone.  Another  hormone 
which  plays  a role  in  bone  metabolism  is  calci- 
tonin which  tends  to  inhil)it  l>one  resorption. 

All  considered,  the  authors  feel  that  the  blood 
calcium  level  very  likely  is  the  result  of  the  rate 
of  calcium  aI)sorped  in  the  bowel  on  the  one  hand 
and  the  resulting  loss  of  calcium  on  the  other 
hand;  it  does  not  really  seem  to  relate  to  bony 
metastasis.  Calcium  altsorption,  they  state,  is 
likely  to  be  related  to  Vitamin  D in  its  end  re- 
sidts.  Calcium  loss  relates  to  parathyroid  hor- 
mone. The  above  explanation  is  correct  in  adults 
but  may  not  be  necessarily  a complete  answer  in 
(hildren.  Where  malignancy  exists  in  an  adult„ 
resorption  of  bone  may  a f^ig  role  in  that 

so  much  calcium  is  lost  in  the  bone  that  it  upsets; 
the  body  in  maintaining  proper  calcium  balance. 
The  authors  go  on  to  state  that  parathyroid  hor- 
mone seems  to  cause  an  increase  in  the  number 
of  osteoclasts  that  derive  from  mononuclear  cells 
and  in  a later  scenario  parathyroid  hormone  seems 
to  increase  the  fusion  between  mononuclear  cells 
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willi  osteoclasis.  Also,  lliey  state  that  ptiralhyroiil 
honnone  may  ;u  t by  st  iimihit  ing  adenylate  c yc  hisc 
and  eyclie  AMP. 

It  is  also  sttid  ilutt  prosttiglaiulins  e;in  cause 
bone  resorption  — and  this  mechanism  is  very  im- 
portant at  times.  Prosttiglandins  are  believed  to 
increase  the  rate  ol  function  ;nul  the  ttbsoltiie 
number  of  osteochists. 

.Vnother  important  hormone  involved  in  bone 
resorption  is  1,25-dihydroxy-vitamin  D.  Mundy 
and  Martin  sttile  it  is  the  most  ]to\verful  of  the 
bc:)ne  resor[)tion  hormones.  This  substance  also 
increases  the  number  and  tictivity  of  osteoclasts: 
\'itamin  I)  also  causes  calcium  to  be  absorbed 
from  the  intestine.  It  is  also  a so-called  c«teoclast 
iiclivating  factor.  It  is  reported  to  be  a lymplio- 
kine  released  by  certain  lymphocytes.  This  sub- 
stance also  increases  the  number  and  activity  of 
osteoclasts. 

Mtindy  and  Martin  have  an  excellent  chapter, 
Mechanisms  of  Increased  Bone  Resorption  in 
Malignancy.  In  one  case,  there  is  bone  resorption 
without  evidence  of  any  mettistatic  disease  visible: 
at  times  some  of  these  cases  w'ere  affected  by  ex- 
cessive parathyroid  like  hormone  but  it  is  said 
that  a majority  do  not  produce  their  affect  from 
parathyroid  hormones,  d'o  establish  a Immoral 
factor  as  a cause  of  hypercalcemia  of  malignancy 
is  difficult  — and,  as  noted  above,  it  is  a rather 
unconventional  tyjte  of  resorption  — for  clinical 
accejitance  the  parathyroid  hormone  has  to  Ije 
present  in  excessive  amounts  and  then  the  level 
has  to  fall  after  therapy,  as  well  as  other  criteria. 
In  the  majority  of  patients  other  factors  are  at 
work,  including  E-series  prostaglandins.  In  still 
another  set  of  circumstances,  probably  in  the  m;i- 
jority  of  cases,  the  mediator  of  hypercalcemia  is 
totally  unknown.  For  example,  EOF  may  be  re- 
sponsible for  some  of  the  bone  resorption.  Im- 
mune mechanisms  may  be  responsible  for  some 
of  the  bone  resorption.  This  is  purely  speculative. 

Of  course,  where  there  is  malignant  obvious 
bony  metastases,  from  a clinical  iioint  of  view,  it 
is  easy  to  view  the  relationship.  It  is  said  that 
70<^,  of  the  cases  of  hypercalcemia  are  proved 
to  have  bony  metastases.  Probably  these  bony 
metastases  cause  stimulation  of  osteoclasts  pos- 
sil)ly  through  prostaglandin  or  some  other  sub- 
stance. Later,  these  areas  of  bony  destrtiction 
may  be  cltie  to  growth  of  tumor  cells.  These 
ideas  are  purely  speculative,  according  to  the 


tiuthors.  In  tiny  event,  Mundy  tind  Martin  state 
ilnit  “an  important  point  to  consider  in  the 
pathogenesis  of  hyjierc  alcemia  in  patients  with 
metastatic  bone  disease  is  the  actual  cellular 
mechanisms  involved  in  the  metastatic  proce,ss. 
Patients  do  not  develop  hypercalcemia  until  the 
ttimor  cells  met;istasi/e  to  bone,  and  bone  is  not 
destroyed  unless  the  tumor  cells  ;ne  acttially  at 
the  metastatic  site."  Fhere  is  some  reason  to  think 
that  tumor  cells  tire  attracted  to  bone  which  is 
remodeling  in  some  chemotactic  fashion. 

1 he  variety  cjf  hypercalcemia  and  the  presence 
of  malignancy  is  that  due  to  hematologic  neo- 
plasm such  as  multiple  myelcama.  In  this  situa- 
tion there  may  be  increased  osteoclast  activity  in 
some  cases,  and  is  simply  marked  infiltration  of 
tumor  cells  such  as  myeloma  cells.  It  is  suggested 
by  Mundy  and  Martin  that  some  of  the  malignant 
blood  disorders  are  associated  with  the  secretion 
ol  an  osteoclastic  activity  fac  tor.  I'his  is  unproved 
ljut  there  is  circumstantial  evidence  to  suspect 
that  it  is  correct. 

dhe  authors  state  that  osteoclast  activatin'’ 
factor  known  as  OAF  is  present  in  the  supernated 
Iluid  from  media  obtained  from  leukocytes  which 
are  appropriately  stimtilated.  0.\F  seems  to  come 
Irom  ac  tivated  lymphocytes.  They  ftirther  stated 
that  the  activated  lymphocytes  seem  to  recjtiire 
monocytes  before  they  are  activated  — and  per- 
haps, the  intermediary  betw’cen  the  monocytes 
and  lymphocytes  is  prostoglandin-E.  The  affect 
of  0.\F  on  bony  tissue  is  very  similar  to  ])ar;i- 
thyroicl  hormone:  both  calcium  is  released  from 
bone  and  the  protein  latticework  of  bone  is  de- 
graded by  OAF'.  Mundy  and  Martin  also  state 
tliat  ctilcitonin  and  phosphate  inhibit  OAF  as 
does  glucocorticoids.  The  authors  feel  that  0.\F 
tends  to  act  loctdly  rather  than  systemically  and 
where  OAF  acts  there  is  an  increase  in  absolute 
number  of  osteochists  and  in  the  Itiologic  actic  ity 
of  the  osteochists.  OAF  lias  been  studied  chem- 
ically and  is  reported  to  be  a macromolecular 
jirotein:  it  apjiears  tiuu  it  is  not  a [itire  substance 
but  may  be  a mixture  of  two  or  more  substanc  es. 

Ihe  authors  state  that  clinical  features  of 
hy])erc;dcemi;i  affect  almost  all  of  the  organs  of 
the  body  in  a non-specific  manner.  They  produce 
weakness,  gastro  intestinal  symptoms  as  nausea, 
fatigtie,  confusion,  etc. 

In  the  neuro-niuscular  system  drowsiness  ;mcl 
lethargy  are  very  commonplace  of  excessive  cal- 
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ciuni.  I he  renal  system  manilests  polyuria  and 
polydipsia.  Itching  and  hyjiei  tension  are  also 
seen  as  non-specific  symptoms. 

Of  course,  if  one  is  faced  with  a differential 
diagnosis  of  hypercalcemia  one  should  bet  on 
statistics  and  this  would  mean  that  merre  than 
likely  the  jiatient  has  hyperjiarathyroidism  or 
malignancy.  Tlie  diagnostic  studies  include: 
1)  serum  calcium,  2)  serum  phosphate,  11)  serum 
alkalitie  phosphatase,  1)  jtarathyroid  hormone 
assay,  ,5)  serum  25-hydi  oxyvitamin  1),  5)  tubular 
realrsoi  ption  of  phosphate,  6)  urinary  cyclic  ,\MP, 
7)  skeletal  X-ray,  8)  bone  scanning,  and  9)  corti- 
costeroid suppression  tests. 

Ehe  course  of  the  hypercalcemia  depends  on 
the  cause.  Treatment  is  variable.  The  authors 
indicate  tliat  if  the  sertun  calciitm  is  10.5-12  tng.% 


the  jiatient  might  be  observed  carefidly  and  ex- 
amined at  frecpient  inteiAals.  If  the  serum  cal- 
cium is  12-13  mg.%  the  patient  needs  specific 
treatment.  If  the  serum  calcium  is  o\er  13  nig.% 
the  patient  should  be  treated  aggressively. 

rite  emergency  treatment  of  hypercalcemia  in- 
cludes pushing  fluids,  using  loojt  diuretics  such 
as  furosemicle,  using  intravenous  phosphate,  using 
calcitoniti  and  glucocorticoids,  and,  if  necessary, 
use  dialysis.  In  the  chronic  treatment  of  hyper- 
calcemia it  is  recommended  that  the  patient  use 
oral  ])hosphates,  mithramycin,  glucocorticoids, 
inclomethacin  and  aspirin,  and  cUphosphonates. 

All  in  all,  this  is  a fascinating  review  and  is 
recommended  to  all  practicing  physicians  since 
most  physicians  will  more  than  likely  have  a 
jtuzzling  case  of  hypercalcemia. 


Otket  Ifea/'j”* 


(Subiiiilted  by  Milton  John,  Jr.,  M.l).,  North  Iliierkle 
liond,  Stuttgart,  Arkansas  72160.) 

d his  Is  Your  Invitation  and  Program 
You  Are  Welcome 

living  Your  ]Vife(ittd  be  Doubly  Welcome 
You  are  Invited  and  Urged  to  be  one  ol  6,000 
Attending 

American  Medicine's 
“FE,STIVAI,  OE  EAI  I IE’ 

S|j()Tisoicd  by  the  First  Councillor  District  of  the  .Aikansas 
Atecliral  Society  tvith  the  assistance  of  the  other  Nine  Dis- 
tricts honoring  equally  the  Physicians  of  .Anierica,  their 
I’atients  and  their  Friends,  evith  the  active  snpjjort  of 
Kindred  Medical,  Dental  and  Pharinaceutical  Gron|)s  with 
the  Co  operation  of  many  Patriotic,  Civic,  Fraternal  and 
Religions  Organizations  of  Poinsett  County  and  the  State 
of  .Arkansas. 

-PLUS  - 

Celebration  of  Gift  of  IbS.  Arm\  and  Navy  Hospital  to 
State  c)f  .Vrkansas  ^\'hich  Has  Been  Gonverted  Into  'J  he 
Hot  Springs  Rehabilitation  Center 
-PH  S - 

A Medical  Fdncational  Symposinm  of  Students,  Teachers 
and  Hospital  Staff 

In  a Right-to-ihe-.Minute  Program  (Stop  ^Vatch  Precision) 
Designed  to  Inspire  Mutual  Co-operation  Between  Patient 
and  Physician  and  a Renewed  Dedication  to  Our  .American 
Way  of  Life. 

.AT 

Tyronza,  Arkansas 

28  Miles  Northwest  of  .Memphis,  Tenn., 

U.S.  Highway  No.  63 
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Thcr.si)ay,  Octobkr  I,  1962 

Please  Be  On  Time  For  Opening  Exercises 
".4  Day’s  Journey  Into  The  Realm  Of  The  Inspirational” 
Please  Bring  A’our  Program 

FOREWORD 

For  two  years  the  Program  Committee  has  concentrated 
on  [ue.senting  a program  .so  outstanding,  so  all-inclusive, 
.so  inspirational,  so  fantastic,  so  sincere  that  the  average 
thinking  citizen  tvhether  he  or  she  be  a .Statesman,  a Phv- 
sician,  a Dentist,  a Pharmacist,  a Minister,  an  Executive, 
an  Educator,  a Student,  a Layman,  a N'ltrse  or  a Ffouse- 
evife  trill  be  deeply  impressed  and  stimulated  by  their 
efforts.  AVe  a.ssitre  you  that  the  grottj)  of  participatits  of 
today  represetit  the  most  otitstanding  leaders  in  .America 
tvho  are  available  on  October  1,  1!)62.  AVe  believe  the  fol- 
lowing "Pitts  Program  of  N'otbing  But  Superlatives”  in 
trliich  main  of  the  great  men  of  .America  are  participating 
in  a Eaith  Program,  that  also  hopes  to  inspire  the  young 
men  of  medicine  as  well  as  everyday  layman  to  dedicate 
their  lives  to  service,  trill  be  of  tremendous  betiefit  to  all 
tvho  attend.  T he  more  inspirational  part  of  this  program 
trill  be  recorded  on  tape  and  ttill  be  offered  for  broadcast 
by  the  A'oicc  of  .America  to  the  nations  of  the  world  in 
its  struggle  against  Communism.  Will  yott  consider  this 
foreword  as  an  invitation  to  participate  in  the  activities 
of  the  day?  A'our  jtresence  trill  not  only  encourage  the 
speakers  but  trill  help  make  a lasting  impression  upon  our 
future  physicians  in  trhosc  hands  the  health  of  .America 
trill  so  shortly  be  entrusted.  It  trill  further  cement  a co- 
operation between  the  lay  population  of  our  nation  and 
the  medical  |)rofcssion  that  trill  help  itisure  a more  healthy, 
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;i  Mum-  iiiltlligfiU,  and  a moic  paliiotic  and  inspiivd 
nation,  that  will  assmr  (onlinncd  Uadi'r.sliip  lln()ni;h  onr 
Anu'iican  ^va^  of  life,  ^■onl  |nvsinrr  and  1k1|)  foi  thi.s 
jti'oji't  t means  yon  \vant  to  <;o  fnrtlicr  than  mere  lij)  serr  ice 
for  the  ideals  and  purposes  of  the  occasion. 

To  conserce  time  and  spiice.  the  tiames  of  the  scoies  of 


l.idies  and  f^entlemen  coopeiatin”  with  this  program  are 
omitted. 

M\  I Rll.XnS'  I Ills  IS  II' 

1.11.  M.  DAXIFI,.  M l). 

( hail  man:  I’rogiam  Committee 
1 \ 1 on/a.  .\rk. 


MEDICINE  IN  T 


THE  MONTH  IN  WASHINGTON 
DRG  Rules  Make  Debut 

Rules  to  j)ut  in  ])lacc  a new  paynieni  systeni 
considered  to  he  the  biggest  change  in  the  history 
of  Aledicare  were  puhlished  September  1 — just 
one  month  Ijetore  the  first  hosj)itals  entered  tlte 
new  system. 

And  on  Se|)temher  19,  AAI,\  Exe(uti\e  \dce 
President  James  H.  Sammons,  M.l).,  told  hun- 
dreds of  physicians  from  across  the  nation  that 
“the  diagnosis  related  groups,  or  DRGs,  mark  a 
historically  momentous  change  in  the  way  gov- 
ernment pays  its  share  of  medical  and  health  care 
cost."  Dr.  Sammons  was  sj^eaking  at  the  AMA 
conference  on  Peer  Review  Organizations  and 
the  Prospective  Payment  System,  heavily  attended 
by  state  medical  and  specialty  society  executives. 

Much  of  tlie  DRG  plan,  wliich  bases  Medicare 
payments  to  hospitals  on  predetermined  r;ites  for 
each  of  468  illness  or  injury  categories,  has  been 
known  to  hospitals  since  it  was  created  by  Cion- 
gress  as  jrart  of  the  Social  Security  Amendments 
enacted  last  fall. 

Only  since  the  jjublication  of  the  regidations 
in  the  September  1 I^'ccleral  Register,  however, 
have  hospitals  Ijeen  able  to  calcidate  exactly  how 
much  they  will  be  paid  for  each  of  the  diagnosis 
related  groups  (DRCfs)  and  compaie  it  to  their 
current  reimbursement  for  tlie  procedure. 

Medicare  officials  said  tliey  do  not  expect  the 
changes  to  have  any  immediate  imj.'act  on  bene- 
ficiaries and  stressed  their  belief  that  hospitals 
can  improve  efficiency  without  downgrtiding 
cjuality  of  care. 

Payments  to  j/hysicians  are  not  directly  affec  ted 
by  tlie  new  pricing  mechauism.  However,  hos- 


pitals are  expected  to  cliange  tlieir  l)eh;i\inr  in 
evays  that  will  ha\e  a suljstantial  impact  on  ph\ 
sicians  and  Gongress  has  tisked  for  a study  ol  tlie 
feasibility  of  including  some  physician  payments 
in  the  plan  in  later  ye;us. 

Last  year,  about  two-thiids  ol  the  .S50.9  billion 
Medicare  paid  for  cue  ol  its  26  million  elderh 
and  3 million  disabled  benel  ic  iaries  went  to  hos- 
])itals.  Preciously-enacted  changes  in  Medicare 
already  were  expected  to  keej)  payments  to  hos- 
pitals about  ,$1..5  Irillioii  below  what  they  would 
have  been  otherwise,  and  the  new  DRG  jilan,  just 
as  Gongress  ordered,  has  been  deliberately  set  to 
save  the  same  amount  as  would  have  occurred 
under  the  earlier  clninges. 

Federal  officials  said  they  can’t  estimate  how 
much  the  program  ultimately  may  save,  but  the\ 
think  it  coidcl  be  "billions’’  il  jiayments  are  “rate  h- 
etecl  clown”  hard  enough.  Without  fuithei 
changes,  howecer,  the  Medicare  hospital  trust 
fund  is  still  expected  to  be  banki  iipt  by  1990. 

.\bout  1,.500  of  the  nation's  7,000  hospitals 
came  uucler  the  DRf.s  on  October  1.  Anothei 
4,000  will  be  jjhased  in  as  they  start  their  new 
accounting  years.  1 he  remiiinder  are  exempt  loi 
the  time  being. 

Developed  at  't  ale  Ibiicersity.  the  DRCi  system 
is  based  on  4()8  illness  categoi  ies  that  take  account 
of  factors  such  as  ;ige  and  sex.  I'he  categories  are 
weighted  accorcliug  to  the  cost  iuvofved  in  treat- 
ing the  condition.  Foi  example,  payment  for  a 
coionary  by|)ass  with  a cardiac  catherization 
(DR(i  106)  would  be  10  times  the  ])ayment  lot  a 
cataract  operation  (DRG  39)  weighted  at  0.,510. 
Fhe  "^'ale  system  used  467  DR(i  categories  but 
DR(i  468  has  been  added  to  the  federal  plan  to 
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cover  situations  wlicii  two  unrelated  ])rocedures 
are  performed. 

The  actual  payment  to  the  hospital  is  derived 
by  multiplyino  the  weight  of  the  DRG  times  a 
base  payment  calculated  by  Medicare  officials. 
Hospitals  will  ite  paid  at  the  predetermined  rate 
no  matter  what  their  costs  were,  although  there 
are  some  adjtistments  for  unusually  high  cost  or 
lengthy  cases. 

If  the  hospital’s  costs  exceed  the  payment  rate, 
it  must  absorb  the  loss.  If  costs  are  below  the 
payment,  the  hospital  can  make  a profit. 

Initially,  the  actual  payment  to  the  hospital 
will  vary  by  region  and  by  hospital  since  the  base 
rate  is  calculated  from  a l)lend  of  the  hospital  s 
historical  costs,  an  adjusted  average  rated  for  all 
hospitals  in  the  region,  and  a national  rate.  Both 
an  urban  and  a rtnal  rate  have  been  calculated 
for  each  of  nine  regions  and  for  the  nation  as  a 
whole. 

Rase  rates  will  continue  to  lie  blended  — with 
regional,  and  hospital-specific  rates  making  up  a 
decreasing  proportion  of  the  l^lend  — for  three 
years.  In  the  fourth  year,  there  will  be  only  the 
two  national  rates. 

I’he  newly  just-])td)lished  regional  rates  vary 
from  about  $2,142  for  a rural  hospital  in  Louisi- 
ana or  Texas  to  abont  $3,021  for  an  urban  insti- 
tution in  Illinois  or  Ohio.  National  base  rates 
have  been  set  at  $2,837  for  urban  hosjntals  and 
.82,264  for  rural  facilities. 

Several  adjustments  have  been  made  in  the 
hospital-specific  rates,  incltiding  one  involving 
payments  to  certain  types  of  personnel  — such  as 
lab  technicians  and  nurse  anesthetists  — whose 
services  to  the  hospital  in  the  past  may  have  been 
billed  through  a physician  rather  than  through 
the  hospital. 

Known  as  “unbundling,”  this  practice,  which 
Medicare  officials  say  has  been  spreading,  will  no 
longer  be  permitted.  As  of  October  1,  any  hos- 
pital services  provided  by  non-physicians  will  be 
paid  only  through  the  hospital.  This  will  apply 
whether  or  not  the  hospital  involved  is  under  the 
DRG  program,  although  an  exception  will  he 
made  for  a limited  time  for  nurse  anesthetists 
and  lor  certain  facilities  such  as  the  Mayo  Clinic 
where  unbundling  has  been  a long-standing 
practice. 

The  new  jjayment  system  does  not  ap|dy  to 
otitpatient  services,  capital  ex])enditures  or  med- 
ical education,  all  of  which  for  the  time  being 


will  still  be  reimbursed  on  a cost-related  basis. 
.\cquisition  of  kidneys  for  transplantation  will  be 
reimbursed  at  cost,  but  only  at  certain  regional 
transplant  centers. 

About  20%  of  all  hospitals  will  be  excluded 
from  the  DRG  plan  either  because  they  are  cov- 
ered through  one  of  four  state  cost  control  pro- 
grams (New  Jersey,  New  York,  Maryland,  or 
Massachusetts)  which  have  received  Medicare 
wairers  or  because  they  are  a type  of  facility  ex- 
empted from  tlie  law.  The  latter  include  psychi- 
atric and  rehaijilitation  facilities  and  sole  com- 
munity hospitals  in  remote  areas. 

The  system  also  provides  for  some  patients 
■^vhere  the  cost  or  length  of  hospital  stay  greatly 
exceed  what  would  be  expected  for  the  average 
case  in  the  DRG. 

Called  “outlier.s,”  these  are  defined  as  cases 
where  the  length  of  stay  exceeds  the  mean  by  the 
lesser  of  20  days  or  1.94  standard  deviations,  or 
where  the  costs  exceed  the  DRG  payment  by  1.5 
times  the  DRG  payment  or  $12,000,  whichever 
is  greater.  Hospitals  will  recover  about  60%  of 
their  costs  in  excess  of  the  DRG  payment  for  these 
cases.  Nationally,  the  total  proportion  of  outlier 
payments  will  be  limited  to  6%  of  total  DRG  pay- 
ments for  all  hospitals. 

# # # * 

PROs  "Scope  of  Work"  Published 

Federal  officials  say  Medicare’s  new  prospective 
pricing  jrlan  will  save  money  without  reducing 
the  (piality  of  care  hos])itals  give  elderly  and  dis- 
abled patients. 

To  accomplish  that,  the  government  will  be 
relying  heavily  on  new  Professional  Review  Or- 
ganizations (PROs)  to  keep  tabs  on  hospitals  that 
cheat.  In  the  interim,  the  task  is  likely  to  fall  to 
tlieir  predecessors  — Professional  Standards  Re- 
view Organizations  (PSROs). 

A funding  problem  that  threatened  the  im- 
mediate demise  of  Professional  Standards  Review 
Organizations  (PSROs)  and  jeopardized  the  fledg- 
ling Professional  Review  Organization  (PRO) 
program  that  is  to  replace  PSROs  appeared  to  be 
easing  in  late  September. 

As  Month  in  'W^ishington  went  to  press,  the 
Senate  Appropriations  Committee  had  just  ap- 
proved $17  million  for  PSROs  in  1984.  In  addi- 
tion, Congress  was  working  on  a stop-gap  measure 
to  fund  through  November  15  those  government 
agencies,  including  the  Department  of  Health 
and  Human  Services  for  which  no  final  fiscal  1984 
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;i|)proj)i  ialion  bill  has  been  atloplecl.  That  iiieas- 
iire,  which  was  expected  to  be  ap|)i'oved  by  Ixith 
lionses,  would  cotuinue  funding  PSROs  dining 
the  la-day  period  at  the  current  level  of  $9  million 
a year. 

rite  la\c  which  created  the  new  diagnosis  re- 
lated groups  (l)RG)  payment  system  specified 
that  after  October  1,  1981,  no  hospital  could  re- 
ceive Medicare  jxiyments  unless  a PRO  was  re- 
viewing the  care  it  provided  Medicare  j^atients. 
Prior  to  that  time,  the  hospital  must  have  a con- 
tract with  a PRO  only  if  a PRO  exists  in  the  area. 

However,  a threat  to  PSROs  and  PROs  de- 
velcsped  when  the  House  Appropriations  Health 
subcommittee,  at  the  behest  of  Office  of  Man- 
agement and  Budget  Director  David  Stockman, 
approved  a 1984  funding  bill  that  specifically 
prohibited  funding  or  contracting  with  eithei' 
PSROs  or  PROs.  The  language  was  approved  by 
the  full  appropriations  committee  and  then  by 
the  House.  A similar  funding  measure  approved 
by  a Senate  subcommittee  was  silent  on  the  issue 
but  provided  no  funds  for  PSROs. 

Had  either  the  Senate  subcommittee  measure 
or  the  House  appropriations  bill  gained  final  ap- 
proval by  both  bodies  of  Congress,  the  funds  for 
PSROs  would  have  been  terminated  as  of  Sep- 
tember 30.  Had  the  House  language  prevailed, 
the  PRO  program  apparently  would  fiave  been 
gutted. 

With  the  funding  crisis  at  least  temporarily  re- 
solved organizations  have  turned  to  regulations 
published  in  mid-August  to  decide  whether  they 
are  eligible  to  bid  for  the  50  PRO  contracts  to 
be  awarded  beginning  next  spring.  Details  were 
provided  in  draft  “scope  of  work’’  principles  and 
evaluation  criteria  made  available  through  an  an- 
nouncement in  the  August  29  Federal  Register. 

The  documents  reveal  the  extent  to  which 
PROs  will  be  involved  in  monitoring  hospital 
payments  under  the  new'  DRG  system.  They  de- 
tail a “cost-benefit”  analysis  that  will  be  the  key 
to  renewal  of  PROs  contracts  and,  some  say,  to 
the  fate  of  physician  involvement  in  the  medical 
review'  process. 

4'hey  also  lay  out  a point  system  on  which  PRO 
contract  bids  will  be  evaluated.  4'he  point  system 
signals  the  types  of  organizations  that  w'ill  have 
the  advantage  in  PRO  bidding  and  the  proposed 
activities  that  w'ill  carry  the  most  weight.  Based 
on  a 1000  point  total,  it  emphasizes  objectives 
aimed  at  controlling  hospital  admissions  (185 


points)  and  cjualily  of  care  (also  185  points),  data 
collection  and  analysis  (100  points),  experience 
(150  points),  and  the  cjuality  of  the  personnel  who 
will  be  managing  the  PRO  and  reviewing  care 
(200  points).  Physician-sponsored  organizations 
will  be  awarded  an  extra  100  j^oints,  making  it 
possible  for  them  to  accrue  1,100  points. 

.Several  aspects  of  the  point  system  are  expected 
to  draw  controversy.  Some  observers  say  the  100 
point  bonus  for  physician  organizations  may  not 
be  large  enough  to  give  much  advantage  to  the 
many  state  and  local  medical  societies  expected 
to  bid  for  PRO  contracts,  but  when  added  to  the 
150  points  awarded  for  experience,  this  would 
give  a significant  advantage  to  the  existing 
PSROs.  Others  say  that  despite  the  equal  weight- 
ing given  to  quality  and  admission  objectives  in 
the  point  system,  the  “scope  of  w'ork”  jirinciples 
tend  to  emphasize  cost  over  quality.  They  note 
that  prospective  PROs  are  required  to  include 
only  one  quality  objective  compared  to  at  least 
six  that  are  focused  on  admissions  and  costs. 

In  addition,  an  “admissions  factor”  included 
in  the  “cost-benefit”  analysis,  in  effect,  grades  the 
PRO  on  how  well  it  is  able  to  hold  down  or  re- 
duce hospital  admissions  — a feat  some  doubters 
think  may  not  be  feasible  in  view  of  the  strong 
incentives  the  DRG  payments  give  hosfiitals  to 
increase  admissions. 

Health  Gate  Financing  Administration  staff 
who  developed  the  documents  say  their  intent  is 
not  to  give  more  weight  to  cost  control  than 
qtiality  but  that  it  is  easier  to  measure  costs  than 
quality.  4 hey  are  seeking  comments  on  ways  to 
strengthen  the  quality  objectives  in  the  final 
“scojie  of  work”  principles. 

The  “scope  of  work”  draft  rcqiures  the  PROs 
to;  check  (or  validate)  the  data  the  hospitals  gi\e 
the  Medicare  intermediaries  who  assign  the 
proper  DRG;  review-  atypical  (or  “outlier”)  cases 
that  exceed  the  normal  costs  and  lengths  of  stay 
for  a j)articular  diagnosis,  and  monitor  hospital 
admission  jjatterns. 

Other  key  portions  of  the  draft  documents  deal 
with  data,  subcontractors,  and  the  criteria  for  de- 
terminiug  what  constitutes  the  norms  of  care 
against  which  reviewed  cases  will  be  measured. 
In  all  three  instances  the  PROs  have  been  left 
considerable  leeway,  although  subcontracting,  as 
the  law  mandates,  cannot  be  with  a hospital  in 
the  area. 

HGFA  staff  tentatively  plans  to  issue  requests 
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for  bid  ])ropo,sals  for  about  30  PRO  contracts  by 
ihe  end  of  Novemljcr  and  to  award  contracts  in 
these  PRO  areas  Ity  May  of  next  year.  Requests 
for  projtosals  for  the  remaining  areas  woukt  lx.' 
issued  in  late  February  or  early  March  and  con- 
tracts awarded  by  the  end  of  the  summer.  All 
PRO  would  be  up  and  running  by  October  1, 
1981. 

* # # * 

Extending  DRGs  to  M.D.'s? 

Despite  reports  to  the  contrary,  Medicare  offi- 
citils  say  they  haven't  reached  any  conclusions 
:ibout  extending  DRGs  to  physicians. 

That  was  the  message  program  officials  brought 
to  an  AMA-sponsored  meeting  in  Washington. 
Rut  they  also  tvarncd  that  if  physician  DRGs  are 
recommended,  jxiytnents  to  the  physician  might 
be  made  as  part  of  a lump  sum  to  the  hospital. 
On  the  other  hand,  the  payment  might  be  made 
lo  the  physician  who  would  then  pay  the  hospital, 
they  said. 

Despite  the  seemingly  flijxflop  attitude  at 
IIHS,  what  is  clear  is  that  the  Gongress  has  di- 
rected the  Department  to  study  and  advise  the 
Congress  as  to  the  “advisability  and  feasibility” 
of  extending  DRGs  to  physicians’  services  to  hos- 
pitalized patients.  Some  critics  charge  that  the  De- 
])artment  has  already  made  up  its  mind  on  the 
issue  — that  the  only  (juestion  is  how,  not  whether, 
to  extend  DRGs  to  physicians. 

HCI'A  officials  ;it  the  AMA-sponsored  meeting 
took  issue  with  that  view,  saying  they  have  not 
prejudged  the  data  they  are  just  beginning  to 
collect.  The  question,  HCFA  y\dministrator 
Carolyne  Davis,  Ph.D.,  told  the  group,  “is  not  one 
of  feasibility  but  of  advisability.” 

A physician  DRG  “is  feasible,  given  a period 
of  time  for  us  to  collect  the  data,”  Davis  said. 
■“What  we  don’t  know  yet  is  whether  it's  advisable 
and  I know  of  no  way  to  make  that  determination 
except  to  step  back  and  examine  all  aspects  of 
jdiysician  reimbursement.” 

In  developing  a recommemlation  regarding 
physician  DRGs,  Davis  said  she  will  be  guided  in 
part  by  an  ad  hoc  group  of  physicians  whom  she 
personally  selected  and  which  include  several 
AMA  delegates  and  alternate  delegates. 

HHS  has  also  set  up  several  studies  to  help 
decide  whether  physicians  should  be  included  in 
DRGs.  One  by  lirandeis  University  Health 
Policy  Center  will  help  determine  whether  DRGs 
are  “sensible  given  the  w’ay  physicians  practice,” 


FICFA  ofticial  Alan  Dobson  reported. 

Another  by  a Northern  Virginia  consulting 
firm,  Mandex,  Inc.,  wall  look  at  data  from  New 
Jersey  and  South  Carolina  to  see  what  happens 
tvhen  Part  A and  Part  B data  are  merged  and  to 
determine  how^  many  of  the  physician  changes 
prior  to  and  follow'ing  hospitalization  should  be 
included  in  the  DRG.  A third  study  by  the  Urban 
Institute  is  aimed  at  the  development  of  a method 
of  determining  relative  values  of  procedures  in  a 
DRG-type  system.  A fourth  by  the  Center  for 
Health  Economics  Research  w’ill  use  North  Caro- 
lina and  New'  Jersey  data  to  focus  on  how  to 
j^ackage  ])hysician  services  in  a DRG. 

The  latter  will  be  addressing  one  of  the  critical 
questions  associated  w'ith  including  jthysicians  in 
DRGs  — wdio  do  you  pay?  As  HCFA’s  Dobson 
puts  it,  there  are  three  possibilities:  paying  hos- 
pitals a lump  sum  to  be  allocated  among  the  hos- 
pital and  physicians;  paying  the  physicians  a lump 
sum  to  be  shared  wdth  the  hospital;  or  paying 
“as  we  do  now,”  with  physicians  reimbursed 
under  Part  R and  hospitals  under  Part  B. 

One  thing  that  has  already  been  pretty  much 
decided,  according  to  Dobson,  is  that  there  w'ill 
be  a lump  sum  payment.  “We're  not  too  inclined 
to  pay  separately  for  each  physician,”  he  said. 

Sen.  David  Durenberger  (R-MN)  also  thinks 
there  shoidd  be  one  lump  sum  payment  — prefer- 
ably to  the  physician.  Durenberger,  w'ho  chairs 
the  Senate  Finance  health  subcommittee,  said 
that  if  “an  individual  physician  or  a physician 
organization  were  willing  to  accept  the  entire  pay- 
ment and  contract  wdth  the  hospital  for  institu- 
tional services,  then  to  me  that’s  a better  way  to 
go.”  “If  physicians  are  not  willing  to  accept  that 
responsibility,  of  course  w'e  as  payers  are  going  to 
choose  to  ])ay  the  hospital,”  he  added. 

* * # * 

Planning  Council  Future  Uncertain 

New'  members  of  the  National  Council  on 
Health  Planning  and  Development  attending 
their  first  meeting  in  .September  learned  that  their 
service  on  the  federal  ath  isory  board  may  be  short 
because  some  proposals  to  continue  health  plan- 
ning do  not  include  a role  for  the  Council.  (Phy- 
sicians compiomise  25%  of  the  16  voting  Council 
members.) 

The  Council’s  future  depends  on  wdiat  ap- 
proach Congress  takes  to  reauthorize  the  health 
planning  program,  which  has  operated  under  a 
continuing  (funding)  resolution  for  the  past  five 
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years. 

Two  hills  have  been  inlKuhieed  to  inodily  and 
continue  the  planning  process;  another  is  ex- 
pected to  he  oliered.  One  ol  tiie  proposals  would 
extend  the  life  of  the  Oouneil;  the  others  tvonld 
let  it  expire. 

# # # # 

New  ID  System  For  Tracking  AIDS 

Resjxnuling  tc;)  physician  pressure  to  preserve 
patient  coididentiality,  the  Oenters  for  Disease 
Control  has  devised  a new  identification  and  re- 
porting system  for  .\1I)S  cases. 

Physicians  in  A\'ashington,  D.C.,  New  York  and 
several  other  cities  recently  stopped  repotting 
names  and  personal  identifiers  to  the  CDC.  In- 
stead, city  health  officials  reported  only  initials, 
sex  and  date  of  hirth  of  patients.  Additionally, 
physicians  only  partially  completed  the  lonr-page 
case  reports. 

So  the  CDC  has  decided  it  no  longer  wdll  re- 
ejnire  names  of  patients. 

Instead,  each  case  report  tvill  he  identified 
using  a special  code.  The  detailed  case  repot  ts 
have  been  scaled  clown  to  otie  page,  rcc|uirittg  in- 
formation only  directly  relevant  to  the  AIDS 
diagnosis. 

I'he  new  SOUNDEX  code  oti  each  case  report 
will  identify  patients  by  the  first  letter  of  the 
jtatient's  last  name  and  three  numbers  (each  repre- 
senting a letter  in  the  name).  Some  letters  of  the 
alphabet  are  represetited  by  the  same  number; 
some  letters  are  not  represented  at  all.  Thus,  it  is 
impossible  to  reconstruct  a nanre  knowing  oidy 
the  SOUNDEX  code,  CDC  officials  say.  For  ex- 
ample, the  code  “H  152"  could  he  used  for  the 
name  Elolmes.  But  it  could  just  as  well  represent 
the  name  Mollings. 

I'he  revised  case  report  will  no  longer  recjuire 
that  physicians  describe  non-specific  symptoms  or 
signs  of  AIDS  such  as  fever,  weight  loss,  or  en- 
larged lymph  nodes.  Nor  will  physicians  he  asked 
to  pinpoint  the  sites  of  lesions  in  Kajrosi’s  sar- 
coma. Additionally,  cpiestions  used  to  identify  a 
speciiic  method  of  diagnostic  have  been  aban- 
doned. For  example,  the  CDC  used  to  accept  a 
diagnosis  of  pneumocystis  pneumonia  only  when 
confirmed  by  biopsy:  now,  although  the  physician 
is  instructed  that  biopsies  are  the  only  way  to 
accurately  identify  the  disease,  he  or  she  will  no 
longer  be  asked  to  identify  the  meihod  of  di- 
agnosis. 

Neither  system  reejuires  that  physicians  submit 


])alient  Social  Security  numbers,  speciiic  sexual 
practices,  number  of  sex  parttieis,  or  other  infor- 
mation, the  Cd)C  stresses. 

d'he  new  code  cottld  )eo|)arclize  long-term  fol- 
low-ttp,  CDC  officials  fear.  Old  and  tiew  patient 
itiformation  must  be  linked;  thus,  all  new  docu- 
ments or  lab  specimens  submitted  to  CDC  nnist 
be  accurately  identified  before  coding.  The  CiDC 
expec  ts  to  spend  more  time  on  the  telejihone  witli 
state  and  local  health  officials  who  rejiorted  the 
cases. 

Under  the  system,  the  records  of  .\IDS  patients 
ate  locked  in  CDC  offices,  (ionlidential  informa- 
tion is  also  legally  safeguarded  under  the  Free- 
dom of  Information  .\ct  and  Privacy  Act.  Xeitlier 
the  FBI  nor  CFV  have  access  to  this  inform.ition. 
However,  a CDC  notice  in  the  Federal  Register 
says  that  “records  may  be  disclosed  to  health  cle- 
]rartments  and  other  public  health  or  cooperative 
medical  authorities  in  connection  witli  jjiogram 
evaluations  and  related  collaborative  efforts  to 
deal  more  effectively  with  diseases." 

Confidentiality  is  an  issue  with  any  disease,  of 
course.  But  in  AIDS  research,  itivestig;itors  must 
incpiire  about  intimate  details  of  personal  life. 
In  many  states,  homosexuals  can't  serve  in  the 
.\rmetl  Forces,  teach  children  or  raise  their  off- 
spritig.  In  tiearly  half  the  country  homosexuality 
is  illegal. 

"In  investigating  this  disease,  we’ve  needed  to 
examine  and  understand  gay  life  styles.  ^Ye'se 
had  to  prolre.  Every  disease  raises  the  jiroblem  of 
confidentiality.  But  this  disease  rai.ses  it  much 
more,’’  said  Assistant  Secretary  of  Health  and 
Human  Services  Edward  N.  Brandt,  |r.,  M.D.,  at 
a recent  meeting  of  state  and  local  health  offic  ials 
in  ^\'ashington,  D.C. 

Members  of  the  g:ty  community  charge  tliat  the 
CDC  has  clistribnted  names  of  AIDS  p;itients  on 
three  separate  occasions. 

'File  CDC  defends  each  instance,  saying  that  it 
was  essential  to  AIDS  research.  Two  occasions 
involved  scietuific  studies:  tlie  New  York  Blood 
Center  study  showed  that,  despite  suspicions, 
AIDS  was  not  linked  to  the  hepatitis  B vaccine 
and  the  Eos  Angeles  Health  Departmetit  study 
first  identified  the  connection  lietween  sexual 
contact  and  AIDS.  I’he  third  occasioti  — in  which 
names  were  released  to  major  city  health  depai  t- 
ments  — was  necessary  to  identify  any  duplication 

of  AIDS  cases,  says  the  CDC. 

# # * * 
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VA  Writes  "No-Code"  Guidelines 

New  rules  distributed  to  the  nation’s  172  VA 
hospitals  no  longer  prohibit  physicians  from  writ- 
ing "no-code"  or  “do  not  resuscitate"  orders  on 
a terminal  patient's  medical  chart. 

This  change  brings  VA  hospitals  into  line  with 
many  of  the  country’s  private  and  public  hos- 
pitals, which  have  permitted  such  orders  during 
the  past  several  years.  Both  the  American  Hos- 
pital Association  and  the  President’s  Commission 
for  the  Study  of  Ethical  Problems  in  Medicine 
recommend  “no-code”  policies  for  hospital  staffs. 

However,  physicians  may  not  “pull  the  plug" 
or  otherwise  hasten  a patient’s  death,  according 
to  the  guidelines.  All  other  therapies  — such  as 
basic  nursing  care,  analgesia,  hydration,  and 
oxygen  — must  be  continued,  they  say. 

The  rules  simply  formalize  procedures  already 
in  effect,  say  Veterans  Administration  insiders. 
The  VA’s  old  jtolicy  said  that  “no-code”  orders 
were  “inappropriate  and  do  not  contribute  to 
high-quality  patient  care.”  However,  some  VA 
physicians  reportedly  arranged  with  nurses  and 
resuscitation  teams  to  allow  certain  patients  to 
die,  or  intentionally  delayed  resuscitation. 

“Medical  science  has  made  us  realize  that  in 
some  instances  the  implementation  of  therapeutic 
decisions  may  not  cure  a patient’s  disease  or  dis- 
ability or  reverse  a patient’s  course.  In  such  cases, 
the  physician  is  seen  not  as  preventing  death,  but 
merely  deferring  the  moment  of  its  occurrence. 
The  VA’s  commitment  to  high  quality  care  should 
not  be  so  strong  as  to  overwhelm  a dying  patient’s 
decision,”  wrote  VA  chief  medical  director  Don- 
ald L.  Custis,  M.D.,  in  the  seven-page  guidelines 
to  hospitals. 

The  “no-code”  policy  applies  only  to  termi- 
nally-ill  patients  whose  condition  is  considered  to 
be  incurable  or  untreatable  and  whose  death  is 
considered  imminent  during  the  course  of  the 
current  hospitalization.  It  also  would  apply  in 
circumstances  where  resuscitation  would  be  of  no 
benefit  to  the  patient  and  wotdd  only  postpone 
death  for  several  hotirs  or  days. 

If  legally  competent,  the  patient  must  discuss 
his  decision  with  the  senior  physician.  If  not 
competent,  the  family  may  offer  its  consent. 
Should  the  family  disagree  with  the  “no-code” 
order,  no  such  order  will  be  written.  However,  if 
the  patient  wants  to  exclude  family  members  from 
the  decision,  he  may  appoint  a disinterested  third- 
party  to  act  in  his  behalf. 


II  the  physician  feels  that  he  cannot  in  good 
conscience  and  sound  medical  judgment  comply 
with  the  patient’s  or  family’s  decision  to  with- 
hold resuscitation,  he  should  transfer  the  patient 
to  another  physician  w'ho  can  comply,  the  guide- 
lines say. 

Medical  decisions  regarding  the  patient’s  di- 
agnosis should  be  reached  by  consensus  of  the 
medical  treatment  team.  In  larger  hospitals,  this 
means  that  the  attending  physician,  house  staff, 
and  consulting  physicians  such  as  oncologists  and 
cardiologists  will  be  involved.  In  small  hospitals, 
the  decision  should  be  reached  by  the  attending 

physician  and  the  hospital’s  chief  of  service. 

* * * # 

10,000  Comments  On  "Baby  Doe" 

State  and  county  medical  societies  joined  to- 
gether with  the  national  medical  community  in 
September  in  condemnation  of  the  federal  gov- 
ernment’s proposed  “Baby  Doe”  regulations 
tvhich  would  send  federal  investigators  into  nurs- 
eries in  cases  of  suspected  neglect. 

As  the  regulation’s  public  comment  period 
finally  came  to  a close,  the  American  Medical 
Association  (AMA),  American  Academy  of  Pedi- 
atrics (AAP),  the  American  Hospital  Association 
(AHA),  and  many  state  and  local  medical  groups 
sent  letters  to  the  Department  of  Health  and  Hu- 
man .Services  (HHS),  attacking  the  regulations. 

More  than  70  physicians  chose  to  respond  per- 
sonally to  the  HHS  rule,  writing  letters  urging 
Washington  to  stay  away  from  bedside  decision- 
making:. 

The  regulation  is  an  unprecedented  attempt  ta 
apply  federal  legislation  — under  the  1973  Re- 
habilitation Act  — to  cases  of  selective  non-treat- 
ment of  neonates.  In  the  government’s  first  at- 
lemjit  at  implementation,  the  rule  was  struck 
down  in  federal  court  under  challenge  by  the 
A.\P.  Members  of  the  medical  community  sug- 
gested that,  if  left  unchanged,  the  regulation  will 
again  be  brought  before  the  courts. 

Yet,  between  medical  groups  there  is  little 
agreement  about  the  major  alternative:  bioethical 
review  committees.  The  AMA  and  American 
College  of  Obstetricians  and  Gynecologists 
(ACOG)  believe  that  the  committees  should  be 
voluntary  and  limited  to  hospital  staff.  .AAP,  the 
National  Association  of  Children’s  Hospital  and 
Related  Institutions  (NACHRI),  and  the  Associa- 
tion of  .Ymerican  Medical  Colleges  say,  however, 
that  the  review  committees  should  he  mandatory 
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;iiul  sliould  iiuliulc  the  outside  eonuiiunil) . 

AMA  and  ACOCi  (Oiitend  that  review  conimit- 
lecs,  if  cstal)lished,  sitoidd  he  created  voluntarily 
hy  local  hospitals  — not  mandated  by  the  federal 
genernment  or  hospital  accrediting  bodies.  'Ihey 
should  be  internal  comnnttees  that  ])lay  an  edu- 
cational or  advisory  role,  gi^'ing  parents  and  phy- 
sicians the  chance  to  exchange  information  when 
making  critical  treatment  decisions,  these  groups 
say. 

In  contrast,  groups  such  as  the  A.\P  and 
N.VCdlRI  fasor  review  boards  that  are  manda- 
tory, hooked  up  to  a hospital’s  participation  in 
Medicare  and  Medicaid  ftmding.  Review  com- 
mittee mendiers  would  include  not  only  the  hos- 
pital staff,  but  members  of  the  clergy  and  outside 
community  as  well.  Although  the  committee’s 
role  would  also  be  advisory,  it  would  assume  some- 
what broader  duties,  such  as  recommending  a new 
hospital  policy  or  reviewing  infant  care  records. 

Other  medical  groups  have  chosen  not  to  en- 
dorse either  position,  instead  adopting  models 
that  lie  somewhere  between  either  extreme.  Still 
others  remain  on  the  periphery,  saying  they  agree 
“coiK eptually”  with  one  plan  or  the  other  but 
refusing  to  enilorse  specific  details  of  any  plan. 


Some  hope  that  ;i  vague  position  will  give  them 
more  time  to  discuss  the  issue  with  their  mem- 
bers, others  ex])ect  another  thance  to  comment  if 
the  government  pursues  this  j)lan  further. 

.Mready,  20%  of  the  nation's  hospitals  have 
formal  review  medianisms,  7%,  have  inloiiual  re- 
view methanisms,  ami  19%,  have  plans  to  estab- 
lish one  or  the  othei,  according  to  a recent  AHA 
survey.  Some  lurspitals  are  setting  up  ethics  com- 
mittees specifically  for  newhorn  intensive  care 
units. 

There  is  a risk  in  the  alternatives:  by  offering 
revietv  committees  as  an  option,  the  medical  com- 
munity may  find  itself  saddled  with  both  the  com- 
mittees and  the  more  invasive  “Baby  Doe’’  regu- 
lations. The  review  committees,  if  adopted  by 
the  government,  could  be  molded  into  forms 
scarcely  recognizable  by  their  original  projjonents. 
Furthermore,  the  adojjtion  of  the  review  commit- 
tee concept  — if  integrated  into  the  “Baby  Doe’’ 
regulation  — coidd  be  tougher  to  fight  on  legal 
grounds. 

HHS  must  now  sort  throtigh  more  than  10,000 
comments,  petitions  and  postcards  stacked  in  tall 
piles  in  one  'Washington  office. 


LETTERS 

TO  THE  EDITOR 

September  27,  1983 
Alfred  Kahn,  M.D. 

Editor,  Journal  of  the  Arkansas  Medic  al  Society 
1 300  W.  Oth  Street 
Little  R(rck,y\R  72201 
Dear  Dr.  Kahn: 

It  was  called  to  my  attention  by  a ]jractiting 
physician  in  the  state  ol  .Arkansas  that  the  article, 
“Penicillin  Resistant  .V.  gonorrhea  iu  South  Ar- 
kansas’’ by  Elliot  and  Idlis,  Volume  78,  June, 
1981,  stated:  “single  close  oral  ampicillin  is  ;iu 
acceptable  alternative  method  for  those  patients 
who  aie  reluctant  to  accept  intramuscular  iiiiec- 
tions  or  who  are  allergic  to  penicilli}! The  jirac- 


ticing  jdiysician  wrote  me  to  ask  if  this  was  prac- 
tical to  treat  a patient  who  is  truly  allergic  to 
])enicilliu  with  oral  ampicillin.  1 am  writing  to 
inform  you  that  I do  not  believe  that  this  state- 
ment in  the  Journal  is  correct  and  certainly  can 
provide  midtiple  lefereuces  to  show  that  patients 
who  have  a true  allergy  to  |)cnicillin,  either  of 
the  IgE  mediated  reaction,  cutaneous  allergic  re- 
action, an  IgCi  mediated  response,  that  these  pa- 
tients cannot  be  treated  with  another  jjeuicilliu 
group  antibiotic  of  which  ampicillin  certainly 
belongs. 

1 he  treatment  for  procen  or  suspect  penicil- 
linase pioducing  Xeisseria  gonorrhea  is  still  spec- 
tinomyc  in,  2 gm.  The  alternative  to  treatment  of 
proven  gonococcal  infectious  is  3.9  gm  amoxicil 
liu  or  3. ,7  gm  ampic  illiu  as  a single  oral  close.  Lhis, 
however,  is  in  patients  who  do  not  have  historical 
or  |)reviously  dociimeutcd  exidence  of  the  peni- 
cillin allergy. 

Best  regards, 

Richard  F.  Jacobs,  M.D. 

Assistant  Professor  of  Pediati  ics 
Division  of  Infectious  Disease  ' Immunologv 
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Category  1 

Continuing  Medicai  Education 
Programs  Available  in 
Arkansas 


FAMILY  PRACTICE  UPDATE 

Presented  by  Ben  N.  Saltzman,  M.D.,  Depari- 
ment  of  Family  and  Community  iNfedicine, 
IIACM,  December  3,  S:00  a.rn.  to  4-A5  p.m.,  Ed. 
II,  Room  Cf/l'flB,  University  of  Arkansas  for 
Medical  Sciences  Campus.  Seven  hours  Categoiy 
I credit.  Registration  fee  .fidO. 

ATLS  CONFERENCE 

Presented  by  Pat  Osam,  M.D.,  Arkansas  Com- 
mittee on  I’rauma  of  the  American  College  of 
Surgeons,  December  3-4,  S:00  a.m.  to  6:00  p.m., 
EtT~II  Building,  University  of  Arkansas  for  Medi- 
cal Sciences  Campus.  1(1  hours  Category  I credit. 
Registration  fee  $375. 

PARENTERAL  NUTRITION  SUPPORT 
OF  THE  HOSPITALIZED  PATIENT 

Presented  by  Krishnan  Sirrau,  M.D.,  Depart- 
ment of  Surgery,  University  of  Chicago  Medical 
Center,  December  13,  7 :00  p.m.,  In-Service  Ecluca- 


tion  Biulding,  Baxter  Cotmty  Regional  Hospital, 
Mountain  Home.  Two  hours  Category  I credit. 
No  registration  fee. 

PRE-MENSTRAL  SYNDROME 

Presented  by  Steve  Marks,  .M.l).,  January  16, 
6:00  p.m..  Dining  Room,  Memorial  Hospital, 
North  Little  Rock.  One  hour  Category  I credit. 

PRACTICAL  ASPECTS  OF  OFFICE 
CHEMOTHERAPY 

Presented  by  Frank  J.  Panettiere,  M.D.,  FACP, 
Medical  Oncologist,  Rogers,  Arkansas,  Jayniary 
17 , 7:00  p.m.,  Edticational  Building,  Baxter  Coun- 
ty Regional  Hospital,  Mountain  Home.  Two 
hours  Category  1 credit.  No  registration  fee. 

HYPERTENSION  UPDATE 

Sponsored  by  Baptist  Medical  Center  Depart- 
ment of  Medical  Education,  February  18,  8:00 
a.m.  to  12:00  Noo}i,  Sludfield  Atiditoritun,  BMC. 
Four  hotirs  Category  1 credit.  $10  fee. 


RECURRING  EDUCATION  PROGRAMS 

I’lilcss  otlieiwise  imlicatcil,  programs  arc  for  one  to  two  hours  Clategory  I Credit. 

EL  DORADO  — AHEC- SOUTH  ARKANSAS 

Surgical  Conference,  first,  second  and  tliird  Moinlay,  12:45  p.m.  to  1:30  p.m.,  .\HEC-.Sonth  ,\rkansas. 

Pathology  Conference,  second  Tuesday,  12:30  p.m.  to  1:30  p.m.,  ,\I1  EC. -South  .Arkansas. 

Colposcopy-Pal)  Smear  Clinic,  fourth  Tuesday,  12:00  noon  to  1:00  p.m.,  .\HEC -South  Arkansas. 

Internal  Medicine  Conference,  first,  second,  and  fourth  Wednesday,  12:45  p.m.  to  1:30  p.m.,  ,\HEC -.South  .\rkansas. 

Chest  Conference,  third  Wednesday,  12:30  p.m.  to  1:30  ]).m.,  tVarnei  Hrown  Hospital. 

Ohstetrics-Cynecology  Conference,  second  and  fourth  Thursday,  12:45  p.m.  to  1:30  p.m.,  .\HEC-, South  .Arkansas. 
Behavioral  Sciences  Conferences,  first  and  fourth  Friday,  12:45  |).m.  to  1:30  p.m.,  AHEC-Soutli  .Vrkansas. 

Pediatric  Conference,  second  and  third  Friday,  12:30  p.m.  to  1:30  |).m.,  (second  Friday,  Warner  Brown  Hospital,  third 
Friday,  Union  Medical  Center). 

FAYETTEVILLE  — AHEC -NORTHWEST 

Medicine  Teaching  Conference,  first,  third  and  fifth  4'hursdav,  7:30  a.m.  to  8:30  a.m..  Baker  Conference  Room,  Washington 
Regional  Medical  Center. 

FAYETTEVILLE  — VA  MEDICAL  CENTER 

Radiology  Conference,  first  1 hur.sday,  1:00  p.m.,  Conference  Room. 

Pathology  Conference,  second  7 hursday,  3:00  p.m..  Conference  Room. 

Peer  f.xclunige,  January:  “Gastrointestinal  Disorders";  Fehruarv:  “Fndocrinology”. 

FORT  SMITH  — AHEC 

Cancer  Conference,  each  Tuesday,  12:00  noon.  Fourth  Floor  Conference  Room,  Sparks  Regional  Medical  Center. 

JONESBORO  — AHEC-NORTHEAST 

Interesting  Case  Conference,  second  and  fourth  Fuc-sday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room. 

Methodist  Hospital  of  Jonesboro  CME  Staff  Conference,  second  Ttiesday,  7:30  p.m.,  Methodist  Hospital  of  Jonesboro 
Cafeteria. 

Monthly  Medical  Lecture  Series,  third  7’uesday,  7:30  p.m.,  rotates  each  month  between  A\'alnut  Ridge  and  Pocahontas. 
Monthly  Perinatal  Conference,  second  Wednesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room. 

Tumor  Conference,  fourth  4V’edne,sday,  12:00  noon.  St.  Bernard's  Dietary  Conference  Room. 
tVeekly  Medical  Lecture  Series,  each  Friilay,  12:00  noon,  Stroud  Hall,  St.  Bernard's  .Annex  Building. 

As  organizalions  accredited  for  continuing  medical  education  by  the  Liaison  Committee  on  Continuing  Medical  Education,  the  organizations 
named  certify  that  these  continuing  medical  education  activities  meet  the  criteria  for  the  credit  hours  specified  in  Category  1 of  the  Physician’s 
Recognition  Award  of  the  American  Medical  Association. 
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CJicsl  Coufciciu  c,  lliiiil  l'i  i(l;i\  , I2:W)  iiooii.  St.  Bci  iiard’s  Dicltu  y ('.oiilcrciicc  Room. 

Arkansas  MclhodisI  ll()sj>ilal  CMI'.  Conjerence,  last  Fridav,  a. in..  .\M1I,  Ptiiagoidd. 

LITTLE  ROCK — ARKANSAS  CHILDREN’S  HOSPITAL 

Pediatric  Padiolai^y  ' (iciicl irs  Conference,  cadi  Motidav,  12:00  noon.  Second  F loor  Classroom. 

Pediatric  Crand  Pounds,  each  Fnesdav.  8:00  a. in.,  Second  Floor  Classroom. 

Pesl)iratory  Care  Case  Confe)enee,caet\  \Vcdncsday,  1:00  p.ni.,  Polly 'l  liomas  Dining  Room. 

Infectious  Disease  Conference,  second  Wednesday,  12:00  noon,  Second  Floor  Classroom. 

Pediatric  Phannaeology  Conference,  third  ^Vedncsdav.  12:00  noon.  Second  Floor  Cdassroom. 

Problem  Case  Conference,  each  I hiirsday,  12:00  noon,  Second  Floor  Classroom. 

Primary  Care  Seminar  and  Case  Presentation,  each  Fridav.  12:00  noon.  Second  I^loor  Classroom. 

LITTLE  ROCK  — BAPTIST  MEDICAL  CENTER 

Pulmonary  Conference,  each  J iiesday,  12:00  noon  to  1:00  [i.m.,  Auditorium. 

Emergency  Medicine  Conference,  first  ^Vednesday,  12:30  p.m.  to  1:30  p.m..  Conference  Room 
Case  of  the  Month,  second  and  fourth  FVednesday,  12:00  noon  to  1:00  p.m..  Conference  Room 
General  Internal  Medicine  Conference,  third  Wednesday,  12:00  noon  to  1:00  [r.in..  Conference  Room  ^1. 

Renal  Conference,  fifth  or  last  ^Vednesday  each  month,  12:00  noon  to  1:00  p.m..  Conference  Room  #1.  (W’hen  there  are 
four  Wednesdays  in  the  month,  conference  will  he  on  fourth  W'edncsdav  and  there  will  only  be  one  Case  of  the  Month 
Conference.) 

Morbidity  and  Mortality  Conference,  first  'Fhnrsday,  8:00  a.m.  to  9:00  a.m..  Conference  Room 

Surgery  Conference,  second,  third,  fourth  and  fifth  Fhnrsday,  8:00  a.m.  to  9:00  a.m..  Conference  Room  #1. 

Anesthesiology  Conference,  third  Thursday,  7:00  a.m.  to  8:00  a.m..  Conference  Room 
Cardiology  Conference,  fourth  '1  hursday,  7:00  a.m.  to  8:00  a.m..  Conference  Room  .j^l. 

Cardiopulmonary  Resnseitation  Course,  fourth  'Fhur.sday,  7:00  p.m.  to  1:00  a.m.,  Shuffield  Auditorium.  Six  hours  Category 
I credit.  (Pre-registration  rvith  Department  of  Medical  Education  recpiired.  phone  227-2072.) 

LITTLE  ROCK  — ST.  VINCENT  INFIRMARY 

Interhospital  GI  Problems  Conference,  first  Monday,  0:00  p.m.  to  7:30  ]).m..  Room  F,-l.")5,  Education  FVing. 

Pediatric  Conference,  first  Tuesday,  12:30  p.m.  to  1:30  p.m.,  Room  E159,  Falucation  \Ving. 

Interhospital  Urology  Grand  Hounds,  first  Tuesday,  .5:30  p.m.  to  0:30  p.m..  Room  FA,59,  F'.ducation  FVing. 

Gynecology  Conference,  second  1 uesday,  5:30  p.m.  to  6:30  p.m..  St.  Vincent  Infirmary. 

Neuropathology  Conference,  third  Tuesday,  5:30  p.m.  to  6:30  ji.m..  Room  S-1169.  Laboratory. 

Peripheral  Uascular  Disease  Conference,  third  Tuesday.  6:00  p.m.  to  7:00  p.m..  Room  F’-159,  F.ducation  ^Ving. 

Pulmonary  Coj}ference,  first  and  third  Thursdav,  12:00  noon  to  1:00  p.m..  Room  F'159.  F'ducation  ^Ving. 
Hematology-Oncology  Conference,  second  Thursdav,  12:00  noon  to  1:00  p.m..  Room  S-1169,  Lalioratory. 

LITTLE  ROCK  — UNIVERSITY  OF  ARKANSAS  FOR  MEDICAL  SCIENCES 

Grand  Rounds  Series,  each  Thui'sday,  12:00  noon  to  1:00  jr.m..  Child  Study  Center  .\uditorium, 

TEXARKANA  — AHEC  - SOUTHWEST 

Tumor  Conference,  first  Wednesday,  7:00  a.m.,  St.  Michael  Hospital. 

Chest  Conference,  third  5Vedncsday,  12:30  p.m.,  St.  Michael  Hospital. 

Regional  Nephrology  Conference,  fourth  Wednesday,  7:00  a.m.,  St.  Michael  Hospital. 


THINGS 


TO 

COME 


April  2-4 

Practical  Cardiology  for  the  Family  Physician— 
1984.  The  American  College  of  Cardiology;  d'he 
Heart-Lung  Center,  .St.  laike’s  Hospital,  Phoenix, 
Arizona;  The  Florida  Academy  of  Family  Phy- 
sicians; and  Florida  Heart  Institute.  Sheraton 
World,  Orlando,  Florida. 

13 1/2  Category  1 credit  hours.  The  American 


College  of  Cardiology;  ISyi  Prescribed  hours  by 
the  American  Academy  of  Family  Physicians 
Fees:  $240  for  members  of  the  American  Academy 
of  Family  Physicians;  $295  for  non-members. 

For  further  information,  contact  Registration 
Secretary,  Extramural  Programs  Dejtartment, 
American  College  of  Cardiology,  9111  Old  George- 
town Road,  Bethesda,  Maryland  20814;  telephone 
301-897-5400,  extension  220. 

April  12-15 

lOSth  Annual  Session,  Arkansas  Medical  Socie- 
ty. “Management  of  Chronic  Disease.”  Excelsior 
Hotel  and  Stateliouse  Convention  Center,  Little 
Rock. 
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FAMILY  PHYSICIANS  CERTIFIED 

Arkansas  physicians  recently  recertified  as  dip- 
lomates  of  the  American  Board  of  Family  Practice 
are  Dr.  John  E.  Alexander  of  Magnolia,  Dr.  Albert 
E.  Baltz  of  Pocahontas,  Dr.  Robert  L.  Kerr  of 
Mountain  Home,  Dr.  Jim  C.  Citly  of  Searcy,  and 
Dr.  James  A.  Capps,  Jr.,  of  Eayetteville.  Dr.  Nita 
Oglesby  of  Eleber  SjMings  received  initial  certifi- 
cation by  the  Board. 

CANCER  SOCIETY 

Dr.  Malcolm  L.  Hayward  of  Eayetteville  is  the 
newly  elected  president  of  the  South  Washington 
County  Unit  of  the  Arkansas  Division  of  the 
.\merican  Cancer  Society.  Dr.  C.  R.  Afagness,  also 
of  Eayetteville,  is  a member  of  the  Board  of 
Directors. 

DR.  CALCOTE  MOVES 

Dr.  Robert  A.  Calcote  of  North  Eittle  Rock  has 
juoved  his  office  to  the  McCain  Professional 
Building  at  3629  McCain  Boulevard. 

DR.  KOLB  FEATURED 

I'he  SejJtember/October  1983  issue  of  NEW 
EIEE  featured  an  article  on  Dr.  Payton  Kolb  of 
Eittle  Rock.  A photo  of  Dr.  Kolb  appeared  on 
the  cover  of  the  magazine,  which  is  puldished  by 
the  Arkansas  Enterprises  for  the  Blind.  He  is  the 
consulting  psychiatrist  for  the  organization  and 
the  article  descrilied  Dr.  Kolb's  long-working 
relationship  with  the  Enterpri,ses  for  the  Blind. 

DR.  ALEXANDER  IN  MAGNOLIA 

Dr.  John  Alexander,  Jr.,  has  joined  his  father, 
Dr.  John  Alexander,  Sr.,  at  707  North  Washington 
in  Magnolia  for  the  practice  of  Eamily  Practice. 

DR.  WARMACK  CHIEF  OF  STAFF 

Dr.  Asa  M.  Warmack  of  Hope  is  chief  of  staff 
of  Medical  Park  Hospital,  a new  community 
health  center  in  Hope. 

DR.  ROY  IS  FELLOW 

Dr.  E.  Hampton  Roy  of  Little  Rock  was  named 
a Eellow  of  the  International  College  of  Surgeons 
at  its  recent  meeting  in  Chicago. 

DR.  WILSON  SPEAKS 

Dr.  Joe  T.  Wilson,  Jr.,  of  Jonesboro  was  the 
guest  speaker  at  a meeting  of  the  Northeast  Arkan- 
sas Chapter  of  the  Lupus  Eoundation  of  America. 


DR.  AQUINO  LOCATES 

Dr.  A1  Ac[uino,  an  Anesthesiologist,  has  joined 
the  staff  of  Ouachita  Memorial  Hospital  in  Hot 
Springs. 

DR.  BRASWELL  DIRECTOR 

Dr.  Tommy  Braswell  of  England  has  been 
named  medical  director  at  England  Community 
Hospital. 

DR.  ROAF  SPEAKS 

Dr.  Sterling  Roaf  of  Pine  Bluff  jnesented  “Erom 
Contraception  to  College:  Myths  About  Sterility" 
during  the  Samuel  Kountz  Lecture  Series  at  the 
University  of  Arkansas  at  Pine  Bluff. 

DR.  GRA^ IN  WEST  MEMPHIS 

Dr.  Thomas  Gray  has  joined  Dr.  Wade  West- 
brook at  the  East  Arkansas  Women’s  Clinic,  228 
Tyler,  in  West  Memphis. 

BREAST  CANCER  SEMINAR 

A free  seminar  on  breast  cancer  was  sponsored 
by  the  Helena  Hospital  and  the  American  Cancer 
Society.  Dr.  P.  'Vasudevan  of  Helena  made  open- 
ing remarks  to  attendees. 

Dr.  Alvah  J.  Nelson  of  Little  Rock  spoke  on  the 
use  of  radium  treatment  for  breast  cancer.  Drs. 
Maurice  Elovitz  and  Lance  D.  'Whaley  of  Helena 
participated  in  a panel  discussion  moderated  by 
Dr.  F'rancis  M.  Patton,  also  of  Helena. 

DR.  CHALFANT  MOVES 

Dr.  Charles  Chalfant  of  Eayetteville  has  moved 
his  office  to  160-A  Poplar. 

DR.  CARRINGTON  LOCATES 

Dr.  Stephen  Carrington  has  opened  an  office 
for  Eamily  Practice  in  the  Northside  Shopping 
Center  in  Mena. 

GLAUCOMA  SCREENING 

Drs.  E.  Joseph  George  and  Joseph  Stainton  of 
Jonesboro  participated  in  the  sixth  annual  free 
Glaucoma  .screening  sponsored  by  the  Imboden 
Lions  Club. 

DR.  HALL  IN  LINCOLN 

Dr.  Benjamin  H.  Hall  has  opened  the  Lincoln 
Community  Clinic  and  serves  the  clinic  in  the 
mornings.  Dr.  Hall  works  in  the  ,\dkins  Clinic  in 
Prairie  Grove  each  afternoon. 

DR.  BEASLEY  ELECTED 

Dr.  Margaret  Beasley  was  elected  to  the  board 
of  directors  of  the  Eirst  National  Bank  in  Conway. 
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DR.  REYES  LOCATES 

Dr.  \'iclor  Rf\cs  lias  opened  an  olliee  at  (iOt 
.South  Pecan  in  Dermott. 

DR.  BARR 

Dr.  .Marilyn  Barr,  a nati\c  of  Fort  Smith,  lias 
opened  an  office  for  Family  Prtutice  in  the  Doc- 
tor’s Complex  of  .Mercy  llospital  of  Seoii  Comity 
in  A\'aldron. 

DR.  MOORE  IN  MOUNTAIN  HOME 

Dr.  josepli  Moore,  formerly  of  Houston,  has 
joined  the  .Miraham  Medical  Clinic  on  Highway 
201  in  Mountain  Home  for  the  General  Practice 
of  Medicine. 

ORTHOPEDIC  MEDICINE  SEMINAR 

Drs.  James  Moore,  Peter  Heiii/elmann,  ^V'altcr 
Harris  and  Fom  Coker  of  Fayetteville  were  mem- 
bers of  the  program  faculty  for  an  Orthojredic 
Nfedicine  seminar  recently  sponsored  by  ^\^ash- 
ington  Regional  Medical  Center. 

DR.  NICHOLSON  LOCATES 

Dr.  Peter  M.  Marvin  announces  the  association 
of  Dr.  David  Nicholson  in  the  practice  of  Ptilmo- 
nary  Medicine  in  North  I.ittle  Rock. 

SEMINAR  ON  HEART  DISEASE 

Drs.  John  Baldridge  and  .\llen  Diijilantis  of 
Jonesboro  participated  in  a free  “Heart  Day" 


program  sponsored  by  St.  Bernartl's  Regional 
.Medical  Center  and  the  Craighead  County  I’nit 
of  the  .\merican  Heart  Association.  Dr.  Baldridge 
spoke  on  diabetes  and  hypertension  as  coronary 
risk  factors  and  Dr.  Dnplantis  discussed  the  elfect 
of  cigarette  smoking. 

DR.  WHITE  IN  UNION  COUNTY 

Dr.  Louis  White  has  opened  an  office  at  the 
C.ABHN  Clinic  in  Strong  for  the  practice  of  Fami- 
ly .Medicine. 

DR.  LUTER  SPEAKS 

Dr.  Dennis  Liiter  of  Batesville  spoke  at  a fornm 
on  the  rising  costs  of  healtli  care  sponsored  by  the 
White  River  .\rea  Agency  on  Aging. 

DR.  MERRITT  SEEKS  MEMBERS 

Dr.  James  M.  Merritt  is  the  newly  ap])ointed 
Chairman  for  .Arkansas  of  the  .American  Medical 
Society  on  Alcoholism.  He  is  interested  in  in- 
creasing the  Society’s  membership  in  Arkansas. 

The  .American  Society  is  composed  of  approxi- 
mately 1200  physicians  who  are  interested  in  or 
involved  in  the  treatment  of  alcoholism  and  drug 
addiction. 

FAir  more  information  on  the  organization.  Dr. 
Merritt  may  be  contacted  at  Charter  Arista  Hos- 
pital, Post  Office  Box  1906,  Fayetteville  72702; 
phone  .501-521-5731. 


DR.  THOMAS  E.  KNOX 

Dr.  Knox  is  a new  member  of  the  Baxter  County 
.Medical  Society.  He  was  born  in  Kansas  City, 
Missouri. 

Dr.  Knox  is  a 1973  graduate  of  the  University 
of  Missouri  at  Columbia  and  a 1978  graduate  of 
the  University  of  Missouri  .School  of  Medicine. 
His  internship  and  Orthopaedic  Surgery  residency 


were  with  the  University  of  Kentucky  Medical 
Center  in  Lexington. 

Dr.  Knox  sjxtcializes  in  Orthopaedic  Surgery. 
His  office  is  located  at  #19  Medical  Plaza  in 
Mountain  Home. 

DR.  E.  J.  JONES 

Dr.  Jones  is  a new  member  of  the  Independence 
County  Medical  Society.  Fie  was  born  in  Beloit, 
Wisconsin. 

Dr.  Jones  receivetl  his  pre-medical  education  at 
the  University  of  .Aikansas  in  F'ayetteville.  He  is 
a 1979  graduate  of  the  University  of  .Arkansas 
College  of  Medicine.  Flis  internship  and  Obstetric 
and  Gynecology  residency  were  with  the  Univer- 
sity Hospital  in  Little  Rock.  Dr.  Jones  also  sersetl 
as  an  instructor  at  the  Ihiiversity  in  1982  and 
1983. 

Dr.  Jones  specializes  in  Obstetrics  and  Gyne- 
cology. His  office  is  located  at  ‘109  Virginia  Di  ive 
in  Batesville. 

# # * * 
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I'he  Miller  County  Medical  Society  has  added 
lour  new  members  to  its  roll; 

DR.  BILLY  R.  BURNS 

Dr.  Burns  is  a native  of  Norman,  Oklahoma. 
His  military  record  includes  service  as  an  infantry 
officer  from  1966  to  1970  and  as  a member  of  the 
.Metlical  Corps  from  1973  to  1983. 

He  received  a Bachelor  of  Science  degree  in 
Zoology  from  Louisiana  I'ech  University  in  1972. 
His  medical  degree  was  received  from  the  Louisi- 
ana State  LTniversity  School  of  Medicine  in  1976. 
Dr.  Burns  interned  at  William  Beaumont  Army 
Medicine  Center  and  was  also  in  residency  train- 
ing at  the  Beaumont  facility  from  1977  until  1979. 
He  was  staff  pediatrician  at  Ireland  Army  Hos- 
pital in  Fort  Knox,  Kentticky,  from  1979  to  1981. 
He  was  with  the  United  States  Army  Community 
Hospital  at  Fort  Polk,  Louisiana,  until  [tdy  1983 
as  chief  of  the  Pediatric  Service  and  Chief  of  the 
Department  of  Medicine.  Dr.  Burns  also  .served 
as  hospital  epidemiologist  at  Fort  Knox  and 
Chairman  of  the  Infection  Control  Committee  at 
Fort  Polk. 

Dr.  Burns  practices  Pediatrics  with  the  Collom 
and  Carney  Clinic  at  4800  Texas  Boulevard  in 
1 exarkana.  He  is  hoard  certified  in  his  specialty. 

DR.  DONALD  C.  FOURNIER 

Dr.  Fournier,  a native  of  Lewiston,  Maine,  re- 
ceived an  A. A.  degree  from  Blinn  College,  Bren- 
ham,  Texas,  in  1968.  He  received  a B.A.  degree 
horn  Trinity  University,  San  Antonio,  Texas,  in 
1970.  He  is  a 1974  graduate  of  the  LIniversity  of 
Fexas  Medical  Branch  at  Galveston. 

Dr.  Fournier  served  his  internship  and  residen- 
cy at  Wilford  Hall  United  States  Air  Force  Medi- 
cal Center,  Lackland  Air  Force  Base,  Texas. 

\V4iile  in  the  Air  Force,  Dr.  Fournier  .served  as 
a member  of  the  Allergy  Immunology  staff  and 
Fducation  Coordinator  of  the  Allergy  Program  at 
\\  ilford  Hall  Medical  Center.  He  also  served  at 
Scott  Air  Force  Ba.se,  Illinois,  as  Chief  of  the 
.\llergy  Immunology  .Service,  Chief  of  the  Internal 
Medicine  .Service,  and  as  chairman  of  Infection 
Control.  In  addition  to  his  positions  at  Wilford 
Hall  and  .Scott,  he  held  teaching  appointments  at 
the  University  of  Texas  Health  Sciences  Center  in 
San  Antonio  and  at  St.  Louis  LIniversity.  He  com- 
pleted his  military  obligation  in  June  1983. 

Dr.  Fotirnier  is  certified  in  his  specialty  of  In- 
ternal Medicine.  He  is  a member  of  the  American 
College  of  Allergists.  He  is  associated  with  the 


Collom  and  Carney  Clinic  at  4800  Texas  Boule- 
vard in  Texarkana. 

DR.  SONDRA  L.  KHALIL 

Dr.  Khalil  was  horn  in  Fort  Worth,  Texas.  She 
received  a Bachelor  of  Science  in  Biology  in  1975 
from  the  University  of  Houston. 

Dr.  Khalil,  a 1978  graduate  of  the  University  of 
Texas  Medical  School  at  Houston,  .served  her  in- 
ternship and  residency  with  the  Department  of 
Internal  Medicine  at  the  University. 

She  was  an  instructor  and  assistant  professor  in 
the  Department  of  Internal  Medicine,  Division  of 
General  Medicine,  at  the  Medical  School  in  Hous- 
ton. She  also  held  the  positions  of  director  of 
Internal  Medicine  Clinic  and  the  A.ssistant  Dean 
of  Student  Affairs. 

Dr.  Khalil  was  certified  by  the  American  Board 
of  Internal  Medicine  in  1981.  She  is  a member  of 
the  Texas  Diabetes  and  Endocrine  Association. 

Dr.  Khalil  specializes  in  Internal  Medicine.  She 
is  associated  w4th  Collom  and  Carney  Clinic  in 
Texarkana.  Her  mailing  address  is  Post  Office 
Box  1409,  Texarkana  75504. 

DR.  ROGER  C.  OSBORN,  JR. 

Dr.  Osborn  was  born  in  Austin,  Texas.  He  re- 
ceived a Bachelor  of  Science  in  Electrical  Engi- 
neering from  the  LIniversity  of  Texas  at  Austin  in 
1974.  He  w'as  graduated  from  the  University  of 
Texas  Southwestern  Medical  School  in  Dallas  in 
1978. 

His  internship  and  residency  in  Medicine  w'ere 
with  the  University  of  Alabama  Hospitals  and 
Clinics  in  Birmingham  from  1978  to  1981.  From 
1981  to  1983,  Dr.  Osborn  served  as  a Cardiology 
Fellow  and  held  an  appointment  as  Associate  in 
Medicine  at  the  same  institution. 

Dr.  Osborn  received  his  Board  certification  in 
Internal  Medicine  in  1981. 

Dr.  Osborn  sjjecializes  in  Cardiology  and  In- 
ternal Medicine.  He  is  associated  with  Collom 
and  Carney  Clinic  in  Texarkana.  The  mailing 
address  is  Post  Office  Box  1409. 

* # # # 

DR.  EDWIN  C.  GLASSELL 

Dr.  Glassell,  a native  of  Shreveport,  Louisiana, 
is  a new  member  of  the  Sebastian  County  Medical 
Society. 

He  received  a Bachelor  of  Science  degree  from 
Centenary  College  in  1972  and  a Master  of  Science 
degree  from  Oklahoma  University  in  1975.  Dr. 
Glassell  is  a 1979  graduate  of  the  Louisiana  State 
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Uiihcrsity  School  ol  Mciliciiic.  His  iiUcMnship 
.01(1  residency  were  witli  the  s;nne  insiiiution. 

l)r.  Cilasscll  is  an  Internist  and  has  joined  Holt 
Krock  Clinic  at  lohO  Dodson  in  Fort  Smith. 

DR.  MARTHA  BUSH 

Dr.  Bush  has  joitied  the  Whishington  County 
Medical  .Society.  She  is  a native  ol  Crossett, 
.\rkansas. 

She  was  granted  a Bachelor  ot  Science  in  Biolo- 
gy by  the  Ihiivcrsity  ot  .-Vrkansas  in  1976.  Dr. 
Bush  received  her  medical  degree  trom  the  Uni- 
versity of  .\rkansa.s  College  ot  Medicine  in  1980. 
From  1981  to  198.8,  she  trained  in  Pediatrics  at 


the  .Arkansas  Children's  Hospittil. 

Dr.  Bush,  a Ped  i a 1 1 i c i a n,  lots  joined  the 
Springdale  Pediatric  Clinic  at  2700  .American  in 
.S[)ringdale. 

# # * # 

Resident  Members 
DR.  OWEN  B.  GILMORE 

Dr.  Ciilmore,  a 1982  graduate  of  the  L’niversity 
of  Colorado  School  of  Medicine  in  Denver,  has 
joined  the  Scfiastian  County  .Medical  Society  as 
a resident  member.  He  is  in  Family  Practice  resi- 
dency training  with  the  .Area  Health  Education 
Center  in  Fort  Smith. 


B I T U A R Y 

DR.  CARL  H.  ADAMS 

Dr.  .Adams  of  Little  Rock  died  October  1 1,  1983. 
He  was  born  january  30,  1918,  in  Paragould. 

He  attended  .-Arkansas  .A&:M  College  at  Monti- 
cello  from  1934  to  1930.  He  was  a 1940  graduate 
of  the  University  of  .Arkansas  College  of  Medicine. 
.After  an  internship  with  University  Hospital  in 
Little  Rock,  Dr.  .Adams  remained  at  the  Univer- 
sity Hospital  for  a year  of  training  in  Obstetrics 
and  Ciynecology. 

Dr.  .Adams  served  with  the  LInited  States  .Army 
from  1943  to  1940.  .After  returning  from  military 
service,  he  received  further  training  in  Obstetrics 
and  Gynecology  at  the  University  Hospital.  He 
began  practicing  Obstetrics  and  Gynecology  in 
1947  in  Pine  Bluff.  Dr.  .Adams  served  as  Cihief  of 
Obstetric  Services  at  Davis  Hospital. 

Dr.  .Adams  served  in  the  Army  again  during 
1951  to  1953.  He  then  returned  to  Pine  Bluff  until 
1961.  From  1901  to  1974,  Dr.  .Adams  jjracticed 
General  Medicine  in  Carthage.  He  was  tlien  as,so- 
ciated  with  the  State  Flospital  in  Benton  for  one 
year.  In  1970  he  became  Medical  Director  for  tbe 
.Arkansas  Department  of  Corrections.  Dr.  .Adams 
retired  in  1980. 

He  was  a memlier  of  the  Carthage  Alissionary 
Baptist  Chtirch  and  the  Sheridan  Ma.sotiic  Lodge 
260. 

Dr.  .Adams  is  sitrvived  by  his  w'ife,  Mrs.  Nell 


Pitts  Glover  .Adams,  one  daugliter,  one  son  and 
one  stepson. 


RESOLUTIONS 


DR.  CARL  H.  ADAMS 

AV^HERE.AS,  the  members  of  the  Jefferson 
County  Medical  Society  are  deeply  saddened  by 
the  recent  death  of  their  esteemed  colleague,  Carl 
H.  .Adams,  M.D.,  and 

AVHLRE.AS,  Dr.  .Adams  has  been  Iield  in  great 
respect  i)y  his  fellow  physicians  for  his  devotion  to 
the  profession;  and 

WHERL.AS,  Ids  devotion  to  the  betterment  of 
the  health  ol  his  countless  patients  was  recorded 
I)y  their  reverence  of  him; 

BE  IT  I HLREFORL  RESOLA'LD; 

EILAT,  tliis  resolution  be  adopted  and  made  a 
part  ol  the  permanent  record  of  this  .Society;  and 

4 H.AT,  a copy  of  the  resolution  be  sent  to  Di . 
.Adams’  family  as  a token  of  our  sincere  a[)precia- 
tion  of  his  life  and  leadership;  and 

1 ILA'F,  a copy  be  sent  to  the  fournal  of  the 
.Arkansas  Medical  Society  for  [ndilication. 

/s/  R.  .A.  Irwin,  .M.D.,  President 

Jefferson  County  Medical  .Society 
* # * # 

DR.  CARL  R.  PARKERSON 

AVHLRE.AS,  the  members  ol  the  Garland  Conn- 
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ty  Meilical  Society  note  tvith  sincere  and  deep 
regret  the  death  of  one  of  its  Iteloved  nreiniters; 
a nd 

W'flEREAS,  he  has  been  a valuable  member  of 
ihe  Society  lor  many  years;  and 

WHEREAS,  he  has  sen-ed  as  the  Chief  of  Stall 
at  Ouachita  Memorial  Hospital;  and 

WHEREAS,  he  was  held  in  high  regard  as  a 
learned,  capable  and  conscientious  physician. 

15E  IT  RESOLVED: 

1 H.\'E,  the  Garland  Comity  Medical  Society 
pay  tribute  to  onr  recently  departed  member,  Dr. 
Carl  R.  Parkerson;  and 

EHAl',  a copy  of  this  tribute  be  sent  to  his 
tvife,  Rita  S.  Parkerson,  as  an  expression  of  our 
sincere  sympathy,  and  made  a part  of  the  minutes 
of  the  Society;  and 

TH.\d',  a copy  be  sent  to  the  Journal  of  the 
.\rkansas  Medical  Society  for  publication. 

/s/  Robert  E.  McCrary,  M.D.,  President 
s/  Robert  B.  Clark,  M.D.,  Secretary 

Ciarland  County  Medical  Society 
# * # # 


DR.  WILLIAM  A.  SNODGRASS 

■W'HEREAS,  the  membershiji  of  the  Pulaski 
County  Medical  Society  notes  with  sincere  sorrow 
the  recent  death  of  a long-time  colleague,  William 
Anderson  Snodgrass,  AED.,  and 

AVHEREAS,  Dr.  Snodgrass  distinguished  him- 
self as  an  outstanding  leader  of  organized  medi- 
cine for  many  years,  serving  in  countless  areas  of 
service  to  the  Society  and 

AVHEREAS,  he  was  a past  president  of  the 
.Arkansas  Medical  Society  and  for  many  years  was 
a member  of  the  Arkansas  State  Medical  Board. 
BE  IT  THEREEORE  RESOLVED: 

TH.\T,  this  resolution  be  adopted  and  made  a 
part  of  the  permanent  archives  of  the  Society,  and 
THAT,  a copy  of  this  resolution  be  sent  to  Dr. 
Snodgrass’  family  as  an  expression  of  our  sincere 
sympathy;  and 

TH.VE,  a copy  be  forwarded  to  the  Journal  of 
the  Arkansas  Medical  Society  for  publication. 
ADOPTED: 

Executive  Committee 
Pulaski  County  Medical  Society 
/s  / Kelsy  J.  Caplinger,  M.D.,  President 
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HEADQUARTERS  OFFICE: 

214  NORTH  12TH  STREET 
POST  OFFICE  BOX  1208 
FORT  SMITH,  ARKANSAS  72902 
TELEPHONE;  501  782-8218 


MEMBERSHIP  ROSTER  OF  THE  ARKANSAS  MEDICAL  SOCIETY  1983-1984 


Type  of  Telephone 

Practice  Member's  Name  Address  Number 


FP  Burleson.  Sian  W . . 

n Cross,  Joseph  E 

FP  Daniel,  Noble  B . Ill  , 

FP Guyer,  G L 

FP  Hestir,  John  M 

FP  John,  Milton  C.,  Jr 

FP Malloy,  Mark  J 

GP  McCracken,  Elbert  A 

GS Millar,  Paul  H , Jr  . . 

FP Morgan,  Jerry  D , , 

FP  Northcutt.  Carl  E 

FP  Pritchard,  Jack  L 

FP  Rasco,  Charles  W , Jr 

FP  Speer,  Floy  B . Jr 

R Speer,  Marolyn  N 


ARKANSAS  COUNTY 

.Post  Office  Box  369,  DeWitt  72042 

.DeWitt 

.Route  1.  Box  21 -D.  Stuttgart  72160 

Route  1,  Box  21 -D,  Stuttgart  72160 

Post  Office  Drawer  512.  DeWitt  72042 

.Route  1 , Box  21  -D,  Stuttgart  721 60 

Route  1,  Box  21 -D.  Stuttgart  72160 

.509  South  Mam,  Stuttgart  72160 

.Route  1,  Box  21 -D,  Stuttgart  72160 

Route  1 , Box  21  -D,  Stuttgart  721 60 

Route  1,  Box  21-D.  Stuttgart  72160 

.1022  South  Mam.  Stuttgart  72160 

,111  South  Jackson.  DeWitt  72042  

.1708  North  Buerkle,  Stuttgart  72160.,.. 
Rt  1,  Box  21 -C,  Stuttgart  72160  


946-1326 

673-7211 

673-7211 

946-3637 

673-7211 

673-7211 

673-8571 

673-7211 

673-7211 

673-7211 

673-2331 

946-3156 

673-2586 

673-3511 


GP Cothern,  William  R 

Edwards,  Lawrence  E ,,. 

GP Garcia,  Luis  F 

FP Gresham,  Edward  A 

GP Flicks.  Charles  E 

IM  Karroltukunnel,  Abraham 

GP Rankin,  J D 

GP Ripley.  C E 

GP Salb,  R L 

FP Thompson,  Barry  V 

FP  Toon,  D L 


ASHLEY  COUNTY 

Post  Office  Box  577,  Crossett  71635  . 
.Shalimar.  Florida 

.Post  Office  Box  792,  Crossett  71635  . 
.310  North  Alabama.  Crossett  71635... 
Post  Office  Box  232.  Flamburg  71646 
.210  East  Lincoln,  Flamburg  71646  . 

Post  Office  Box  232.  Flamburg  71646 
,317  North  Alabama,  Crossett  71635... 

. 1 1 3 Pine,  Crossett  7 1 635  

103  East  Third,  Crossett  71635 

.315  North  Alabama.  Crossett  71635... 


364-6111 

364-4181 
364-91 1 1 
853-8271 
853-9828 
853-8271 
364-5113 
364-2138 
364-5746 
364-8062 


BAXTER  COUNTY 


GYN  

GP 

PS 

Baker,  Robert  L 

Beard,  Arthur  L 

Beckman,  James  S..  Jr  

trio  Medical  Plaza,  Mountain  Home  72653  

126  West  Sixth,  Mountain  Home  72653 

3000  Market,  Suite  D,  Fayetteville  72701  

425-2552 

425-3131 

443-7771 

GP 

IM  

NEP 

Burnett,  Richard  L 

Cheney,  Maxwell  G 

Post  Office  Box  301.  Mountain  Home  72653 

Post  Office  Box  725,  Mountain  Home  72653 

425-3030 

425-3125 

425-5535 

PD  

Chock,  Helga  E 

425-5535 

AN  

Clarke.  Janies  S 

425-9484 

RD 

Post  Office  Box  198,  West  Plains,  Missouri  65775  (Res.)...  , 

417-256-7898 

PTH 

Douglas,  Donald  S 

425-841 1 

FP 

Dunbar,  James  C 

Post  Office  Box  410,  Mountain  Home  72653 

425-2020 

PTH 

R 

Dykstra,  Peter  C 

Fontenot,  Edwin,  Jr 

Route  6,  Box  372,  Mountain  Home  72653  (Res  ) 

425-8411 

445-4292 

GS 

Ford,  William  H 

Post  Office  Box  433,  Mountain  Home  72653 

425-9120 

GP 

Gotaas,  Bernice  E 

. ..  Post  Office  Box  44,  Bull  Shoals  7261 9 

445-4755 

GP 

Guenthner.  John  F 

126  West  Sixth,  Mountain  Home  72653 

425-3131 

D 

Hardin.  Philip  R 

Post  Office  Box  142,  Mountain  Home  72653 

425-9737 

GS 

Hawkins.  Michael  L 

425-6988 

GP 

Kelley,  Lawrence  A 

Post  Office  Box  299,  Bull  Shoals  72619 

445-4292 

FP  

ORS  

Kerr,  Robert  L 

Knox,  Thomas  E 

Post  Office  Box  706,  Mountain  Home  72653 

425-6971 

425-9293 

GE 

OPH  . . 

MacKerchbr,  Peter  A 

Post  Office  Box  634.  Mountain  Home  72653 

425-4967 

425-6026 

OPH  

McGaughe^,  Allen  S 

Post  Office  Box  H,  Mountain  Home  72653 

425-6026 

PTH 

R 

Peterson,  Hubert  C 

620  North  Willow,  Harrison  72601 

741-6141 

425-6322 

OPH  

GS 

Sneed,  John  W 

Post  Office  Box  H,  Mounfain  Home  72653 

425-6026 

425-9120 

ORS 

425-9293 

R 

Tuliis,  Joe  M 

425-9242 

FP  

FP  

R 

Wilbur,  Paul  F 

Wilson.  Jack  C 

Wilson,  M Carolyn 

Post  Office  Box  706,  Mountain  Home  72653 

Post  Office  Box  725,  Mountain  Home  72653 

Post  Office  Box  373.  Mountain  Home  72653 

425-6971 

425-3125 

425-2398 

OBG 

Addington,  Alfred  R. 

BENTON  COUNTY 

1 1 1 6 Poplar  Place,  Rogers  72756 

636-0300 

AN  

Adriar^,  James  A. 

Post  Office  Box  1599,  Rogers  72756  

636-3840 

PD 

Allen,  L Barry 

1 114  Poplar  Place,  Rogers  72756 

636-9234 

FP  

Arkins,  James  H 

Post  Office  Box  669.  Benfonville  72712 

273-9056 

P 

636-8307 

FP  

Baltes,  Bernard  J 

Post  Office  Box  369,  Gravette  72736 

787-5221 

GS 

Bledsoe,  James  H 

ff6  Halsted  Circle,  Rogers  72756 

636-5411 

OPH 

636-7506 

D 

Carter,  Vernon  H 

1301  West  Persimmon,  Rogers  72756 

636-0599 

AN 

Post  Office  Box  1599.  Rogers  72756  

636-3840 

GP 

Post  Office  Box  737,  Rogers  72756  

636-271 1 

FP 

408  North  Walton,  Bentonville  72712  

273-5543 

RD 

273-5123 

GS. 

Costaldi,  Mario  E 

tt6  Halsted  Circle.  Rogers  72756  

636-541 1 

RD 

Route  4,  Box  1 54,  Rogers  72756  (Res.) 

636-3694 

PTH 

Denman.  David  A 

Rogers  Memorial  Hospital.  Rogers  72756  

636-0200 

IM 

Donnell.  Robert  W 

Post  Office  Box  737,  Rogers  72756  

636-271 1 

OBG 

1116  Poplar  Place,  Rogers  72756 

636-0300 

FP 

855-3711 

FP  

Garrett.  David  C , III 

..  .Post  Office  Box  737,  Rogers  72756  

636-2711 

GP 

Garrett,  John  L 

Post  Office  Box  369,  Gravette  72736 

787-5221 

FP 

.. . . Hall,  Billy  V 

Post  Office  Box  369.  Gravette  72736 

787-5221 

PD 

1114  Poplar  Place,  Rogers  72756 

636-9234 

ORS 

636-9607 

FP  

Hitt,  Jerry  L 

Post  Office  Box  737,  Rogers  72756  

636-2711 

OPH  

OPH  

FP 

Hof.  C William 

Hoffman,  Carl  E 

Post  Office  Box  1353,  Rogers  72756  

#1  Halsted  Circle,  Rogers"72756 

Post  Office  Box  669,  Bentonville  72712 

636-7506 

636-6020 

273-9056 

AN 

636-3840 

GP 

Post  Office  Box  739.  Benfonville  72712 

273-5551 

FP 

636-271 1 

FP 

636-271 1 

RD 

81 7 Summit  Drive,  Rogers  72756  (Res.) 

636-3122 

ORS 

..,.101  North  37th,  Rogers  72756 

636-9607 

R 

Rogers  Memorial  Hospital,  Rogers  72756  

636-0200,  Ext.  764 

PD 

Knight,  Richard  R 

1 1 1 4 Poplar  Place,  Rogers  72756 

636-9234 

FP  

Mahin,  Albert  E , Jr  

910  Northwest  Seventh,  Bentonville  72712  

273-9400 
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FP 

McCollum,  Edward  N 

••FP  ., 

McCollum,  William  E 

GE 

IM 

Miles,  R W 

p 

FP 

..  Mullins,  Neil  b 

FP 

ONC  . 

Panettiere.  Frank  J 

GS 

Pearson,  Richard  N 

RD 

Pickens,  James  L 

R 

OTO 

RD. . 

. Robbins,  Robert  H 

FP 

..  . Rollow,  John  A 

IM 

GP  , . 

Ronald.  Douglas  C. 

FP 

Steadman,  Hunter  M 

FP 

stone,  W Tex 

R 

IM 

U 

Turley,  Jan  T 

IM  

Waldon.  G Bruce  . 

GP 

, Warren,  Grier  D 

FP 

IM  , . 

Wright,  Larry  D 

Post  Olfice  Box  127,  Decatur  72722  ,, 

Post  Office  Box  127.  Decatur  72722 

. Post  Office  Box  1567,  Rogers  72756 

Post  Office  Box  1000.  Rogers  72756  

1406  West  Walnut,  Rogers  72756 

Post  Office  Box  296,  Bentonville  72712  ,, 

Post  Office  Box  737,  Rogers  72756  

- ff6  Halsfed  Circle.  Rogers  72756 

tf6  Halsfed  Circle.  Rogers  72756  

.2212  West  Walnut,  Rogers  72756  (Res ) 
Jackson  and  4th  Street.  Gravetle  72736 

1110  West  Elm,  Rogers  72756  

. 21  Little  Drive.  Bella  Vista  72714  (Res  ) 

, 408  Northwest  "I".  Bentonville  72712 

. Post  Office  Box  1000,  Rogers  72756  

, Route  8,  Box  100,  Bentonville  72712  

...Post  Office  Box  669,  Bentonville  72712  .. 

,.,121 9 West  Walnut.  Rogers  72756 

..12th  and  Walnut.  Rogers  72756  

. Post  Office  Box  1000.  Rogers  72756  

. tf2  Halsted  Circle,  Rogers  72756 

.Post  Office  Box  1000.  Rogers  72756  

Post  Office  Box  737.  Rogers  72756  

Post  Office  Box  869,  Bentonville  72712  ... 
Post  Office  Box  1000.  Rogers  72756  


. 752-3233 
752-3233 
636-3627 
,,  636-6551 
. 636-8307 
..  273-9400 
,.  636-2711 
636-5411 
636-5411 
636-2862 
. 787-5291 
636-0110 
. 855-2778 
. 273-2497 
. 636-6551 
, 855-3711 
. 855-1105 
. 636-6881 
. 636-0200 
636-6551 
. 636-9669 
. 636-6551 
. 636-2711 
. 273-9400 
. 636-6551 


GS Bell.  Thomas  E 

R Bennett.  Joe  D 

OTO Chambers,  Carlton  L 

PD Chambers.  Sue  R 

FP Daniel,  Charles  D 

U Ferguson,  Noel  F 

RD Fowler,  Ross  E 

IM  Garland,  William  J . Jr 

GS Gladden,  Jean  C 

GS Hoberock,  Thomas  R 

RD Hudson.  William  A .... 

RD Jackson,  Ulys 

GP Kirby,  Henry  V 

IM  Klepper,  Charles  R ,. . 

FP Langston,  Robert  H . 

OPH  Laule.  Alice  R 

ORS  Ledbetter.  Charles  A 

OBG Mahoney,  Paul  L , Jr  . 

FP Mans,  Mahlon  O 

FP ..McCoy,  Orville  B 

FP Reese.  Ronald  R 

ff  Robinson,  G Allen 

R Rozeboom,  Victor  A .. 

GP Scroggins,  Sam  J 

OBG Simpson,  Thomas  J. .. 

IM  Smith,  H Van 

ORS  Vowell.  Don  R 

FP Wallace,  Oliver 

GS Williams.  Rhys  A 

FP Wilson.  Joe  B 


BOONE  COUNTY 


.Post  Office  Box  1116,  Harrison  72601  741-6418 

.Post  Office  Box  969,  Harrison  72601  741  -9667 

.Bower  at  Pine,  Harrison  72601  741-7684 

.Bower  at  Pine,  Harrison  72601  741-7684 

Post  Office  Box  E,  Marshall  72650  448-3327 

.707  North  Vine,  Harrison  72601  741  -9481 

.1203  Circle  Drive,  Harrison  72601  (Res.) 741-5504 

Post  Office  Box  1077,  Harrison  72601  741-3459 

Post  Office  Box  1118,  Harrison  72601  741-8275 

.Post  Office  Box  1 1 16,  Harrison  72601  741-7411 

Hudsonakers.  Jasper  72641  (Res  ) 446-2948 

424  South  Willow,  Harrison  72601  (Res  ) 743-1 1 34 

,825  North  Spring,  Harrison  72601  741-5022 

,707  North  Vine,  Harrison  72601  741-3592 

.520  North  Spring.  Harrison  72601  741-8286 

,715  West  Sherman.  Harrison  72601  741  -1910 

.224  West  Erie.  Harrison  72601  741-8289 

.Post  Office  Box  1 241 , Harrison  72601  741  -7334 

Post  Office  Box  1597,  Harrison  72601  741-8247 

.707  North  Vine,  Harrison  72601  741-3592 

Post  Office  Box  458,  Harrison  72601  741-2299 

Harrison 

Post  Office  Box  1 134,  Harrison  72601  741-1166 

1002  North  Spring.  Harrison  72601  741-6373 

702  North  Spring,  Harrison  72601 741-2441 

Post  Office  Box  1077,  Harrison  72601  741-3459 

,224  West  Erie,  Harrison  72601  741-8289 

Post  Office  Drawer  AA,  Green  Forest  72638 438-521 8 

Post  Office  Box  1118,  Harrison  72601  741-8275 

520  North  Spring,  Harrison  72601  741  -8286 


GP Chambers.  F David..  . 

tf  Crow.  Merl  T , Jr  

FP Marsh,  James  W 

FP Pennington,  Kerry  F .. 

FP Whaley.  William  C.,  Jr 

FP Wynne,  George  F 


BRADLEY  COUNTY 

21 9 East  Central.  Warren  71 671  .. 
Warren 

302  North  Mam,  Warren  71671  . 
205  East  Church,  Warren  71671  .. 
205  East  Church,  Warren  71671  .. 
1 1 3 West  Cypress.  Warren  71671 


226-5873 

226-2112 
226-561 1 
226-581 1 
226-2844 


CHICOT  COUNTY 


GP 

Berry,  Danny  T 

265-5343 

« 

Burge.  John  H 

Lake  Village 

GS 

Burge.  John  P 

265-5343 

GP 

Russell,  John  R . 

. . 265-5343 

IM  

Sinlar,  P 

355-4496 

GP 

Smith.  Ma|or  E 

Post  Office  Box  310,  Dermott  71638 

538-5717 

IM  

Talbot,  Allen  G. 

265-5343 

GP 

Thomas,  H W 

Post  Office  Box  250.  Dermott  71638 

538-5255 

R . 

Tuangsithtanon,  T 

Post  Office  Box  208,  Lake  Village  71653 

265-5351 

GP 

Tvedten,  Tom  .... 

Post  Office  Box  512A,  Lake  Village  71653 

265-3813 

GP 

Vichugsahanon,  Nipohth  

Post  Office  Box  385,  Lake  Village  71 653 

265-5374 

GP 

355-4376 

GP 

Wilson,  Thomas  C 

Post  Office  Box  J,  Dermotf  71638 

538-5253 

RD  . .. Anderson.  P R 

FP  Balay,  John  W 

GP Blackmon.  James  T 

RD Clark,  Charles  G 

RD Kennedy,  J W 

FP Luck.  H D 

P Parsons.  V Earl 

GP Ritter,  N R 

FP Russell.  James  D ... 

RD Toombs.  Vernon  L . 


CLARK  COUNTY 

Post  Otfice  Box  758.  Arkadelphia  71923  (Res ). 

416  Mam,  Arkadelphia  71923  

1008  Pine,  Arkadelphia  71923 

130  North  7th,  Arkadelphia  71923  

106  Evonshire,  Arkadelphia  71923  (Res.)  

3004  West  Pine.  Arkadelphia  71923 

1 1 7 North  1 1th.  Arkadelphia  71923 

3004  West  Pine.  Arkadelphia  71923 

3004  West  Pine.  Arkadelphia  71923 

101  Charlotte.  Gordon  71 743  (Res  ) 


246-4464 

246-2431 

246-6734 

246-4051 

246-8105 

246-2471 

246-8364 

246-2471 

246-2475 

353-2935 


GP Ashabranner,  Wesley  J 

OPH  Baldridge.  Max 

RD  ... Barnett.  James  C 

GP Barnett,  Michael  E 

OPH  Beasley.  Harold 

FP Eahs.  Thomas  L 

FP Hinkle,  Richard  A 

FP Oglesby.  Nita  B 

GP Poft,  Joseph  H 

FP Poff,  Nathan  L 


CLEBURNE  COUNTY 

Post  Office  Box  1111,  Heber  Springs  72543  ... 

Post  Office  Box  431 , Heber  Springs  72543  

1828  West  Front,  Heber  Springs  72543  (Res  ). 

4th  and  Spring.  Heber  Springs  72543 

Post  Office  Box  272,  Heber  Springs  72543  

1 709  West  Mam.  Heber  Springs  72543  

Post  Office  Box  128.  Quitman  72131  

421  South  7th.  Heber  Springs  72543  

Post  Office  Box  1111,  Heber  Springs  72543  .., 
Post  Office  Box  1111,  Heber  Springs  72543  .., 


362-2414 

362-3479 

362-2786 

362-3143 

362-3479 

362-8256 

589-2600 

362-8205 

362-2414 

362-2414 
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R Scruggs,  Joe  B 

IM  Sharp,  Jack  V . 


FP Alexander,  John  E, 

PD Baldwin,  Ronald  L . 

FP Farmer,  John  M , 

FP Griffin,  Rodney  L 

R Hunter,  Robert  W . 

FP Kelley,  Charles  W 

GS McMahen,  H Scott 

FP Pullig,  Thomas  A 

FP Roberts,  Franklin  D 

GP Ruff,  John  L 

H Rushton,  Joe  F 

GP Strange,  Vance  M , 

GP Walker,  Jack  T 

FP Weber,  Charles  H .. 


GP Hickey,  Thomas  H 

GP Hyatt,  Beniamin  C... 

FP Lipsmeyer,  Keith  M 

GP Owens.  Gastor  B 

PTH Rozzell,  Allen  R 

FP Wells.  Charles  F .... 


Post  Office  Box  510,  Heber  Springs  72543 
Post  Office  Box  70.  Heber  Springs  72543  . 

COLUMBIA  COUNTY 

,707  North  Washington,  Magnolia  71 753 

,1 41 1 North  Jackson.  Magnolia  71 753  

,104  East  Columbia,  Magnolia  71753  

,123  North  Jackson,  Magnolia  71753  

.Post  Office  Box  1883.  Magnolia  71753  

1327  North  Washington.  Magnolia  71753  ., 

Post  Office  Box  647,  Magnolia  71 753 

,805  North  Jackson.  Magnolia  71 753  

1 1 0 West  North,  Magnolia  71753  

104  Hospital  Road.  Magnolia  71753 

Magnolia 

Post  Office  Box  67,  Stamps  71860  

123  North  Jackson.  Magnolia  71 753  

110  West  North.  Magnolia  71 753  


CONWAY  COUNTY 

Post  Office  Box  230,  Morrilton  721 1 0 
Post  Office  Box  265,  Perryville  72126 
Post  Office  Box  677,  Morrilton  721 10. 

Route  3.  Box  2.  Morrilton  721 10  

601  South  Moose.  Morrilton  72110 

601  South  Moose.  Morrilton  721 10 


362-3121 

362-3316 


234-2288 

234-7912 

234-2230 

234-3040 

234-6370 

234-5544 

234-3340 

234-8570 

234-8430 

234-2144 

533-2438 
234-3040 
234-441 1 


354-4623 

889-5141 

354-2456 

354-4505 

354-1225 

354-2123 


D Alston,  Herman  D 

R Aston,  J Kenneth  

IM  Baldridge.  John  A 

P Barnett.  James,  Jr 

GYN  Basinger,  James  W,  . 

OBG Berry,  Donald  M 

OBG Blair,  Richard  A 

FP Blanchard,  S.  Michael 

P Blaylock.  Jerry  D 

R Bodeker,  Larry  J 

U Bogaev,  Leonard  R 

R Buckner,  John  H 

IM  Burns.  Richard  G.,  Sr 

IM  Clopton,  Owen  H.,  Jr,. 

HEM  Cohen.  Robert  S 

FP Crawley,  Michael  E 

ORS  Dickson.  Glenn  E 

GS Drake.  James  E 

CD Duplantls,  Allen  J , Jr 

OTO Eddington,  William  R ., 

GS Paris,  John  C 

FP Forestiere,  A J 

R Garner,  William  L 

OPH  George,  F Joseph 

FP Golden,  Stephen  C 

OTO Gossett.  Clarence  E , ., 

R Green.  W Robert 

IM  Guinn,  Donald  R 

P Guthrie,  Alaslair  N 

IM  Hall.  Ray  H.  Jr 

RD Harper.  Thomas  P 

GE Hightower,  Michael  D . 

GP Hogue.  Ernest  L 

James,  Frank  M 

AN Johnson.  Larry  H 

PD Johnson.  Roehi  W 

Jones,  R J 

GE Jordan.  Harry  J 

GS Keisker.  H W 

PD Kemp,  Charles  E 

PTH Kroe,  Dohald  J 

U Lassonde,  Robert  G ... 

FP Lawrence.  Robert  0 ... 

RD Ledbetter.  Joseph  W . 

OBG Lunde.  Stephen  P 

NEP Mackey,  Michael 

ORS  Mahon,  Larry  E 

OPH  McKee,  Bobby  E 

PTH McLendon,  Richard  E 

AN Mitchell.  George  E 

FP Modelevsky,  A C ...1... 

EM Neff,  Michael  D 

RD Peeler.  Malcolm  O 

FP  Plunk,  Hermie  G 

FP  Poole.  Grover  D 

P Price,  Edwin  F 

PD Rainwater,  W T 

EM Raney,  Bascom  P 

OBG Reid,  E Paul 

FP Robbins,  Robert  A 

FP Robinette,  J M 

D Rogers.  James  F 

GS Rusher,  Albert  H 

CDS  Sanders,  James  W 

NS Sapiro.  Gary  S 

ORS  Schrantz,  James  L 

U Sender,  Ladd  J 

FP Sears.  Larry  C 

FP Sears,  V Glenn 

RD Shanlever,  Rufus  C 

ORS  Shanlever,  W T 

EM Shepherd.  Walter  F 

PD Skaug.  Warren  A 

CDS  Smith,  B Michael 

GP Smith,  Floyd  A.  Jr 

GP Smith,  Vestal  B 


CRAIGHEAD-POINSETT  COUNTY 

816  Cobb  Street.  Jonesboro  72401 

3024  Stadium  Road.  Jonesboro  72401 

505  East  Matthews,  Jonesboro  72401  

. 2920  McClellan,  Jonesboro  72401  

Post  Office  Box  3075,  Jonesboro  72403  

Post  Office  Box  1478,  Jonesboro  72403  

Post  Office  Box  1478,  Jonesboro  72403  

410  East  Jackson.  Jonesboro  72401  

901  South  Church,  Jonesboro  72401  

Post  Office  Box  1030,  Jonesboro  72403  

303  East  Matthews.  Jonesboro  72401  

Post  Office  Box  1030.  Jonesboro  72403  

505  East  Matthews,  Jonesboro  72401  

505  East  Matthews,  Jonesboro  72401  

Post  Office  Box  865,  Jonesboro  72403  

3100  Apache  Drive.  Jonesboro  72401  

505  Easi  Matthews,  Jonesboro  72401  

416  East  Washington,  Jonesboro  72401  

303  East  Matthews,  Jonesboro,  72401  

505  East  Matthews,  Jonesboro  72401  

907  Union,  Jonesboro  72401  

Post  Office  Box  106.  Harrisburg  72432  

Post  Office  Box  1030,  Jonesboro  72403  

416  East  Washington.  Jonesboro  72401 

403  East  Matthews,  Johesboro  72401  

505  East  Matthews,  Jonesboro  72401  

Post  Office  Box  1030,  Jonesboro  72403  

505  East  Matthews,  Jonesboro  72401  

2701  South  Caraway  Road.  Jonesboro  72401 

31 1 East  Matthews.  Jonesboro  72401  

108  Reeves.  Monette  72447  (Res.) 

31 1 East  Matthews,  Jonesboro  72401  

920  Union,  Jonesboro  72401  

Fort  Supply,  Oklahoma 

806  South  Church,  Jonesboro  72401  

505  East  Matthews,  Jonesboro  72401  

San  Francisco,  California 

311  East  Matthews,  Jonesboro  72401  

505  East  Matthews.  Jonesboro  72401  

505  East  Matthews,  Jonesboro  72401  

41 1 East  Matthews.  Jonesboro  72401  

416  East  Washington.  Jonesboro  72401  

41 7 East  Matthews,  Jonesboro  72401  

626  West  Washington,  Jonesboro  72401  (Res.) 

Post  Office  Box  1478,  Jonesboro  72403  

31 1 East  Matthews,  Jonesboro  72401  

910  South  Mam,  Jonesboro  72401  

505  East  Matthews,  Jonesboro  72401  

41 1 East  Matthews,  Jonesboro  72401  

806  South  Church,  Jonesboro  72401  

Post  Office  Box  1 427,  Jonesboro  72403. 

224  East  Matthews,  Jonesboro  72401  

2801  Greenbriar,  Jonesboro  72401  (Res.).. 

5005  East  Nettleton,  Jonesboro  72401 

Post  Office  Box  10,  Jonesboro  72403  

Post  Office  Box  5033,  Jonesboro  72403  

505  East  Matthews.  Jonesboro  72401  

1415  Metzler  Lane,  Jonesboro  72401  (Res.) 

3100  Apache  Drive,  Jonesboro  7240T 

Post  Office  Box  8.  Lake  City  72437 

801  Osier  Drive,  Jonesboro  72401  

406  East  Washington.  Jonesboro  72401  

211  East  Matthews,  Jonesboro  72401  

826  South  Main,  Jonesboro  72401  

416  East  Washington,  Jonesboro  72401  

830  Cobb.  Jonesboro  72401  

303  East  Matthews,  Jonesboro  72401  

924  South  Main.  Jonesboro  72401  

924  South  Main,  Jonesboro  72401  

1103  Wilkins,  Jonesboro  72401  (Res.) 

906  South  Mam,  Jonesboro  72401  

224  East  Matthews,  Jonesboro  72401  

505  East  Matthews,  Jonesboro  72401  , 

826  South  Mam,  Jonesboro  72401  '. 

41 5 West  Mam,  Trumann  72472 

Post  Office  Box  614,  Marked  Tree  72365  


932-4570 

972-0045 

932- 1198 
972-4032 
972-5555 
935-3990 
935-3990 

933- 0445 
935-0360 
932-0639 
932-2926 
972-4196 
932-1198 
932-1198 
932-7379 
972-1720 
932-1820 
932-0416 
935-6682 
935-8132 
935-8470 
578-5443 
932-0639 
932-0485 
935-5529 
935-8132 
932-0526 
932-1198 
932-0692 
935-4150 
486-5771 
935-4150 
932-3022 

932-421 1 
935-6012 

935-41 50 

932-4581 

935-6012 

932-7430 

932-8674 

972-0550 

932-4197 

935-3990 

935-4150 

935-9123 

935-6396 

932-7430 

932-421 1 

932-0980 

972-4288 

935-581 4 

932-1181 

932-2634 

972-0290 

935-6012 

935-8184 

972-6740 

237-4396 

932-2423 

935-4755 

935-1242 

932-4875 

972-8032 

972-8040 

932-2926 

972-8181 

972-8181 

932-2450 

972-1640 

972-4288 

935-601 2 

932-4875 

483-6411 

358-281 1 
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Type  ot 
Practice 


Member's  Name 


Address 


Telephone 

Number 


AN 

OBG 

OPH 

PTH  . 

FP 

FP 

FP 

IM 

FP 

FP  . . 
OPH 


Sparks,  E Barrett 
-St,  Clair,  John  T,,  Jr 
Stainton,  Joseph  C 
-Stainton,  Robert  M , ^ 
Stallings,  Joe  H 
Swingle,  Charles  G 
Taylor,  G Wayne 
Taylor,  Robert  D .. 
-.Tedder,  Michael  E, 

- Thomas,  J.  Fred 
Utley,  Phillip  M , 


806  South  Church,  Jonesboro  72401 
Post  Otiice  Box  1478,  Jonesboro  72403 
416  East  Washington,  Jonesboro  72401 
41 1 East  Matthews.  Jonesboro  72401  .. 
,417  East  Matthews.  Jonesboro  72401 
Post  Office  Box  267.  Marked  Tree  72365 
-21 1 East  Matthews,  Jonesboro  72401 
.-31 1 East  Matthews,  Jonesboro  72401 
3100  Apache  Drive,  Jonesboro  72401 
-.514  Southwest  Drive,  Jonesboro  72401 
--920  South  Mam,  Jonesboro  72401  


932-4211 

935-3990 

932-0485 

932-7430 

972-0550 

358-2036 

972-1570 

935-4150 

972-1810 

935-8510 

932-8221 


PTH.. 

Vollman,  Don  B , Jr  

932-7430 

u 

,.  Williams,  E Walden 

932-2926 

EM  ...  , 

.Wilson,  Francis  M . . , 

224  East  Matthews,  Jonesboro  72401  

972-4288 

PTH. ... 

Wilson,  Joe  T , Jr  

932-7430 

RD.  . , 

Winlers,  W Lee 

21 1 3 Indian  Trails,  Jonesboro  72401  (Res.) 

935-4824 

GP 

, .,  .Wisdom.  G Durwood  

932-8121 

IM  . 

. Woodruff,  Stephen  0 

311  East  Matthews.  Jonesboro  72401  

935-4150 

OTO 

Young,  William  C , Jr  

311  East  Matthews,  Jonesboro  72401  

932-6799 

CRAWFORD  COUNTY 

FP 

Darden,  Lester  R 

Post  Office  Box  1327,  Van  Buren  72956  

474-2336 

GP 

Edds,  Millard  C 

1 103  Chestnut,  Van  Buren  72956 

474-2361 

IM 

474-5061 

EM 

-Hefner,  David  P 

Crawford  County  Memorial  Hospital,  Van  Buren  72956. . 

474-3401 

EM 

Koone,  Donald  A 

. ...Cra'Mord  County  Memorial  Hospital,  Van  Buren  72956 

474-3401 

GP. 

Sasser,  L Gordon.  Ill 

Post  Office  Box  438.  Alma  7292'1  

632-3855 

RD 

Shearer,  F E 

Post  Office  Box  458.  Alma  72921  (Res ) 

632-3556 

FP 

Sills,  David  B 

369-2091 

GP 

474-2336 

Yeager,  Thomas  D 

Nashville.  Tennessee 

CRITTENDEN  COUNTY 

GYN  ...  . 

Arnold,  Sidney  W 

735-0836 

IM  

Datzman,  Marylin  A 

228  Tyler,  West  Memphis  72301  

735-0833 

GP 

Deneke,  Milton  D 

Post  Office  Box  687,  West  Memphis  72301  

735-1170 

OBG 

Ferguson,  T Murray  

200  South  Rhodes,  West  Memphis  72301  

735-2150 

OBG 

Ford.  Robert  C . Jr 

200  South  Rhodes,  West  Memphis  72301  

735-2150 

FP  

Hamilton,  Ralph  B 

735-1170 

NEP. 

Hernandez,  Jacinto 

735-2069 

OTO 

Hodges,  John  M 

..  . 300  Tyler,  West  Memphis  72301  

735-7603 

GS 

735-3664 

GS 

Jay,  Gilbert  D.,  Ill 

200  South  Rhodes,  West  Memphis  72301  

735-4612 

OPH  

Kennedy.  Keith  B 

316  Tyler,  West  Memphis  72301  

735-7680 

GS 

Lanford.  H G 

308  South  Rhodes.  West  Memphis  72301  

735-3664 

ORS  

L'Heureux.  Guy  J 

228  Tyler,  West  Memphis  72301  

732-3836 

FP 

Lubin,  Milton 

735-3919 

ORS  

Meredith.  Samuel  G 

732-3036 

IM  

Nadeau.  Kenneth  R 

735-1973 

IM  

Peeples,  Chester  W , Jr 

735-1973 

OTO 

Pettit,  Paul  N 

735-7603 

GS 

Schoettle,  Glenn  P 

735-3664 

FP 

Shrader,  Floyd  R 

1201  Missouri.  West  Memphis  72301  

732-5555 

GP 

Smith.  Bedford  W .. 

300  South  Rhodes,  West  Memphis  72301  

735-1170 

IM 

Taylor,  C Herbert,  Jr  

228  Tyler.  West  Memphis  72301  

735-2069 

R 

Ulley,  L Thomas 

200  Tyler,  West  Memphis  72301  

735-1500 

IM  

Webb,  Dan  W 

228  Tyler,  West  Memphis  72301  

735-1973 

OBG 

Westbrook.  H Wade 

732-2531 

FP 

Wriaht.  William  J 

21 0 ShoDDinowav.  West  Memohis  72301  

735-8751 

CROSS  COUNTY 


FP 

Beaton,  K E 

FP 

Bethell.  Robert  D 

....Post  Office  Box  158,  Wynne  72396 

FP 

Bui,  Doan  V 

. Post  Office  Box  725,  Parkin  72373  . 

FP  ..  .. 

GP 

Crain,  Vance  J 

. .Post  Office  Box  158,  Wynne  72396 

FP 

Jacobs,  James  R 

FP 

Young,  John  H 

411  South  Falls.  Wynne  72396  

238-2321 

238-2321 

755-5442 

238-2321 

238-2321 

238-3261 

238-3261 


FP Delamore,  John  H 

FP Howard.  Don  G .. 

FP Nutt,  Hugh  A 

GP Taylor,  George  D 


DALLAS  COUNTY 

Post  Office  Box  351 , Fordyce  71 742 
1 1 0 North  Clifton,  Fordyce  71742  , 
110  North  Clifton,  Fordyce  71742  .. 
.137  North  Sixth,  Arkadelphia  71923  . 


352-7117 

352-3151 

352-5144 

246-8022 


GS 

Go.  Kong  Hua  L 

DESHA  COUNTY 

382-5252 

GP  . 

382-4425 

FP  .. 

Hoagland,  Robert  A 

382-4878 

**AN 

661-5000 

GP 

Moss.  Swan  B 

222-3141 

FP 

Prosser.  Robert  L 

222-6131 

FP 

Robinson,  Guy  U 

382-4425 

GP 

Turney,  Lonnie  R . . .. 

222-4044 

FP 

Young,  James  E 

Post  Office  Box  707,  McGehee  71 654  

222-6131 

PD 

GP 

Austin,  Lester  K , Jr  

DREW  COUNTY 

711  H L Ross  Drive,  Monticello  71655  

367-6832 

367-3531 

EM 

367-3376 

GP 

Busby,  Arlee  K 

733  Roberts  Drive,  Monticello  71655  

367-3246 

FP  .... 

David,  Andrew  E 

750  H L Ross  Drive,  Monticello  71655  

367-6231 

GP 

Liana.  Angelo  T 

433  South  Mam,  Monticello  71655  

367-5955 

RD 

Price,  Johnnie  P 

367-5100 

FP  .. 

367-6867 

FP  . 

Wilson.  Harold  F 

906  Roberts  Drive.  Monlicello  71655  

367-6867 
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Member’s  Name 

Address 

Telephone 
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RD 

Archer,  Charles  A . Jr  , 

FAULKNER  COUNTY 

411  Western,  Conway  72032  (Res.) 

329-3412 

GP  

Banister.  Bob  G 

923  Parkway,  Conway  72032  

329-3824 

AN  

Beasley,  Margaret  D .. 

. . Post  Office  Box  404.  Conway  72032  

329-3831 

FP  

. Beasley.  T 0 

Post  Office  Box  1 386,  Conway  72032  

329-2946 

ADM  

Benafield,  Robert  B 

Post  Office  Box  2181,  Little  Rock  72203  

378-2356 

GP 

Daniel,  Sam  V 

574  Locust.  Conway  72032 

329-61 1 1 

FP 

.. . . Dobbs.  John  C 

Post  Office  Box  1327,  Conway  72032  

329-2948 

Doss.  John  R . . 

IM  

Furlow,  William  C 

Post  Office  Box  1367,  Conway  72032  

327-1325 

R 

Garrison.  James  S 

Conway  Memorial  Hospital.  Conway  72032  

329-3831 

FP  

Gordy,  L Fred.  Jr  

552  Locust,  Conway  72032  

329-6881 

OPH  

Flendrickson.  Richard  0 

1 504  Caldwell,  Conway  72032  

327-4444 

OPH 

. ..  .Magie,  J J 

1504  Caldwell,  Conway  72032  

327-4444 

OBG  

McChristian,  Paul  L . 

327-6547 

FP  

Ross.  Rex  W 

Post  Office  Box  1327.  Conway  72032  

329-2948 

FP  

Smith,  John  D 

923  Parkway,  Conway  72032  

329-3824 

GP 

Smith,  Lander  A 

329-3824 

FP 

. , While,  Tommie  G . . 

Post  Office  Box  1386.  Conwav  72032  

329-2946 

FRANKLIN  COUNTY 


IM  

Berenson,  Les  M 

Post  Office  Box  1057,  Ozark  72949 

667-4021 

GP 

Calaway.  Robert  L 

Post  Office  Box  C.  Mulberry  72947  

997-1484 

FP  

Gibbons.  David  L 

Post  Office  Box  136.  Ozark  72949  

667-4165 

IM 

Jefferson.  Christina  M 

Post  Office  Box  1057.  Ozark  72949  

667-4021 

PD 

Jefferson,  Thomas  C 

Post  Office  Box  1057,  Ozark  72949  

667-4021 

ADM 

Long,  C C 

Post  Office  Box  1208,  Fort  Smith  72902 

782-8218 

GS 

Smith,  John  C 

Post  Office  Box  1057,  Ozark  72949 

667-4021 

IM 

Sullivan,  Christopher  J . . 

Post  Office  Box  1 057  Ozark  72949  

667-4021 

GARLAND  COUNTY 

IM  

Adams,  Frank  M 

236  Central,  Hot  Springs  71 901  . . 

623-8751 

u 

Aspell,  Robert  W 

304  St  Louis,  Hot  Springs  71913  

321-9013 

RD 

Atkinson,  Robert  H 

1305  Richard,  Hot  Springs  71901  (Res  ) 

624-5676 

IM 

Bodemann,  Michael  C 

623-2781 

IM  

Bodemann,  Stephen  L 

61 5 West  Grand  Hot  Springs  71 901 . . .... 

623-2781 

RD  

Bohnen.  Loren  b 

806  Ramble.  Hot  Springs  7T901  (Res ) 

624-2208 

IM  

Bond,  John  B , Jr  

505  West  Grand.  Hot  Springs  71901 

624-5697 

OTO  

Borg.  Robert  V 

100  Ridgeway  Place,  Hot  Springs  71901 

624-5422 

OPH  

Bracken,  Ronald  J 

505  West  Grand,  Hot  Springs  71 901 

624-4478 

OPH  

Braley.  Richard  E 

312  St  Louis,  Hot  Springs  71913  ..  

624-1196 

GS 

Brunner,  John  H 

101  Whittington,  Hoi  Springs  71901  

321-2229 

EM 

Bumpas,  Timothy  F 

624-5702 

# 

Burrow,  Thomas  E 

Hot  Springs 

RD 

Burton,  Frank  M 

106Trivista  Right.  Hot  Springs  71901  (Res.) 

623-8323 

U 

Burton,  James  F 

101  Whittington,  Hot  Springs  71901  

321-2229 

GS 

Campbell,  James  W 

236  Central,  Hot  Springs  71 901 .. . 

624-5700 

D 

Cates.  Jack  A 

100  Ridgeway  Place,  Hot  Springs  71901 

624-3376 

GS 

Chamberlain,  Joe  W 

330  Sixth,  Hot  Springs  71913 

623-4477 

GS 

Chamberlain,  Warren  W 

330  Sixth,  Hot  Springs  71 91 3 

623-4477 

RHU  

Clardy,  Edgar  K 

623-9684 

FP  

Clark,  Robert  B 

211  Hobson,  Hot  Springs  71 91 3 

623-8341 

Connelly.  Jerry  H 

Greensboro,  North  Carolina 

RD 

Daniel,  Richard  L 

623-9753 

AN  

Davis.  Sheryl  L 

101  Ladue  Drive,  Hot  Springs  71901  (Res.) 

623-9216 

D 

Dean,  Arthur  J , Jr 

99  Little  Pine,  Hot  Springs  71901 

624-0673 

IM  

Dembinski,  T Henry  .. . 

623-9781 

RD 

Dodson,  John  W 

37  Circle  Drive,  Hot  Springs  71901  (Res  ) 

623-1025 

GE  

Dunn,  Richard  W 

1 33  Arbor,  Hot  Springs  71 901  

623-4898 

ORS  

Durham,  Thomas  M , Jr 

623-7717 

RD 

Edwards.  Gwilym  A 

1 Magda  Lane.  Hot  Springs” Village  71909  (Res  ) 

922-0552 

GS 

Eisele,  W Martin 

321-2229 

OBG 

Finan,  E Michael  

225  Linden,  Hot  Springs  71901 

623-6455 

R 

Fore,  Robert  W 

. . . 91 1 West  Grand,  Hot  Springs  71 91 3 

623-6693 

GP 

Fotioo,  George  J 

623-5121 

GS 

French.  James  H 

101  Whittington,  Hot  Springs  71901  

321-2229 

GP 

Gardial.  J Richard  

125  Greenwood,  Hot  Springs  71901  

623-3373 

FP  

Gardner,  James  L 

125  Greenwood,  Hot  Springs  71901 

623-0904 

RD 

Garner.  Onyx  P 

(Address  unknown) 

FP  

Graham,  Richard  F 

505  West  Grand,  Hot  Springs  71 901 

623-4391 

OTO  

Griffin.  James  E 

100  Ridgeway,  Hot  Springs  71901  

624-5422 

OBG 

Haggard,  John  L 

.101  Whittington,  Hot  Springs  71901  

321-2229 

OTO  

624-5422 

FP 

Hechanova.  D M , Jr  

1 31 5 Central,  Hot  Springs  71 901  

624-5206 

CD 

Heinemann.  Fred  M 

ABT  Towers,  fl504.  Hot  Springs  71 901 

624-6641 

GS 

623-9581 

FP 

623-3373 

CDS  

101  Whittington,  Hot  Spring's  71901  

321-2229 

AN  

Humphreys,  Robert  P 

. ..229  Hazel,  Hot  Springs  71901 

623-7601 

D 

Post  Office  Box  2588,  Hot  Springs  71913 

321-9455 

P 

Jackson,  George  W 

901  West  Grand,  Hot  Springs  71913 

623-3502 

GYN 

Post  Office  Box  2067  Hot  Springs  71914  

623-6628 

OBG 

Post  Office  Box  2067.  Hot  Springs  71914  

623-6628 

CD 

Jayaraman,  k K 

2513  Malvern,  Hot  Springs  71901 

321-2513 

PTH 

Post  Office  Box  1460,  Hot  Springs  71902  

623-2518 

PUD  

Jayasundera,  Naomal  S 

225  Linden,  Hot  Springs  71901  

623-7163 

OPH  

Johnston.  Gaither  C 

99  Little  Pine,  Hot  Springs  71901 

624-7106 

GP 

623-8341 

GS  

905  West  Grand.  Hot  Springs  71913 

623-9581 

GP 

356-31 55 

OBG 

Kimberlin.  G Dan  ...  . 

. . 101  Whittington,  Hot  Springs  71 901  

321 -2229 

ORS  

1 33  Arbor,  Hot  Springs  71 901  

321 -2663 

RD 

610  Ramble,  Hot  Springs  71901  (Res.) 

623-8185 

ORS  

Kleinhenz,  Robert  W 

133  Arbor,  Hot  Springs  71901  

321 -2663 

AN 

300  St  Louis  Place,  Hot  Springs  71913 

623-9216 

FP  

Koehn.  Martin  A 

328  Quapaw,  Hot  Springs  71 901 

321 -9292 

P 

Lane,  Charles  S . Ill  

225  Linden,  Hot  Springs  71 901  

624-4490 

IM 

8 Cordoba  Center,  Hoi  Springs  Village  71909 

624-5703 

PTH 

Post  Office  Box  1460.  Hot  Springs  71902  

623-2518 

P 

. Post  Office  Box  850,  Hot  Springs  71902  

624-2354 

GP 

Lovell,  Clawrence  R 

414  Albert  Pike,  Hot  Springs  71913 

624-1211 

GS 

Mahone.  J Kelly 

905  West  Grand,  Hot  Springs  71913 

623-9581 

IM 

623-1545 

IM 

99  Little  Pine.  Hot  Springs  71901 

623-4453 

ORS 

623-5300 

GYN  

McCrary,  Robert  F 

505  West  Grand,  Hot  Springs  71901 

321-2217 
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Type  ol 
Practice 


NEP  McCrary,  Robert  F . Jr 

PD  McFarland.  Louis  R 

GP  McMahan.  James  C 

GS  . Meek.  Gary  N 

R Munos.  Louis  R 

PD  . Newton,  Doane  M 

CD  Pai,  Balakrishna  V 

OBG  Pappas.  Deno  P 

s Parkerson.  Carl  R 

GP  ..  . Parkerson.  Cecil  W 

RD  Peeples.  Raymond  E . 

PTH  Pemmaraiu,  Seshaginrao 

RD  Power,  Allyn  R 

OBG  Rainwater,  W S . .. 

PD  Robert,  Jon  M 

RHU  Robertson.  Fred  1 

PM  Rosenzweig,  Joseph  L 

RD Sanders,  Hallman  E 

GP  -Seifert.  Kenneth  A 

GER Shriner,  Walter  

FP  , Simpson.  John  B 

ORS  Smith,  Bruce  L.,  Jr  

R . Smith.  Phillip  L 

R Springer,  Melvin  R . Jr  .... 

R - Springer,  William  Y 

FP Sleeker,  Elton  H , Jr  

FP Sleeker,  Rheeta  M 

D Stough,  D B . Ill  

OPH  Thomas.  W Al 

OBG Thompson.  Thomas  P .... 

PD  Trieschmann.  John  W ... 

RD Wade,  H King,  Jr  

OPH  Wallace,  Thomas  R 

FP  Wilson.  William  C 

GP  Wise,  W Paul  

U Woodward.  Philip  A 


, 236  Central,  Hot  Springs  71901  . 321-9803 

,21 1 Hobson,  Hoi  Springs  71913 ..  ,,  321-1314 

.306  Albert  Pike,  Hot  Springs  71901  . ..  624-2111 

905  Wesi  Grand,  Hot  Springs  71913 623-9581 

.91 1 West  Grand,  Hot  Springs  71913 623-6693 

,236  Woodbine,  Hot  Springs  71901  321-2546 

.236  Central,  Hot  Springs  71901 623-7510 

101  Whittington.  Hot  Springs  71901  321-2229 

Hot  Springs 

1421  Central,  Hot  Springs  71901  624-3341 

. Route  1 9,  Box  254,  Hot  Springs  71913  (Res.) 262-3346 

Post  Office  Box  1460,  Hot  Springs  71902  623-2518 

- .Majestic  Hotel.  Hot  Springs  71 901  (Res) 623-5511 

101  Whittington,  Hot  Springs  71901  321-2229 

-.236  Woodbine.  Hot  Springs  71901  321-2546 

Post  Office  Box  850,  Hot  Springs  71902  624-1281 

Post  Office  Box  1358,  Hot  Springs  71902  624-4411 

. . 220  Bafanridge.  Hot  Springs  71901  (Res  ) 624-2869 

8 DeSoto  Center,  Hot  Springs  Village  71909 922-0540 

...  8 DeSoto  Center,  Hot  Springs  Village  71 909 922-0540 

-328  Quapaw,  Hot  Springs  71 901 321  -9292 

...  715  West  Grand.  Hot  Springs  71913 623-5300 

...  911  West  (Srand,  Hot  Springs  71913 623-6693 

, , 91 1 West  Grand,  Hot  Springs  71913 623-6693 

. 911  West  Grand,  Hot  Springs  71913 623-6693 

. .1315  Central.  Hot  Springs  71901  624-5206 

,1315  Central,  Hot  Springs  71901  624-5206 

. 99  Little  Pine,  Hot  Springs  71901 624-0673 

. Post  Office  Drawer  D,  Hot  Springs  71902  624-1204 

. 101  Whittington,  Hot  Springs  71901  321-2229 

...Post  Office  Box  2458,  Hot  Springs  71913  321-2546 

118  Trivista  Right,  Hot  Springs  71901  (Res  ) 623-9426 

..  505  West  Grand,  Hot  Springs  71901 624-0609 

101  Dons  Lane,  Hot  Springs  71913  623-1151 

. Post  Office  Box  626,  Ftot  Springs  71902  624-4411 

903  West  Grand.  Hot  Springs  71913 623-81 10 


GRANT  COUNTY 

GP Irvin,  Jack  M 205  West  High.  Sheridan  72150  

FP  Paulk.  Clyde  D . Post  Office  Box  307.  Sheridan  721 50 


942-3171 

942-5155 


R Baker.  A J 

GP  - - Baker,  Clark  M 

PTH Boggs.  Dwight  F 

FP Bonner,  J Darrell  

FP Cagle.  Roger  E 

GP- Collier,  George  H .,  .. 

FP Collier,  Jon  D 

GP  Crow,  Asa  A 

FP Duckworth,  H R 

OT Futrell,  J B 

OPH  Hardcastle.  R Lowell 

GP Harper,  Bland  R 

ORS  Hazzard,  Marion  P . 

FP  ..  . Hobby,  George  A 

U Jones,  Bryant  W 

FP  . Kemp,  Clarence  L ... 

GS --Lawson.  J Larry  

AN  Martin.  Richard  O ... 

RD McKelvey,  Earle  D ... 

FP Mitchell.  Bennie  E ... 

FP Muse.  Jerry  L 

GP  Page,  Billie  C 

R Purcell,  Donald  I.  . .. 

PTH Richmond,  Jack  G ... 

GS Sellars,  John  R 

FP Shedd,  L.  L 

FP Shotts,  C Mack  

PD Shotts.  Vern  Ann 

FP Watson.  Samuel  D . . 

OPH  Webb,  James  W .. 

IM  White,  Robert  B , . . 

FP Williams.  Jacob  M 


GREENE-CLAY  COUNTY 

- Post  Office  Box  339,  Paragould  72450  

.115  West  Court,  Paragould  72450  

- «1  Medical  Drive,  Paragould  72450  

. 1015  West  Kingshighway.  Paragould  72450 

. ffl  Medical  Drive,  Paragould  72450  

- Post  Office  Box  361,  Paragould  72450 

45  Market  Place.  Paragould  72450 

. (fl  Medical  Drive,  Paragould  72450  

. Post  Office  Box  303.  Piggoft  72454. 

- 414  West  2nd.  Rector  72461  

.41  Medical  Drive,  Paragould  72450  

..Post  Office  Box  C.  Monette  72447  

41  Medical  Drive,  Paragould  72450  

. 41  Medical  Drive,  Paragould  72450  

-.41  Medical  Drive,  Paragould  72450  

. 41  Medical  Drive,  Paragould  72450  

, 41  Medical  Drive.  Paragould  72450  

...Post  Office  Box  339.  Paragould  72450 

---319  Grandview,  Clarksville  72830  (Res  ) 

...901  West  Kingshighway,  Paragould  72450  . 

- Post  Office  Box  352.  Piggott  72454 

...41  Medical  Drive,  Paragould  72450  

...Post  Office  Box  339,  Paragould  72450 

...Post  Office  Box  339.  Paragould  72450 

. 41  Medical  Drive.  Paragould  72450  

,1015  West  Kingshighway,  Paragould  72450 

. 41  Medical  Drive.  Paragould  72450  

-.1015  West  Kingshighway.  Paragould  72450 
. 901  West  Kingshighway.  Paragould  72450  . 

- .920  South  Mam.  Jonesboro  72401  

. 41  Medical  Drive.  Paragould  72450  

.1015  West  Kingshighway,  Paragould  72450 


236-3486 
236-6356 
239-7131 
239-4076 
239-8504 
236-691 1 
236-691 1 
239-8504 
598-2236 
595-3332 
236-6948 
486-2706 
236-6996 
239-8579 
239-2585 
239-8504 
239-5916 
239-7194 
754-2382 
239-8576 
598-2237 
236-2364 
239-8431 
236-7733 
239-5926 
239-4076 
239-8505 
239-4076 
236-8591 
932-8221 
239-9549 
239-4076 


GP.. 
PTH 
GP., 
FP  . 
GP.. 
FP  .. 
GS.. 
GP.. 
R .... 
FP  . 
FP  . 


Branch,  James  W , Sr 

Dodd,  N Leland  

Goins.  Dale  E 

Harden,  Charles  M . Jr 

Harris,  Lowell  O 

Holt.  Forney  G 

Martindale.  James  G . 

McKenzie.  Jim  

Stevens.  David  G 

Warmack,  Asa  M 

Wright,  George  H 


HEMPSTEAD  COUNTY 

420  South  Mam.  Hope  71801  

Post  Office  Box  1118,  Hope  71801 

Post  Office  Box  550.  Hope  71801 

Post  Oflice  Box  308.  Hope  71801 

Post  Office  Box  550.  Hope  71801 

.300  East  6th,  Texarkana  75502 

Post  Office  Box  861.  Hope  71801 

Post  Office  Box  687.  Hope  71801 

Route  4.  Box  329-S.  Hope  71 801  (Res ), 

Post  Office  Box  687,  Hope  71801 

405  West  16th,  Hope  71801 


777-4636 

777-9324 

777-2131 

777-3810 

777-2131 

774-3211 

777-3464 

777-2321 

777-9777 

777-2321 

777-6722 


HOT  SPRING  COUNTY 


GP 

IM 

FP 

FP 

AN. 

FP 

GP 

4 

GS 
FP  . 
GP, 
FP 
FP 


.Brashears,  Larry  B 
Burton.  Bruce  K 
.Clark,  Curtis  B 
Cobb.  Russell  W . 
.Ellis,  C Randolph  , . 
.Justus.  Michael  G 

Kersh,  N B 

McCray,  Raymond  V 
Murphy,  Kenneth  . .. 

Peters,  C F 

Vaughan.  John  A 

White,  Bruce  A 

White.  Robert  H 


1234  South  Mam,  Malvern  72104  332-5246 

1002  Schneider,  Malvern  72104  337-9031 

.294  Summar,  Jackson.  Tennessee  38301  901-423-1935 

1 420  Potts,  Malvern  72104  332-31 1 2 

1004  South  Mam.  Malvern  72104  332-6941 

1 002  Schneider  Drive,  Malvern  721 04  337-9066 

1518  McBee,  Malvern  72104 337-7533 

Malvern 

,1002  Schneider  Drive,  Malvern  72104  337-4935 

1420  Potts.  Malvern  72104 332-2521 

115  East  Highland,  Malvern  72104 332-2371 

1002  Schneider  Drive,  Malvern  72104  337-9066 

1004  Dyer,  Malvern  72104 332-3664 
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Type  of 
Practice 

FP  

Member’s  Name 

Buckley,  Douglas  A 

Address 

HOWARD-PIKE  COUNTY 

Post  Office  Box  834,  Nashville  71852 

Telephone 

Number 

845-4622 

GP 

,, . .Chambers,  William  H. 

Post  Office  Box  1 750,  Nashville  71852 

. . 845-4041 

GP 

Gulletl,  A Dale  

Post  Office  Box  98,  Dierks  71833  

286-3154 

GS 

Hearnsberger,  John  E 

Post  Office  Box  508,  Nashville  71852 

845-1761 

FP  

Humphreys,!  J.  Jr  

Post  Office  Box  575,  Nashville  71852 

845-2922 

GP 

Jones,  William  J 

Post  Office  Box  49,  Glenwood  71943 

356-3921 

FP  

King,  Joe  D 

Post  Office  Box  549,  Nashville  71852 

845-1933 

FP  

Peebles.  Samuel  W 

120  West  Sypert,  Nashville  71852 

845-4676 

R 

Pye,  Ted  H 

845-5341 

GP  

Turbeville,  James  0 

Post  Office  Box  434,  Murfreesboro  71 958 

285-2182 

GP 

..  . Ward,  Hiram  T 

Post  Office  Box  319,  Murfreesboro  71958  

285-2491 

FP  

White.  Phillip  L 

Post  Office  Box  538,  Murfreesboro  71958 

285-3118 

GP 

Wilmoth,  Marion  H 

Post  Office  Box  804,  Nashville  71852 

845-4780 

FP Baker.  J R 

CD Baxley,  PaulJ  

FP Beck.  Carl  T 

R Bess.  Lloyd  G 

U Day,  Charles  H 

P Goodin,  William  FI , Jr 

PTH Hill,  John  M.  Jr  

OBG Jones.  Edward  J 

OPH  Jones.  Edward  T 

IM  Kauffman.  P David 

GS Ketz,  Wesley  J 

GS Lambert,  John  S 

ORS  Luter.  Dennis  W 

FP Lytle.  Jim  E 

R McClain.  Charles  M , Jr 

GP Moody,  Lackey  G 

GP Raney.  Troy 

FP Scott.  John  G 

FP Slaughter.  Bob  L 

FP Smith.  Bob  G 

GS Stalker,  James  M 

GS Strickland.  N E 

GP Taylor,  Chaney  W 

RD Taylor.  Charles  A 

GP Tucker.  Charles  L 

AN Turner,  Samuel  R 


INDEPENDENCE  COUNTY 

Post  Office  Box  2001.  Batesville  72503  

4301  West  Markham.  Little  Rock  72201  

Post  Office  Drawer  J,  Mountain  View  72560 

1490  Byers,  Batesville  72501 

Post  Office  Box  21 16,  Batesville  72503  

407  Virginia  Drive.  Batesville  72501  

Post  Office  Box  2116,  Batesville  72503  

409  Virginia  Drive.  Batesville  72501  

1 80  North  5th,  Batesville  72501 

501  Virginia  Drive.  Batesville  72501  

Post  Office  Box  2695,  Batesville  72503  

501  Virginia  Drive,  Batesville  72501  

501  Virginia  Drive.  Batesville  72501  

Post  Office  Box  21 16,  Batesville  72503  

1490  Byers,  Batesville  72501 

Post  Office  Box  2335,  Batesville  72503  

Post  Office  Box  83,  Cave  City  72521  

Post  Office  Box  21 16,  Batesville  72503  

Post  Office  Box  2553,  Batesville  72503 

Post  Office  Box  21 1 6,  Batesville  72503 

Post  Office  Box  2575.  Batesville  72503  

501  Virginia  Drive,  Batesville  72501  

Post  Office  Box  21 1 6,  Batesville  72503  

Route  7,  Box  649A,  Batesville  72501  (Res,).. 

Post  Office  Box  38.  Ash  Flat  72513 

920  15th  Street.  Batesville  72501  


793-5356 
661 -5880 
269-3834 
793-2207 
698-1808 
793-4831 
793-5251 
793-4300 
793-5257 
793-8374 
793-2321 
698-1846 
793-2371 
793-6663 
793-2207 
793-6888 
283-5762 
793-1126 
793-2540 
793-9352 
793-5205 
698-1846 
793-5251 
793-2836 
994-7301 
793-1133 


IM  Ashley.  John  D 

GS Carney,  J W 

R Chauhan.  Mutiz  A . . 

IM  Dudley,  Guilford  M ... 

FP Duke,  Fran  L 

GS... Frankum,  Jerry  M , Jr 

GP Green.  Roger  L 

RD Harris,  M Raymond  . 

OBG Jackson,  Jabez  F . Jr 

RD Jackson,  Jabez  F 

FP Junkin,  A Bruce  

ORS  Lopez,  Ramon  E 

GS Poon.  Hon  K 

OPH  Stanfield.  Wayne 

RD Williams,  Thomas  E . 

R Young,  Jack  S 


JACKSON  COUNTY 

.2000  McLain,  Newport  72112 

.Post  Office  Box  699.  Newport  72112 
Post  Office  Box  605,  Newport  721 12 

.2000  McLain,  Newport  721 12 

Post  Office  Box  130.  Newport  72112 
Post  Office  Box  606,  Newport  72112 
Post  Office  Box  159,  Newport  72112 
,501  Walnut,  Newport  721 1 2 (Res ) .... 
Post  Office  Box  A,  Newport  721 12  .... 

304  Ash,  Newport  72112  (Res  ) 

Post  Office  Box  69.  Newport  721 1 2 ., 

1902  McLain.  Newport  721 12 

Post  Office  Box  206,  Newport  72112 
Post  Office  Box  129,  Newport  721 12 
1 2 Park  Place.  Newport  721 1 2 (Res.) 
Post  Office  Box  67,  Newport  721 12  .. 


523-6721 

523-3489 

523-6591 

523-5272 

523-5344 

523-5879 

523-6721 

523-5168 

523-3289 

523-8314 

523-3666 

523-2942 

523-6796 

523-3321 

523-6121 

523-8115 


JEFFERSON  COUNTY 


n 

RD 

Adams,  Carl  H 

Anderson.  Charles  W 

Little  Rock 

1411  Olive,  Pine  Bluff  71601  (Res.) 

535-1661 

FP 

Atnip,  Gwyn 

1111  West  1 5th.  Pine  Bluff  71603 

535-3551 

FP  

Bell,  Carl  H , Jr 

1602  West  42nd  Pine  Bluff  71603  

535-4850 

ORS  

Blackwell.  Banks  

534-3122 

FP 

Bonner,  Steven  P 

541-0770 

OBG 

Bracy.  Calvin  M 

1301  West  43rd,  Pine  Bluff  71603 

536-7550 

u 

Brooks,  R Teryl,  Jr 

1 801  West  40th,  Pine  Bluff  71 603 

536-7758 

FP 

Bryant,  R Frank  

1 1 12  Linden.  Pine  Bluff  71603 

534-4352 

OTO  

Buckley,  J Wayne  

1408  West  43rd.  Pine  Bluff  71603 

535-5719 

P 

Burford,  Thomas  G 

431 3 West  Markham,  Little  Rock  72201 

664-4500 

PD 

Burke.  Bryan  L , Jr  

1420  West  43rd,  Pine  Bluff  71603 

534-6210 

GE 

Butler,  Robert  C.  . . . 

1 801  West  40th.  Pine  Bluff  71603 

536-7660 

PUD  

Campbell,  J C 

536-8507 

AN 

Carlisle,  David  L 

1 41 0 West  42nd,  Pine  Bluff  71 603  

535-5522 

P 

FP  

Carlton,  I L 

Cheek,  Ben  H 

Post  Office  Box  1 01 9,  Pine  Bluff  71 61 3 

534-1834 

541-7189 

PTH 

FP  

Clark,  James  F , Jr  

1515  West  42nd,  Pine  Bluff  71603  

541-7528 

628-4292 

IM  

Crenshaw,  John  

4201  Mulberry.  Pine  Bluff  71603 

535-2200 

D 

IM  

Davis,  Charles  M 

Dedman,  John  D . , 

1416  West  43rd,  Pine  Bluff  71603 

4201  Mulberry,  Pine  Bluff  71603  

535-7477 

535-2200 

CD 

Deneke,  William  A 

1612  West  42nd.  Pine  Bluff  71603  

536-3015 

OBG 

Devi,  T S. 

536-0974 

GS 

EM 

R 

Dickins.  Robert  D . Sr  

Edmiston,  Frank  G.  . . . 

Fendley,  Claude  E 

1003  Cherry,  Pine  Bluff  71601 

18101  Fawn  Tree  Drive,  Little  Rock  72209  (Res.) 

Post  Office  Box  7863,  Pine  Bluff  71 61 1 

534-8141 

455-1315 

534-8651 

GP 

TS 

Flowers,  Martha  A 

Forestiere,  Lee  A 

119  East  4th.  Pine  Bluff  71601 

1 801  West  40th,  Pine  Bluff  71 603 

534-5523 

534-4188 

R 

534-8651 

IM  

1801  West  40th  Pine  Bluff  71603  

541 -0222 

RD 

Glasscock,  Robert  E 

. . ..3218  Elm,  Pine  Bluff  71601  (Res  ) 

535-6438 

PD 

IM  

Green.  Horace  L 

Green,  Linda  Haynie  

1420  West  43rd,  Pine  Bluff  71 603 

1710  Doctors  Drive,  Pine  Bluff  71603 

534-6210 

534-6570 

ORS  

Gullett,  Robert  R’,  Jr  

1801  West  40th,  Pine  Bluff  71603 

536-7579 

R 

IM  

Hardin,  J,  David 

Harper,  William  F, 

Post  Office  Box  7863,  Pine  Bluff  71 61 1 

1801  West  40lh.  Pine  Bluff  71 603 

534-8651 

536-9230 

PD 

1 420  West  43rd,  Pine  Bluff  71 603 

534-6210 

R 

Post  Office  Box  7863  Pine  Bluff  7161 1 

534-8651 

EM 

RD 

IM  

Henderson.  Francis  M .... 

Herron,  John  T ... 

Hoover,  S H 

120  South  Walnut.  Pine  Bluff  71601  

.,  2824  Foxcroft  Road,  »49  Little  Rock  72207  (Res.) 

1708  West  42nd,  Pine  Bluff  71 603  

535-0855 

227-9484 

536-7300 

334 


Member's  Name 


Address 


Telephone 

Number 


Type  ol 
Practice 


OPH  Hughes,  L Millon 

FP  Hussain.  Shalqal 

RD Hutchison.  E.  L 

OBG  Hyman,  Carl  E 

N Ingram,  Thomas  E , 

GS Irwin,  Raymond  A , Jr 

U Jacks,  David  C. 

P James,  William  J 

CD  Jenkins,  Bobby  J 

AN  Jenkins,  Mary  Ellen 

GS. ..  .Johnson,  Horace 

R Joseph,  Aubrey  S. 

FP  . Justiss,  Richard  D . . 

OBG Kaipa.  Siva  P 

AN  Khan,  M A 

OPH  King,  Yum  Y 

OTO  Langston.  Lloyd  G 

GS Ligon,  Ralph  E 

FP  Lindsey,  James  A 

ORS  Lipscomb,  Larry  G 

D Lum,  Don  

GS Mabry,  Charles  D 

FP  Maynard.  Ross  E 

R McDonald,  Robert  L 

OPH  McFarland.  Mike  S 

NEP Mehta.  Shyam  P 

GS Meredith,  William  R . .. 

ADM  Miller,  Donald  L 

R Milligan,  Monte  C 

RD Monroe,  Sanford  C 

FP Morris.  Harold  J 

OPH Nixon.  William  R 

IM  Nuckolls.  J William  

CD Pearce.  Malcolm  B 

FP Perry,  V Bryan  

GYN Pierce.  J R , Jr  

OBG Pierce,  Ruston  Y 

FP Raney,  0 C 

ORS  Reed.  E Frank  

PD Reid,  Lloyene  B 

GS- Rittelmeyer,  Clarence  M 

OBG Roaf.  Sterling  A 

GS Roberson.  George  V 

FP Robinette,  Joseph  S 

GE Rogers.  Henry  L 

OBG Ross,  Robert  L 

AN Samuel,  Ferdinand  K . 

OTO Shorts,  Stephen  D 

GYN Simmons.  Calvin  R 

NS.. Simpson,  P B , Jr  

PD Smith,  Paul  L 

GS.. Smith,  Robert  J 

RD Stern.  Howard  S 

GS Sullenberger,  A G 

PTH Tisdale.  A D 

PD Townsend,  Thomas  E . 

IM Tracy,  C.  Clyde  

FP Waheed,  Atiya  N 

GS ..Wilkins.  Waller  J 

IM Wineland,  Herbert  L 

A Worrell.  Aubrey  M , Jr 

FP Yalamanchili,  R R 


1414  West  43rd,  Pine  Blulf  71603  

1 801  West  40lh,  Pine  Blutt  71 603 
, Post  Office  Box  1365,  Pine  Blutt  71613  (Res.). 

. 121  East  4th,  Pine  Bluff  71601  

1 726  Doctors  Drive,  Pine  Bluff  71 603 

, 1220  West  42nd.  Pine  Bluff  71603 

.,4303  Mulberry.  Pine  Bluff  71603  

Post  Office  Box  1019.  Pine  Bluff  71613  

1612  West  42nd,  Pine  Bluff  71603 

.1410  West  42nd.  Pine  Bluff  71603 

2526-B  East  Harding.  Pine  Bluff  71 601 
Post  Office  Box  7863,  Pine  Bluff  71611  , 

1 222  West  42nd,  Pine  Bluff  71 603 

1 708  Doctors  Drive,  Pine  Bluff  71603 

1410  West  42nd,  Pine  Bluff  71 603 

4800  South  Hazel.  Pine  Bluff  71603  

,1408  West  43rd,  Pine  Bluff  71603  

...1801  West  40th,  Pine  Bluff  71603  

...1222  West  42nd,  Pine  Bluff  71603 

...1801  West  40th,  Pine  Bluff  71603  

.4301  Mulberry,  Pine  Bluff  71603  

...1716  West  42nd,  Pine  Bluff  71603 

...303  National  Building,  Pine  Bluff  71601  

, Post  Office  Box  7863,  Pine  Bluff  7161 1 

. 1801  West  40th,  Pine  Bluff  71603  

. 4400  Mulberry,  Pine  Bluff  71603  

. 1 704  West  42nd.  Pine  Bluff  71 603 

.1515  West  42nd,  Pine  Bluff  71 603 

.909  West  4th,  Fordyce  71 742 

. 1600  West  35th,  Pine  Bfuff  71603  (Res  ) 

1 030  Poplar,  Pine  Bluff  71 601  

..709  West  6th,  Pine  Bluff  71601  

.1801  West  40th.  Pine  Bluff  71603  

.1612  West  42nd,  Pine  Bluff  71603 

. 1 722  West  42nd,  Pine  Bluff  71 603 

.1702  West  42nd,  Pine  Bluff  71603 

.1702  West  42nd,  Pine  Bluff  71603 

.1720  West  42nd,  Pine  Bluff  71 603 

..916  Cherry.  Pine  Bluff  71601  

.1420  West  43rd.  Pine  Bluff  71603  

. 1 704  West  42nd,  Pine  Bluff  71 603 

. 1310  Linden,  Pine  Bluff  71603  

.1801  West  40th,  Pine  Bluff  71603  

,1718  Doctors  Drive,  Pine  Bluff  7 1 603 

.1801  West  40th,  Pine  Bluff  71 603  

..1305  West  43rd,  Pine  Bluff  71603  

..Post  Office  Box  1 272,  Pine  Bluff  71613 

. 1 408  West  43rd.  Pine  Bluff  71603 

.1  714  West  42nd,  Pine  Bluff  71603 

1801  West  40th,  Pine  Bluff  71603  

..Post  Office  Box  1648,  Pine  Bluff  71613 

. 817  Cherry,  Pine  Bluff  71601  

..2404  West  47th,  Pine  Bluff  71603  (Res.) 

..1726  West  42nd,  Pine  Bluff  71603 

..1515  West  42nd,  Pine  Bluff  71603 

..1420  West  43rd.  Pine  Bluff  71603  

. 4201  Mulberry,  Pine  Bluff  71603  

..1608  West  42nd,  Pine  Bluff  71603 

.1220  West  42nd,  Pine  Bluff  71603 

,1710  West  42nd,  Pine  Bluff  71603 

.3900  Hickory,  Pine  Bluff  71603  

.1421  Cherry.  Pine  Bluff  71601  


536-7738 

535- 4640 
,,  534-1326 

„..  534-3365 
..  535-4803 
...535-2100 
....  535-4221 
,.  . 534-1834 
. 536-3015 
. , 535-5522 
, 534-3910 
,.  , 534-8651 
..  535-1819 
. 535-1025 
,.  535-5522 
, 536-1897 
....  535-5719 
....  534-4188 
....  535-1819 
....  536-7579 
.,,.541-0400 
....  535-8280 
. ..  534-5732 
....  534-8651 
....  536-4100 

536- 6105 
...  535-8727 
...  541-761  1 
....  352-3442 
....  534-1130 
....  534-0822 
...  534-2624 

. 541  -0222 
....  536-3015 
....  535-4141 
....  535-3443 
. ..  535-3443 
....  534-5861 
....  535-0121 
....  534-6210 

535-8727 
....  536-4602 
....  535-2716 
....  535-2372 
...  536-7660 
....  534-8993 
...  535-7457 
. ..  535-5719 
....  535-3213 
...  536-8547 
....  536-4566 
...  535-1880 
...  534-8281 
...  534-4407 
....  541-7524 
....  534-6210 
....  535-2200 
...  536-9700 
....  535-2100 
....  534-3561 
...  535-8200 
....541-0770 


FP 

FP 

GS 

FP 

FP 

RD 

FP 

FP 


JOHNSON  COUNTY 


Fraser,  Robert  E Post  Office  Box  668,  Clarksville  72830 

McAuley,  John  R Post  Office  Box  668,  (Olarksville  72830 

McKeivey,  Richard  E Post  Office  Box  440,  Clarksvilie  72830 

Patterson,  Jack  T Post  Office  Box  668,  Clarksviile  72830 

Pennington,  Donald  H Post  Office  Box  668,  Clarksvilie  72830 

Shrigley,  Guy  P Post  Office  Box  70,  Clarksvilie  72830  (Res.) 

Taylor,  George  W Post  Office  Box  668,  Clarksville  72830 

West,  Boyce  W Post  Office  Box  220,  Clarksviiie  72830  


754-8384 

754-8384 

754-6510 

754-8384 

754-8384 

754-3236 

754-8384 

754-6661 


LAFAYETTE  COUNTY 

OP Ditsch,  Craig  E Post  Office  Box  276,  Stamps  71860  533-4461 

RO Lee,  Willie  J 3104  Crestridge,  Texarkana  75503  (Res.) 214-793-2815 


GP Cruse,  Edward  J .. 

RD Dickey,  A B 

GP Elders,  J B 

FP Hughes,  Joe  E 

IM  Joseph,  Ralph  F 

FP Lancaster,  Teddy  S 

IM  .Quevillon,  Robert  D 

R Smoot,  John  D 

FP Spades,  S A , III 

GS Wilson,  Stephen  K, 


LAWRENCE  COUNTY 


Post  Office  Box  1 1 6,  Black  Rock  7241 5 878-6209 

704  Northwest  3rd,  Walnut  Ridge  72476  (Res  ) 886-5377 

Post  Office  Box  595,  Walnut  Ridge  72476 886-:31 62 

Post  Office  Box  719,  Walnut  Ridge  72476 886-3543 

Post  Office  Box  109,  Walnut  Ridge  72476 886-321 1 

Post  Office  Box  719,  Walnut  Ridge  72476 886-3543 

421  Southwest  3rd,  Walnut  Ridge  72476 886-9575 

Post  Office  Box  934,  Jonesboro  72403  886-1244 

Post  Office  Box  719,  Walnut  Ridge  72476 886-3543 

Post  Office  Box  591 , Walnut  Ridge  72476 886-6409 


LEE  COUNTY 

GP Fields,  E,  C 77  West  Main,  Marianna  72360 

FP Gray,  Dwight  W 1 1 0 West  Chestnut,  Marianna  72360 

GP Ly.  Duong  N 29  West  Tennessee,  Marianna  72360 

GP Waddy,  Leon  M , Jr 530  West  Atkins,  Marianna  72360 


295-5244 

295-3131 

295-2543 

295-5225 


FP 

IM 

GP 

RD 

FP 

EM 


LITTLE  RIVER  COUNTY 


Armstrong,  James  D Post  Office  Box  637,  Ashdown  71822  

Gillean,  John  A , III  Post  Office  Box  81 8,  Ashdown  71 822  

Gillean,  Myra  M Post  Office  Box  818,  Ashdown  71822  

Peacock,  Norman  W , Jr Route  2,  Peacock  Addition,  Ashdown  71822  (Res.) 

Shelton.  Joe  G.,  Jr Post  Office  Box  697,  Ashdown  71822  

Wade,  Billy  K Post  Office  Box  126,  Ashdown  71822  


898-3306 

898-5036 

898-5036 

898-3353 

898-3306 

898-5886 
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Type  of 
Practice 

Member's  Name 

Address 

Telephone 

Number 

GP  

Baskerville,  Jerry  R 

LOGAN  COUNTY 

963-2132 

FP 

Daniel,  William  R 

1 1 4 West  Fourth.  Booneville  72927 

675-2455 

FP 

Enns,  Wayne  P 

Post  Office  Box  625.  Paris  72855  .... 

963-2132 

FP 

Roberts,  William  J 

1 14  West  Fourth,  Booneville  72927 

675-2455 

GP 

Smith,  James  T 

Post  Office  Box  286,  Pans  72855  

963-2191 

GP 

Ulrich,  Guy  

Post  Office  Box  626,  Pans  72855  

963-6181 

FP 

Williams.  John  R ... 

1 1 4 West  Fourth,  Booneville  72927  . . 

. . 675-2455 

LONOKE  COUNTY 


FP 

Abrams,  Joe  A 

843-6528 

FP 

Braswell,  Tommy  R 

842-2597 

FP 

Camp,  Arthur  W 

255-3321 

FP 

Gartman,  Joseph  F 

. . Post  Office  Box  450.  Carlisle  72024 

552-3221 

GP 

Harris,  Willie  R 

Post  Office  Box  40,  England  72046 

842-2553 

GP 

Holmes.  Byron  E.  

676-6560 

FP 

Inman,  Fred  C..  Jr  

Post  Office  Box  K,  Carlisle  72024 

552-7575 

OM  

Kimsey,  Warren  H 

676-3161 

•■PTH 

GP 

Lanehart,  William  H 

Schumann,  Gerald  M 

Shreveport,  Louisiana 

Post  Office  Drawer  A,  Des  Arc  72040  (Res.) 

256-4312 

GP 

Washburn,  C Yulan 

Route  1,  Box  877,  Ward  72176  (Res  )..L  .,  

843-3335 

R 

Andrews,  A.  E 

MILLER  COUNTY 

774-2121 

GS 

Barnes,  Walter  C.  

214-774-321 1 

NEP 

Blankenship.  D Michael  

214-792-6946 

NS 

Bohmfalk.  George  L 

214-794-4196 

GS 

Bransford,  Robert  M 

774-321 1 

FP 

Burnett,  James  W 

774-7301 

PD 

Burns.  Billy  R 

214-792-7151 

PD 

Burroughs,  James  C 

774-321 1 

GP 

Dildy,  Edwin  V 

Post  Office  Box  1409,  Texarkana  75504  

214-792-7151 

OBG 

Druff.  Gerald  H 

774-321 1 

GS 

Duncan,  Donald  L 

774-321 1 

A 

Fournier,  Donald  C 

Post  Office  Box  1409,  Texarkana  75504  

214-792-7151 

ORS  

Green,  Barry  M 

214-794-3661 

OBG 

Hall,  Eric  E 

Post  Office  Box  1409,  Texarkana  75504  

214-792-7151 

PD 

Hall,  Jon  D 

774-3211 

GYN 

Harrell,  William  B , Jr  

214-792-8231 

FP 

Harris,  C Lynn  

214-792-7151 

OBG 

Harrison,  Jack  W 

. . 774-3211 

GYN 

Harrison,  James  W 

774-3211 

GE 

774-321 1 

RD 

Hughes,  R Paul  

3935  Texas  Boulevard,  Texarkana  75503  (Res  ) 

.,  2t  4-793-3385 

IM  

Hufcheson,  Fred  A,,  Jr  

774-3211 

GYN 

Jones,  John  Walter 

774-3211 

PTH 

Joyce,  Frederick  E 

....  774-2121 

GS 

Kemp,  Karlton  H 

774-5181 

IM  

Khalil,  Sondra  L 

Post  Office  Box  1409,  Texarkana  75504  

214-792-7151 

FP 

Kittrell,  James  B 

. 214-794-6107 

RD 

Laws,  John  K 

(t9  Cambridge.  Texarkana  75504  (Res ) 

772-1209 

R 

Leavelle,  Ray  W 

Post  Office  Box  689,  Texarkana  75504  

214-794-4756 

D 

Loe,  Arlis  W 

Post  Office  Box  1409,  Texarkana  75504  

214-792-7151 

R 

McGinnis,  Robert  S Sr  

Post  Office  Box  1409,  Texarkana  75504  . 

214-792-7151 

PD 

Meredith,  Paul  D 

214-792-7151 

OPH  

Newton,  Norris  L 

Post  Office  Box  2830,  Texarkana  75504  

214-792-8541 

CD 

Osborn,  Roger  C , Jr  

214-792-7151 

IM  

Peckham.  Richard  W . . 

...  214-794-6121 

IM 

774-3211 

U 

Rountree.  Glen  A 

774-3211 

R 

774-3211 

OT 

214-793-0691 

FP  

Short,  Harold  H 

214-793-5671 

GP  

773-6745 

n 

GS 

Teasley.  Gerald  H 

Texarkana 

774-3211 

GS 

Wilhelm.  Frieda 

Wren,  Herbert  B . ..  . 

Dallas,  Texas 

214-792-7151 

RD 

Yarbrough.  Charles  P 

Route  8,  Box  573.  Texarkana  75503  (Res  ) 

214-794-4744 

GS 

Young,  Mitchell 

1406  College  Drive,  Texarkana  75503 

214-792-8264 

OPH  Aviner,  Zvi  

OBG Bell.  Mary  C 

FP  Biggerstaff,  Jerry  R . . 

IM  Brock.  Charles  C . Jr  . 

U Campbell.  Charles  E . Jr 

FP Cole.  Cecil  R 

GP Cook.  Joel  P 

GP  Cullom.  S R 

FP  Elliott.  John  Q 

FP  Fairley.  Eldon  

FP Fenaughty.  Francis  J . . 

GS. . Fergus.  R Scott 

GP Flannigan.  Thomas  C , 

R Gratz.  John  F . Jr  

GP  Green.  W O . Jr  

GS Harmon.  Harvey  C 

PTH Hart.  Sybil  R 

GP  Holcomb.  C E 

PD Hovious.  John  R . Ill  

Hubener.  Louis  F 

PTH Husled.  G Scott  

IM Jacobson.  Joseph  O 

IM  Jones.  Herbert  

IM Jones.  Joseph  V 

RD Massey.  L D 

OBG Melton,  C.  G 

OTO Moreno,  Francisco  G . 

FP Osborne.  Merrill  J 

GP Pollock,  George  D 

OBG Rauls,  Stephen  R 

GP Rhodes,  R F 


MISSISSIPPI  COUNTY 

-.  1 0th  and  Highland,  Blythevllle  7231 5 

-527  North  Sixth,  Blytheville  72315 

-.608  West  Lee.  Osceola  72370  

-.605  North  Second,  Blytheville  72315  

.,609  Fulton.  Blytheville  72315 

-.519  North  Sixth,  Blytheville  72315 

Post  Office  Box  626,  Osceola  72370  

.700  West  Keiser.  Osceola  72370  

..Post  Office  Box  747,  Blytheville  72315 

Post  Office  Box  68.  Osceola  72370  

. 602  West  Union.  Osceola  72370 

..Professional  Building,  Osceola  72370  

..Post  Office  Box  148,  Manila  72442 

..Osceola  Memorial  Hospital.  Osceola  72370 

, Post  Office  Box  268,  Blytheville  72315 

..10th  and  Highland,  Blytheville  72315  

- Post  Office  Box  312,  Blytheville  72316  

.51 1 North  Sixth,  Blytheville  7231 5 

.515  North  Sixth.  Bl>4heville  72315 

..Gainesville,  Florida 

1 Oth  and  Highland.  Blytheville  72315  

.602  West  Union,  Osceola  72370 

Post  Office  Box  321 , Blytheville  72315 

.605  North  Second,  Blytheville  72315  

.4367  East  Mallory,  Memphis.  Tennessee  381 17  (Res  ) 

. 10th  and  Highland,  Blytheville  72315  

.620  West  Walnut,  Blytheville  72315  

,.  1 0th  and  Highland,  Blytheville  7231 5 

.608  West  Lee.  Osceola  72370  

.10th  and  Highland,  Blytheville  72315  

,608  West  Lee,  Osceola  72370  


763-2649 

763-8890 

563-3576 

763-1520 

763-0855 

763-1554 

563-3033 

563-6512 

.......  763-4548 

563-6568 

563-3552 

563-3248 

561 -3838 

563-7157 

763-6802 

763-1307 

762-3346 

763-3922 

763-5492 

762-3346 

563-6504 

763-8032 

763-1520 

901  -761  -9057 

763-4251 

762-5000 

762-5360 

563-3576 

762-1030 

563-3576 
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Type  of 
Practice 

GP 

Member's  Name 
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Number 

539-6337 

GS 

. Sellers,  Kenneth  0 

763-1307 

IM 

22  Adams  Wilson  72395  

- . 655-0307 

GP 

Shaneyfelt,  E A 

. 561-4421 

GS 

..Sims,  H.  C.,  Jr  

.. . 763-0521 

FP 

Smith,  Ronald  D . 

620  West  Walnut,  Biytheville  72315  

763-4541 

OPH 

Webb,  Jack  J . 

Post  Office  Box  547.  Biytheville  72315 

762-2131 

OBG 

Workman.  W Wayne  . . 

527  North  Sixth,  Biytheville  7231 5 

763-8890 

FP 

FP 

GP 

GP 


, David,  Neylon  C 

, Gates.  L T 

Miya,  Robert  T 
Pupsta,  Benedict  F 


MONROE  COUNTY 

108  West  Ash.  Brinkley  72021  

1 12  North  New  York,  Brinkley  72021  , .. 
, 1 06  North  New  York,  Brinkley  72021  ... 
Post  Office  Box  250.  Clarendon  72029 


734-2212 

734-4135 

734-4847 

747-3321 


GP  . 

Walker,  Walter  L 

..  . 1 1 4 South  New  Orleans,  Brinkley  72021  

734-3242 

FP 

734-1331 

GP 

Avery.  Charles  D 

NEVADA  COUNTY 

...  . 427  East  6th.  Prescott  71857  

887-2625 

GS  ... 

Corbell,  Carroll  E ... 

Post  Office  Box  582,  Prescott  71857  

887-6687 

GP 

. Crow,  H Blake  

327  East  2nd  South,  Prescott  71857 

887-3846 

RD 

Hairston,  Glenn  G 

327  East  3rd  South,  Prescott  71857  (Res.)  

887-2155 

FP 

McGrew,  Gary  L 

107  North  3rd.  Gordon  71743  

353-2504 

GP 

353-4422 

FP 

. . Portis.  Richard  P , 

887-6651 

FP 

887-6651 

GP 

200  East  Walnut,  Gordon  71743 

353-4486 

FP 

887-6651 

OUACHITA  COUNTY 

IM 

Dedman.  J L 

41 5 Hospital  Drive,  Camden  71 701  

836-5013 

EM 

352-2488 

AN 

Post  Office  Box  1 26.  Camden  71 701 

836-7144 

GS 

...  836-5013 

GP 

Guthrie,  James 

Post  Office  Box  757,  Camden  71701  

836-8101 

FP 

Post  Office  Box  757,  Camden  71701 

.,  836-8101 

GS  

Post  Office  Box  994.  Camden  71701  

836-5088 

FP 

836-8101 

« 

Livingston,  Billy  B 

Camden 

FP 

Post  Office  Box  851 . Hampton  7 1 744 

798-4299 

FP 

Post  Office  Box  757,  Camden  71701 

836-8101 

IM 

Post  Office  Box  757,  Camden  71 701 

836-8101 

GYN  ... 

Post  Office  Box  762,  Camden  71701 

836-4169 

FP 

Post  Office  Box  757,  Camden  71 701 

836-8101 

R 

836-1221 

PHILLIPS  COUNTY 

GP 

614  Oakland.  Helena  72342  

338-8622 

FP 

338-8163 

OPH  

801  Perry,  Helena  72342  

338-8781 

FP 

Post  Office  Box  2398,  West  Helena  72390  

572-2621 

FP 

Ellis.  William  A . Jr  

603  Porter.  Helena  72342 

338-3037 

GS Elovitz.  Maurice  J Post  Office  Box  808,  Helena  72342  . 

GP Faulkner,  Henry  N 513  Porter,  Helena  72342 

GP Kirkman,  C M T 1 105  Perry,  Helena  72342  

R Kordan.  Bernard Posf  Office  Box  556.  Helena  72342 

GP McCarty,  Charles  P 513  Porter,  Helena  72342 

FP McCarty,  G Eddie,  Jr  107  Hickory  Hill,  Helena  72342 

GP McDaniel.  Marion  A Post  Office  Box  757,  Helena  72342  . 

GER  Miller.  Robert  D 616  Elm,  Helena  72342  


GP 

PTH 

Paine,  William  T 

Patton,  Francis  M 

GP 

Pham,  Anh  N 

AN 

Vasudevan,  Kanaka 

u 

Vasudevan,  P 

OBG 

Whaley,  Lance  D 

GP 

Wise,  James  E..  Jr  

R 

EM 

Bell,  James  P 

FP  . . 

Fried,  David  D 

GP 

McClard,  P Helen  

GP 

Moore.  Walter  M 

GP 

Redman.  Pierre  P 

GP 

Rogers.  Henry  N 

FP 

Stephens.  Maurice  L 

RD 

Wood.  John  P 

FP 

Ashcraft,  Ted  E 

OTO 

GS 

FP  ... 

FP  . . 

Barton.  A Dale  

OBG 

u 

Battles,  Larry  D 

IM 

Berner,  Dennis  W 

AN 

Birum,  Patricia  J 

PD 

Bost,  R Kingsley 

u 

Brown,  Charles  H 

R 

Burgess.  James  G 

FP  .. 

GS 

OBG 

D 

. Galloway.  William  W 

PTH 

. Harden,  V Anthony  

FP 

. ..  Henry.  J Arnold  

IM 

Hill,  Donald  F 

ORS  . . 

GS 

Kimball.  G H 

Post  Office  Box  51 1 , Helena  72342  , 


133- A Newman  Drive,  Helena  72342.. 


POLK  COUNTY 

Wilhelmina  Medical  Center,  Mena  71953, 
1311  South  "I".  Fort  Smith  72901  


Post  Office  Box  655.  Mount  Ida  71957,. 


513  Mena.  Mena  71953  , 


1 1 07  Reine.  Mena  71 953  (Res  ) . 


POPE  COUNTY 

Post  Office  Box  1597,  Russellville  72801 . 
106  South  Inglewood,  Russellville  72801 
3105  West  Mam  Place.  Russellville  72801 
809  West  Mam,  Russellville  72801  


.200  North  Quanah  Russellville  72801  , 

.2301  West  Mam,  Russellville  72801  

31 05  West  Mam  Place.  Russellville  72801 
Post  Office  Box  785,  Russellville  72801 .. 
.31 05  West  Mam  Place.  Russellville  72801 

2301  West  Mam,  Russellville  72801  

Post  Office  Box  1647,  Russellville  72801 
, 31 05  West  Mam  Place.  Russellville  72801 
31 05  West  Mam  Place,  Russellville  72801 
,200  North  Quanah,  Russellville  72801 

1602  West  Mam.  Russellville  72801  

Post  Office  Box  925,  Russellville  72801 
3105  West  Mam  Place.  Russellville  72801 
31 05  West  Mam  Place,  Russellville  72801 

2504  West  Mam,  Russellville  72801  

500  South  University.  Lillie  Rock  72205  . 


338-7218 
338-7401 
338-8712 
338-641 1 
338-7401 
338-8377 
338-8308 
338-8531 
572-6413 
338-641 1 
737-2221 
338-6749 
338-6749 
572-1094 
829-2386 


394-6100 

441-5011 

394-5880 

867-2105 

385-7710 

394-2277 

394-3345 

394-6300 

394-3223 


968-7170 
. 968-5261 
968-2345 
968-2156 
641 -2255 
968-1011 
968-3323 
968-2345 
968-5670 
968-2345 
968-3323 
968-7930 
968-2345 
968-2345 
968-1011 
968-6969 
968-6781 
968-2345 
968-2345 
968-3200 
664-8444 
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Practice 


R 

King.  John  W 

Post  Office  Box  1647,  Russellville  72801  

GP  

King,  W.  Ernest,  Jr 

3105  West  Mam  Place,  Russellville  72801  

ORS 

Kolb,  James  M , Jr 

305  Skyline  Drive,  Russellville  72801  

OBG 

Lahr,  Charles  H 

...  31 05  West  Main  Place,  Russellville  72801  

FP  

Lane,  W.  H.,  Jr 

OPH  

Lawrence,  Frank  M 

Post  Office  Box  400,  Russellville  72801 

OPH 

Lovell,  Richard  K,,  Sr 

FP 

Lowrey.  Douglas  H 

. . . ..  Post  Office  Box  1 598,  Russellville  72801  

OPH  

Lyford,  Joe  H 

GP  . . . 

FP 

Mauch,  E Jane  

31 05  West  Mam  Place,  Russellville  72801  

ORS  

May,  Robert  H 

FP 

Meyer,  Kelly  H 

RD 

OPH  

Mobley,  Max  J 

Post  Office  Box  400,  Russellville  72801  

IM  

Morgan,  Scott  1 

GS 

FP 

R 

Riley.  Don  C 

PTH  . .. 

FP 

Teeter.  Stanley  D 

IM  

Thurlby,  W.  Robert 

3105  West  Mam  Place,  Russellville  72801  

FP 

Turner,  Finley  P , II 

IM  

Wilkins,  Charles  F.,  Jr  

GP 

Williams.  David  M 

EM 

Youno.  Sandra  S 

1800  West  Mam.  Russellville  72801  

. 968-7930 
, 968-2345 
. 968-2124 
968-2345 
. 331-2828 
968-2242 
968-7302 
968-2156 
968-7302 
. 641-2992 
. 968-2345 
. 968-771 1 
..  968-7170 
NF 

..  968-2242 
, 495-7699 
. 968-2345 
..  968-2345 
968-7930 
..  968-6781 
968-2345 
968-2345 
. 968-2156 
, 968-2345 
..  968-2156 
, 968-2841 


RD... 
IM  .... 
NS..., 
PUD 
OPH 
OBG 
OBG 
CDS 
PS.... 
IM  .... 
FP  .... 

PTH,. 
OM  . 
PD... 
AN.... 
RD... 
RD... 

U 

GS.... 

GE.... 

P 

OT.,.. 

PTH., 

U 

IM  .... 
PD... 
OBG 
FP  ... 
GYN 
GYN 
FP  .... 
CD... 
ORS 

U 

R 

FP  . .. 
GS... 
R , .. 
OPH 
FP  .... 
RD.... 
CD... 
GS.... 
OPH 

P 

GS... 

OTO 

R 

D 

CD... 

RD.,., 

U 

GE... 

ORS 

PD... 

CD,.., 

NS... 

N 

PD  . 
NM  .. 

U 

OPH 

P 

R 

D 

NEP.. 
RD.... 
IM  ..  . 
OTO 

P 

RD.  ., 
GE... 
AN  , , 
ADM 
RD.  . 
PD ,,, 
GS.... 
GS... 


.Abbott,  William  W 

..Abraham,  James  H.  .. 

, Adametz,  John  H 

.Adamson,  James  S . 

.Alford.  T.  Dale 

.Allen,  D B , Jr  

.Allen,  E,  Stewerl  

.Allen,  John  E . Jr 

.Allen,  Thomas  H 

.Amir,  Jacob 

.Anderson,  Leslie  F 

Angeles,  Jana  S 

. Araoz,  Carlos  A 

.Armstrong,  Howard  M 
.Arrington,  Robert  W .. 

.Ashcraft.  Keith  E 

.Ault,  Charles  C 

.Autry.  Daniel  H 

.Babaian,  Richard  J ., 

.Baber.  John  C . Jr  

.Baber,  John  T 

.Backus,  Joe  T 

.Bailey,  H A Ted.  Jr.  .. 

.Baker,  Glen  F 

.Baker,  Johnson  J 

.Baker,  Susan  W 

.Baldwin,  Deane  G 

.Baldwin,  Maxwell  R ., 

.Ballard,  C.  E..  Jr  

.Barclay,  David  L 

.Bard,  David  S 

Barg,  Charles  D 

Barlow,  Brian  E 

.Barnett,  David  C 

.Barnett,  Troy  F 

.Barnhard,  Howard  J ., 
.Barron,  Edwin  N , Jr  , 
.Bauer,  Frank  M , Jr  .... 

Bearden.  James  R 

Becquet,  Norbert  J 

.Belknap,  Melvin  L 

. Bennett.  Eaton  W 

.Bennett,  F A.,  Jr 

Berry,  Frederick  B 

.Berry,  Robert  L 

.Betts,  Charles  S 

.Bevans,  David  W , Jr  ., 

.Billie,  James  D 

.Binel,  Eugene  F 

Biondo,  Raymond  V .... 

.Bishop,  William  B 

Black,  H Thurston  

Black,  Hal  R.,  Jr 

.Blackshear,  Jack  L 

Blankenship,  William  F 
.Boellner.  Samuel  W 

Bogei,  James  E 

.Boop,  Warren  C,,  Jr 

. Bornhofen.  John  H .... 

Bost.  Roger  B 

.Boyd,  Charles  M 

. Bradburn,  Curry  B 

Brainard,  Jay  O 

. Brandt.  Rosemary  C . 
.Brenner.  George  H , Jr 

.Bressinck,  Renie  E 

. Brewer,  Thomas  E 

. Briggs.  Barnett  P 

,.  Brinkley,  Roy  A 

Brizzolara.  A J 

.Broach.  R Fred 

. Brown.  Martha  M 

Browning.  Donald  G . 
Browning,  Stanley  K . 

Bruce,  Thomas  A 

Buchanan,  Francis  R, 

. Buchanan.  Gilbert  A . 
Buchman,  Joseph  A . 
Buchman.  J K 


PULASKI  COUNTY 

.1204  Biscayne  Drive,  Little  Rock  72207  (Res.) 

,10001  Lite  Drive.  Little  Rock  72205 

..750  Medical  Towers  Building,  Little  Rock  72205 

..890  Medical  Towers  Building,  Little  Rock  72205 

..5700  West  Markham.  Little  Rock  72205 

, 500  South  University,  Little  Rock  72205 

,1100  North  University,  Little  Rock  72207 

1050  Medical  Towers  Building.  Little  Rock  72205. 

, 413  North  University,  Little  Rock  72205  

10001  Lite  Drive,  Little  Rock  72205 

.1310  North  Center,  Lonoke  72086  

.2207  South  Broadway.  Little  Rock  72206  

. ttt  St.  Vincent  Circle,  ft  220,  Little  Rock  72205  

. 340  Doctors  Park  Building,  Little  Rock  72205  

.1721  Maryland.  Little  Rock  72202 _.. 

,.500  South  University,  Little  Rock  72205 

,43  Helen  Drive,  Sherwood  721 16  (Res  ) 

1900  North  Tyler.  Little  Rock  72207  (Res  ) 

. 4301  West  Markham,  Little  Rock  72201 

.500  South  University,  Little  Rock  72205 

500  South  University,  Little  Rock  72205 

. 21  Bridgeway  Road,  North  Little  Rock  721 18  

,1200  Medical  Towers  Building.  Little  Rock  72205 

. 4301  West  Markham,  Little  Rock  72201  

..500  South  University,  Little  Rock  72205 

.11215  Hermitage  Road,  Little  Rock  7221 1 

.500  South  University,  Little  Rock  72205 

..880  Medical  Towers  Building,  Little  Rock  72205 

, 4202  South  University.  Little  Rock  72204 

. 500  South  University,  Little  Rock  72205 

,4301  West  Markham.  Little  Rock  72201 

too  Doctors  Park  Building,  Little  Rock  72205  

ftl  St  Vincent  Circle,  Suite  450,  Little  Rock  72205 .... 

110  Doctors  Park  Building,  Little  Rock  72205 

, 41  St.  Vincent  Circle,  4320,  Little  Rock  72205.  

, 4301  West  Markham,  Little  Rock  72201  

10121  Rodney  Parham  Road,  Little  Rock  72207 

.500  South  University.  Little  Rock  72205 

1100  Medical  Towers  Building,  Little  Rock  72205 

115  West  6th.  Little  Rock  72201  

. 1 801  Maple,  North  Little  Rock  72114 

.1003  Loretta  Lane,  Little  Rock  72207  (Res) 

.650  Shackleford  Road,  Little  Rock  7221 1 

.1060  Medical  Towers  Building,  Little  Rock  72205 

.1000  Medical  Towers  Building.  Little  Rock  72205 

, 2024  Arkansas  Valley  Drive,  Little  Rock  72212 

406  Pershing,  North  Little  Rock  72114 

.330  Medical  Towers  Building,  Little  Rock  72205 

.300  East  Roosevelt  Road,  Little  Rock  72206 

.Post  Office  Box  921 , North  Little  Rock  721 15 

.10001  Lite  Drive,  Little  Rock  72205 

.10  Armistead  Road,  Little  Rock  72207  (Res.)  

,.200  Doctors  Park  Building,  Little  Rock  72205  

, 650  Medical  Towers  Building.  Little  Rock  72205 

1100  North  University,  Little  Rock  72207 

.300  Medical  Towers  Building,  Little  Rock  72205 

..Post  Office  Box  5600,  Little  Rock  72215  

.4301  West  Markham,  Slot  507,  Little  Rock  72201  

.300  Medical  Towers  Building,  Little  Rock  72205 

,4301  West  Markham,  Slot  599,  Little  Rock  72201  . . 

..4301  West  Markham,  Little  Rock  72201 

.200  Doctors  Park  Building,  Little  Rock  72205  

, 405  North  University,  Little  Rock  72205 

..500  South  University,  Little  Rock  72205 

.1100  Medical  Towers  Building.  Little  Rock  72205 

, 950  Medical  Towers  Building,  Little  Rock  72205 

..5326  West  Markham,  Little  Rock  72205 

..2805  Foxcroft  Square.  4403.  Little  Rock  72207  (Res 

, 220  Doctors  Park  Building.  Little  Rock  72205  

. 500  South  University,  Little  Rock  72205 

,12115  Hinson  Road.  Little  Rock  72212  

..{Address  unknown) 

..409  North  University.  Little  Rock  72205 

,.  1 0825  Financial  Centre  Parkway.  Little  Rock  7221 1 ., 

. 4301  West  Markham.  Little  Rock  72201 

, 44  Pine  Manor.  Little  Rock  72207  (Res.)  

, 500  South  University,  Little  Rock  72205 

..500  South  University,  Little  Rock  72205 

..500  South  University.  Little  Rock  72205 


225-2882 

227-8000 

225-0880 

224- 0110 
664-5100 
664-4131 
664-9191 
227-8300 
664-0900 
227-8000 
676-5123 
372-6190 
661-4116 
227-7888 
370-1444 
661-4180 
835-1046 
664-2332 
661 -5240 
664-2434 

663- 9420 
771-1500 
227-5050 
661  -5603 

664- 4364 

225- 2661 
664-4044 
224-5050 
562-4838 
664-8502 
661 -5923 

224- 5220 
664-5860 
227-4150 
664-1762 
661 -5740 

225- 9222 
664-2245 
227-5240 
375-4419 
758-1002 
225-2478 
224-9001 

224- 3424 
227-6980 

225- 8998 
758-1620 
227-4863 
372-8361 
758-2588 
227-8000 
664-4759 
225-9755 
227-8074 
664-5720 
227-4750 
227-7596 
661 -5270 
227-4750 
661 -5260 
661 -5760 
225-9755 
664-5354 
664-8444 
227-2180 
227-8422 
664-4653 
225-1203 
227-6350 
664-4381 
227-0680 

664-6980 
227-7590 
661  -5350 
664-6557 
664-4117 
664-9116 
664-9116 
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Number 


IM  . Bucolo.  Anthony  P 

FP Buford.  Joe  Lee 

AN  Bumpas.  Joe  H 

PTH  Burger,  Robert  A 

IS Burnett,  Hugh  F 

FP  . ..  Burnham.  William  W 

FP Burrow,  Dennis  R 

# . Busby,  John  V 

RD  Byrd,  Lucas  M . Jr 

OPH  . Caicote,  Robert  A 

GS Caldwell.  Fred  T , Jr 

FP . . . Calhoon.  J Dale 

R Calhoun,  Joseph  D 

FP  Calhoun,  Richard  A 

TS  . Campbell,  Gilbert  S 

R . ...  Campbell.  James  W 

A Caplinger,  Kelsy  J 

RD  Carnahan.  Robert  G 

FP Carson.  Layne  E 

FP Carter.  Jerry  L 

R Caruthers,  Samuel  B , 

GS Casali,  Robert  E 

RD Cazort,  Alan  G 


Jr 


1000  North  University,  Little  Rock  72207 

1801  Maple.  North  Little  Rock  72114 

500  South  University,  Little  Rock  72205 

,9600  West  12th,  Little  Rock  72205  

990  Medical  Towers  Building,  Little  Rock  72205. ... 

1 31 0 Cantrell,  Little  Rock  72201  

550  Edgewood,  Maumelle  72118  

. Little  Rock 

36  Lakeshore  Drive,  Little  Rock  72204  (Res  ) .. . . 
.3629  McCain  Boulevard,  North  Little  Rock  72116  . 

4301  West  Markham,  Little  Rock  72201  

Post  Office  Box  805,  Jacksonville  72076 

. 500  South  University,  Little  Rock  72205  

330  Doctors  Park  Building.  Little  Rock  72205  

4301  West  Markham,  Little  Rock  72201  

. 500  South  University,  Little  Rock  72205  

- 11215  Hermitage  Road.  Little  Rock  7221 1 

. 12660  Rivercrest  Drive,  Little  Rock  72212  (Res  ) 

300  East  Roosevelt  Road,  Little  Rock  72206 

, 12361  Hinson  Road,  Little  Rock  72212 

..1100  Medical  Towers  Building,  Little  Rock  72205  . 


200  Medical  Towers  Building.  Little  Rock  72205.. 

51 1 7 Edgewood,  Little  Rock  72207  (Res  ) 

ORS Chakales,  Harold  H 405  North  University,  Little  Rock  72205 

OPH Chandler.  Billy  M 406  Pershing.  North  Little  Rock  721 1 4 

PP Chapman,  Jerry  C Post  Office  Box  M,  Cabot  72023 

OPH Chappell,  Carol  W f?5  St  Vincent  Circle.  Little  Rock  72205  

RD Chappell.  Ewin  S 400  North  University,  Little  Rock  72205  (Res.) 

PP  Cheairs,  David  B 330  Doctors  Park  Building,  Little  Rock  72205 

R Chisholm,  Daniel  P 500  South  University,  Little  Rock  72205 

PD Choate,  Robert  B 516  Pershing,  North  Little  Rock  72114 

RD.  Christeson.  William  W 7 Sunset  Circle.  Little  Rock  72207  (Res  ) 

ORS Christian,  John  D ....  1100  North  University.  Little  Rock  72207 

PP Chudy,  Amail  1 801  Maple,  North  Little  Rock  721 1 4 

PP Church,  Beresford  L Post  Office  Box  246,  North  Little  Rock  721 1 5 

GYN Church,  Marion  M 41 0 Pershing,  North  Little  Rock  721 1 4 

AN Clark,  Richard  B 4301  West  Markham,  Little  Rock  72201  

GE Clift,  Steven  A 2000  Fendley  Drive.  North  Little  Rock  721 14 

OPH Clifton,  Ernest  C "Cliff"  516  Scott,  Little  Rock  72201  

PP Cobb,  Jock  S North  Hills  Family  Clinic.  Sherwood  721 1 6 

R Cockrill,  H Howard.  Jr  500  South  University.  Little  Rock  72205 

OTO Colclasure.  Joe  B 1200  Medical  Towers  Building,  Little  Rock  72205 

RD Cook,  Raymond  C 5500  Sherwood,  Little  Rock  72207  (Res  ) 

P Cooper,  Ruth  Anne  5726  Stonewall  Road,  Little  Rock  72207  (Res  } 

OBG Cornell,  Paul  J 500  South  University.  Little  Rock  72205 

PP Cornett,  James  K 5326  West  Markham,  Little  Rock  72205 

GPU Cosgrove,  K W , Jr  630  Medical  Towers  Building,  Little  Rock  72205 

RD Craig,  Marion  S 300  Beckwood  Road,  Little  Rock  72205  (Res  ) 

GYN Crews.  J Travis 500  South  University,  Little  Rock  72205 

CRS Crocker,  Charles  H 500  South  University.  Little  Rock  72205 

OPH Cross.  J B 500  South  University.  Little  Rock  72205 

ORS  Crow.  Joe  W 2003  Fendley  Drive,  North  Little  Rock  721 14 

ODS Crow,  R Lewis ..  . 600  Medical  Towers  Building.  Little  Rock  72205 

R Dalrymple,  Glenn  V 1 1 00  Medical  Towers  Building,  Little  Rock  72205 

PP  Daugherty.  Joe  D Post  Office  Box  336.  Jacksonville  72076 

PP Daugherty,  John  L Post  Office  Box  336,  Jacksonville  72076 

GS Dean,  Gilbert  O 321  Donaghey  Building,  Little  Rock  72201 

OPH Deer,  Philip  J . Jr  8500  West  Markham,  Little  Rock  72205 

RD  Dennis,  James  L 824  Ridgecrest  Drive.  Little  Rock  72205  (Res  ). 

N Denson,  William  D 2003  Fendley  Drive,  North  Little  Rock  721 14 

OBG DesLauriers,  S Killeen  880  Medical  Towers  Building,  Little  Rock  72205  , 


Jr 


OTO Dickins.  John  R E 

NS Dickins,  Robert  D . 

ORS Dickson.  D Bud 

FP  Dillard.  Daniel  C 

R Diner,  Wilma  C . . 

R Dodd,  Doyne  

RD Dodge,  Eva  F 

ORS Dornenburg,  Peter  R 


1200  Medical  Towers  Building.  Little  Rock  72205  .... 

750  Medical  Towers  Building,  Little  Rock  72205 

500  South  University.  Little  Rock  72205 

4202  South  University.  Little  Rock  72204 

4301  West  Markham,  Slot  556,  Little  Rock  72201 

1 100  Medical  Towers  Building.  Little  Rock  72205 
Box  1681  (Worthen  Bank),  Little  Rock  72203  (Res  ) 
SI  St  Vincent  Circle.  S210,  Little  Rock  72205.. 


P Douglas,  VV^arren  M 260  Medical  Towers  Building,  Little  Rock  72205 

D Downs.  Ralph  A St  Vincent  Circle.  Suite  320,  Little  Rock  72205 

PDC Dungan,  W T 804  Wolfe,  Little  Rock  72201 


FP Durham.  James  W 

ORS Dwyer,  Anthony  P 

D Dwyer.  Gregory  A 

RD Easley.  Edgar  J 

ORS Easter,  Rex  M . ... 

P Eckart,  Emile  P 


Post  Office  Box  805,  Jacksonville  72076 

4301  West  Markham,  Little  Rock  72201 

..500  South  University.  Little  Rock  72205 

..220  Linwood  Court,  Little  Rock  72205  {Res  ).. 

601  North  University,  Little  Rock  72205  

4313  West  Markham.  Little  Rock  72201 


AN Edge.  Otis  H 500  South  University,  Little  Rock  72205 

GP Farmer.  Joseph  F 11125  Arcade  Drive,  Little  Rock  7221 2 

PP Parris,  Guy  R 6213  Lee  Avenue.  Little  Rock  72205 

GE Fernandez.  Agustin  2000  Fendley  Drive,  North  Little  Rock  72114 

H Ferris.  Ernest  J 4301  West  Markham,  Slot  556.  Little  Rock  72201 

PP Fewell.  Ronald  D Post  Office  459,  Jacksonville  72076 

GS Fielder,  Charles  R 406  Pershing.  North  Little  Rock  721 1 4 

D Finan,  BarreF  200  Doctors  Park  Building.  Little  Rock  72205  

H Fincher,  Robert  L 1 100  Medical  Towers  Building.  Little  Rock  72205 

1 1 .....  Markham,  Little  Rock  72201  

Post  Office  Box  5675,  Little  Rock  72215 
1 721  Maryland.  Little  Rock  72202 
.410  South  Martin,  Lillie  Rock  72205  (Res.) 

. 481 5 West  Markham.  Little  Rock  72205  

424  North  University,  Little  Rock  72205 
. 4301  West  Markham,  Slot  507,  Lillie  Rock  72201 . . 

. Quapaw  Towers,  Apt  ft4-K,  Little  Rock  72202  (Res  ) 

,500  South  University,  Little  Rock  72205 

. 500  South  University,  Little  Rock  72205  , .. 

ttt  Lile  Court,  Little  Rock  72205 


A . 

Fiser,  P Martin 

PD 

Fiser.  Robert  H , Jr 

GP 

Fitzoibbon.  Carnev.  Jr 

PD 

Fitzhuah.  A S, .. . 

FP  . 

Flack.  James  V 

NS 

RD  

Fletcher,  Elizabeth  D 

NS 

. . Fletcher,  Thomas  M . . 

HEM 

Flippin,  Tony  A 

PUD  

GYN 

PTH 

Florez.  James  P 

Flovd,  Bill  G 

Fodv.  Edward  P . . . 

U 

Fraiser,  Lacy  P 

A . . 

France.  Gene  L 

PD. 

Fraser.  Eric  A 

OBG 

Fraser,  James  H , Jr  

OBG 

Fuller.  C Dale 

OPH 

Fulmer,  John  M . . 

CD 

Galbraith.  Jo  Etta  

200  Doctors  Park  Building.  Little  Rock  72205  , 
11215  Hermitage  Road.  Little  Rock  7221 1 
516  Pershing.  North  Little  Rock  721 1 4 
ttl  Lile  Court,  Little  Rock  72205 
1 924  Fendley  Drive,  North  Little  Rock  72114 
5410  West  Markham,  Little  Rock  72205 
m St  Vincent  Circle.  t(450.  Little  Rock  72205  . 


661 -0060 
, . 758-1002 

664-4532 

227-2888 

227-9080 

375-5381 

851-2170 

565-6046 

771-1166 

661 -5509 

982-4551 

661-3671 

227-6363 

661-6177 

664-3914 

224-1156 

224-2274 

.372-8361,  Ext  585 

224-2875 

227-2771 

224-5666 

663-3623 

664-7005 

758-1 651 

982-0426 

661-1123 

663-4747 

227-6363 

664-3915 

758-1530 

666-0566 

664-7710 

758-1002 

753-3130 

758-1029 

661-6117 

758-2041 

374-6338 

835-7238 

664-3914 

227-5050 

663-1550 

664-9800 

664-2277 

664-6603 

224-0400 

666-1567 

664-8505 

664-1272 

666-0126 

771  -1600 

227-9434 

771-3350 

982-0576 

982-0576 

372-3661 

224-4701 

663-2447 

753-5462 

224-5050 

227-5050 

225-0880 

663-4163 

562-4838 

661 -5740 

227-5240 

NF 

661  -0350 

224-2447 

664-1762 

370-1479 

982-4551 

661-5251 

664-4161 

663-5086 

666-0144 

664-4500 

664-8489 

225-2594 

664-2115 

758-2041 

661-5740 

982-2141 

758-1620 

225-9755 

227-5240 

661-5240 

227-5210 

371-9192 

666-8861 

661-2242 

664-4810 

661-5270 

372-6902 

664-3021 

664-4820 

224-6294 

224-6770 

372-8361,  Ext  425 

225-9755 

224-1156 

758-1530 

225-1485 

758-3774 

664-3142 

664-5860 
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Practice 


Member's  Name 
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Telephone 

Number 


N Galbraith,  Robert  C 

OTO Gardner.  Guy  F 

PS  . Gay.  Ellery  C , Jr 

R Getlys.  Joseph  M , Jr 

N.  Gibson,  Gordon  L 

PUD  Giglia,  Anthony  R 

NS Giles.  Wilbur  M ... 

GYN  . Gillespie,  A Tharp  . 

AN Glenn.  Wayne  B 

AN Glidden,  Michael  L 

END  Glover,  Lawson  E 

R Glover.  W Clyde  

PDS Golladay,  E Stevers  

P . Good.  Henry  H 

RD Gordon.  Vida  H 

PD Gosser,  Bob  L 

CD  Goza.  George  M , Jr  

GS Graham,  G Grimsiey  

RD Gray,  Edwin  F 

OBG Green,  William  O 

GE Greenway,  C.  Don 

RD Greulter,  John  E 

ORS  Grimes.  H Austin , 

RD Growdon.  James  H 

FP Gustavus.  John  L 

GYN Hagler,  James  L 

IM Hall.  A D 

U Hall,  A David  . 

PD Hall,  R Whit  

Hall,  Ronald  R 

PUD  Hampton.  John  R 

OPH  Hankins,  Edwin.  Ill  , 

OPH  Hardberger,  RE  

GE  Hardin.  Ronald  D 

AN Harger.  C Harold 

CD Hargrove,  Joe  L 

IM  Harper.  Ernest  H 

FP Harper,  Gary  E 

P Harrendort,  Cagle  

R Harris.  D R 

tt  ..  Harris,  Michael  N 

N Harris.  Ruben  M 

P Harris.  T Stuart  

NM  Harris,  William  T 

P Harrison,  A Vale 

FP Harrison,  Roy  E 

OBG Harrison,  William  E 

P Hawley,  Harold  B 

GS Hayden,  William  F 

PS Hayes,  J Harry,  Jr  

FP  Hayes,  Richard  L 

R Haynes,  W Ducote  

U Headstream,  James  W .... 

P Hearnsberger,  Henry  G , Jr 

FP  Hedges.  Harold  H 

A Helley,  Bill  F 

FP Hendren,  Michael  C 

P Henker,  Fred  O , III  

OBG  Henry,  C.  Reid,  Jr  

GYN Henry,  Charles  R , Sr 

N Henry,  G Morrison  

OPH  Henry,  J Forrest,  Jr 

OPH  Henry,  Richard  Y 

PD  Henry.  Robert  L 

IM  Herron.  Jerry  M 

AN Hickey,  Joseph  P 

CD Hicks.  David  C 

AN Hill,  Howell  V 

CDS Hoffmann,  Thomas  H 

R Holder.  John  C 

FP Holland.  Jay  D 

RD Hollenberg,  Henry  G 

RD Hollis.  Nicholas  T 

FP Holmes.  Harlan  C 

RD Holt,  L Gordon 

RHU  Holt.  Stephen  D 

R Holton,  Jerry  C 

PTH Hough,  Aubrey  J , Jr  

P Howard,  John  G 

N Howell,  C.  S "Buddy",  Jr  . 

OBG Howell,  Marsha  T 

NEP Hughes,  Ronald  D 

ORS Hundley,  John  M 

GS Hunlon,  David  W 

ORS Hutson,  Harold  G 

IM  Jackson.  J Presley  

FP  Jackson.  Morris  A 

D Jansen.  G Thomas  

PD Jefferson,  Thomas  T 

PTH Jimenez.  Jorge  F 

PD Johnson,  Anthony  D 

PTH Johnson,  B Richard  

CD Johnson,  Ben  D 

IM  Johnson,  Henry  D 

PD Johnson.  Paulette  S 

ORS Johnson,  Philip  H 

R Johnston,  Dale  E 

A Johnston.  Thomas  G 

AN  Jones,  Garry  L 

GS Jones.  John  C 

ORS  Jones,  Kenneth  G 

GS Jones,  Robert  D 

D Jones,  William  N 

NS Jordan,  F Richard  

NS Jouett,  W Ray  

R Joyce,  John  W 

RD Junkin,  Ruth  H 


300  Medical  Towers  Building,  Little  Rock  72205 

330  Medical  Towers  Building,  Little  Rock  72205 

#2  Lite  Court,  Little  Rock  72205 

1100  Medical  Towers  Building,  Little  Rock  72205  . 

300  Medical  Towers  Building,  Little  Rock  72205 

1000  North  University,  Little  Rock  72207  

750  Medical  Towers  Building,  Little  Rock  72205 

, ...500  South  University,  Little  Rock  72205 

2605  Hidden  Valley.  Little  Rock  72212  (Res.) 

500  South  University,  Little  Rock  72205 

, 10001  Lile  Drive,  Little  Rock  72205 

1 1 00  Medical  Towers  Building,  Little  Rock  72205  ,. 

804  Wolfe.  Little  Rock  72201  

#1  St  Vincent  Circle,  4340,  Little  Rock  72205 

9900  T reasure  Hill.  Little  Rock  72205  (Res.) 

51 6 Pershing,  North  Little  Rock  721 1 4 

500  South  University,  Little  Rock  72205 

990  Medical  Towers  Building,  Little  Rock  72205 

1 1901  Fairway  Drive,  Little  Rock  72212  (Res.) 

.1 924  Fendley  Drive,  North  Little  Rock  72114 

409  North  University,  Little  Rock  72205 

2112  North  Beechwood,  Little  Rock  72207  (Res.)  .. 

Post  Office  Box  5270,  Little  Rock  72215  

1 7 Wingate.  Little  Rock  72205  (Res  ) 

2007  Fendley  Drive,  North  Little  Rock  721 14 

500  South  University.  Little  Rock  72205 

500  South  University.  Little  Rock  72205 

500  South  University,  Little  Rock  72205 

Post  Office  Box  5597,  Little  Rock  7221 5 

Webster,  Texas 

500  South  University,  Little  Rock  72205 

-500  South  University,  Little  Rock  72205 

ffl  St  Vincent  Circle,  #120.  Little  Rock  72205 

960  Medical  Towers  Building,  Little  Rock  72205 

10825  Financial  Centre  Parkway,  Little  Rock  72211 

5326  West  Markham,  Little  Rock  72205 

400  Pershing,  North  Little  Rock  721 1 4 

123  Pearl,  Little  Rock  72205. 

500  South  University,  Little  Rock  72205 

Post  Office  Box  7509.  Little  Rock  72207  

North  Little  Rock 

4313  West  Markham,  Little  Rock  72205 

21  Bridgeway  Road,  North  Little  Rock  721 18 

500  South  University,  Little  Rock  72205 

930  Medical  Towers  Building,  Little  Rock  72205 

8824  Chicot  Road.  Little  Rock  72209  

500  South  University,  Little  Rock  72205 

11 500  Rodney  Parham,  #15,  Little  Rock  72212 

500  South  University,  Little  Rock  72205 

#1  St  Vincent  Circle,  Suite  310,  Little  Rock  72205.. 

Post  Office  Box  805,  Jacksonville  72076  

500  South  University,  Little  Rock  72205 

500  South  University,  Little  Rock  72205 

431 3 West  Markham,  Little  Rock  72205 

424  North  University,  Little  Rock  72205 

Post  Office  Box  5675,  Little  Rock  72215  

.,280  Doctors  Park  Building,  Little  Rock  72205 

4301  West  Markham,  Little  Rock  72201  

500  South  University,  Little  Rock  72205 

500  South  University.  Little  Rock  72205 

300  Medical  Towers  Building,  Little  Rock  72205 

516  Scott.  Little  Rock  72201  

31 2 Pershing,  North  Little  Rock  721 1 4 

. 500  South  University.  Little  Rock  72205 

#1  Lile  Court,  Little  Rock  72205.-..- 

6925  Kingwood  Road,  Little  Rock  72207  (Res  ) 

Post  Office  Box  5600,  Little  Rock  72215  

Post  Office  Box  55260,  Little  Rock  72205  

. 200  Medical  Towers  Building,  Little  Rock  72205 

4301  West  Markham,  Slot  556,  Little  Rock  72201  

4202  South  University,  Little  Rock  72204 

#7  Longfellow  Circle,  Little  Rock  72207  (Res  ) 

8701  Riley  Drive,  Little  Rock  72205  (Res  ) 

9601  Lile  Drive,  Little  Rock  72205 

5700  North  Country  Club,  Little  Rock  72207  (Res  ) 

1 0001  Lile  Drive,  Little  Rock  72205 

500  South  University,  Little  Rock  72205 

4301  West  Markham,  Little  Rock  72201  

9601  Lile  Drive,  Little  Rock  72205 

300  Medical  Towers  Building,  Little  Rock  72205 

310  Doctors  Park  Building,  Little  Rock  72205  

500  South  University,  Little  Rock  72205 

412  Cross,  Little  Rock  72201  

320  Doctors  Park  Building,  Little  Rock  72205  

110  Doctors  Park  Building,  Little  Rock  72205 

10001  Lile  Drive,  Little  Rock  72205 

1304  Wright  Avenue,  Little  Rock  72206  

500  South  University.  Little  Rock  72205 

Post  Office  Box  5597,  Little  Rock  7221 5 

804  Wolfe,  Little  Rock  72201  

500  South  University,  Little  Rock  72205 

9600  West  12th,  Little  Rock  72205  

500  South  University.  Little  Rock  72205 

500  South  University,  Little  Rock  72205 

Post  Office  Box  5299,  Jacksonville  72076 

Post  Office  Box  5270,  Little  Rock  72215  

500  South  University,  Little  Rock  72205 

P 0.  Box  5000,  Little  Rock  72205 

. 500  South  University.  Little  Rock  72205 

500  South  University,  Little  Rock  72205 

Post  Office  Box  5270,  Little  Rock  72215  

500  South  University,  Little  Rock  72205 

500  South  University,  Little  Rock  72205,. 

520  Pershing,  North  Little  Rock  721 1 4 

750  Medical  Towers  Building,  Little  Rock  72205 

1 100  Medical  Towers  Building,  Little  Rock  72205  ... 

.1 900  Eastern  Avenue,  Newport  72112  (Res  ) 


227-4750 

227-4863 

224- 1044 
227-5240 
227-4750 
666-5311 

225- 0880 
664-9555 
225-4858 
664-8489 
227-8000 
227-5240 
370-1446 
664-1060 
225-4452 
758-1530 
664-9535 
227-9080 
224-0220 
758-3774 
664-6980 

663- 1547 

224- 6900 

225- 2484 
758-9350 

664- 5330 
664-0027 
664-4364 
227-6727 

661 -9393 
666-0311 
661-0450 

224- 9100 
227-7590 
664-0941 
227-8000 
375-3000 

663- 6346 

664- 8573 

664-4500 

771-1500 

664-3914 

225- 7433 
562-8600 
664-9232 
225-3156 
664-2434 
666-2811 
982-4551 
664-8573 
664-4364 
664-4500 
664-4810 
227-5210 
227-6226 
661  -5266 
664-4191 
664-4191 
227-4750 

374- 6338 
758-7627 
664-4044 
224-6294 
666-8865 
227-7596 
227-7590 

224- 5666 
661-5740 
562-4838 
663-7767 
227-8677 

225- 6123 

663- 8907 
227-8000 

664- 3914 
661-5170 
227-6370 
227-4750 
224-4738 
664-9881 

375- 5338 
227-7200 
227-4150 
227-8000 
374-7940 
664-4161 
227-6727 
370-1307 
664-4117 
227-2888 
664-9535 
664-4171 
982-7567 
224-6900 
664-3914 
664-3904 
664-8489 
664-4747 

224- 6900 
664-4747 
664-0418 
753-5340 

225- 0880 
227-5240 
523-3238 


340 


Address 


Type  ot 

Practice 

Member’s  Name 

AN 

IM  . 

Kahn.  Allred”  Jr,  ’ 

» 

Kalderon.  Albert  E . . . 

CD 

..  .Kane,  James  J 

PD 

Keathiey,  Susan  A .... 

D 

OBG 

Keller,  Alford  W . 

FP  

Kennedy,  Charles  H 

PD 

. Kennedy,  H Frazier  ... 

GS 

, . King,  Errol  G 

R 

. . ..  King,  Michael  T 

A 

Kittler,  Fred  J 

CD  , . 

P 

Koehler.  Thomas  R 

IM  

Kohler,  Peter  0 

RD 

P 

RHU 

. Kovaleski,  Thomas  M 

RD 

Kozberg.  Oscar  

GYN 

Kreth,  Kay  M .... 

TS  

Krishnan,  Bhaktan 

P 

Krulin,  Gregory  S ..  

•IM 

Kulback,  Pamela  K P 

Telephone 

Number 


,500  South  University,  Little  Rock  72205 

1300  West  6lh,  Little  Rock  72201 
Little  Rock 

.#1  St  Vincent  Circle,  #450,  Little  Rock  72205 

Post  Olllce  Box  5597,  Little  Rock  72215  

.500  South  University,  Little  Rock  72205 

1 924  Fendley  Drive,  North  Little  Rock  721 1 4, . 

,31 1 5 JFK  Boulevard.  North  Little  Rock  721 1 6 

500  South  University,  Little  Rock  72205 

1 304-B  Wright,  Little  Rock  72206  

1100  Medical  Towers  Building,  Little  Rock  72205 

.Post  Office  Box  5675,  Little  Rock  72215  

10001  Llle  Drive,  Little  Rock  72205 

4313  West  Markham.  Little  Rock  72205 

4301  West  Markham.  Slot  640,  Little  Rock  72201 

30  Lenon  Drive,  Little  Rock  72207  (Res  ) 

,230  Medical  Towers  Building,  Little  Rock  72205 
10001  Llle  Drive,  Little  Rock  72205 


417  North  University,  Little  Rock  72205  

ttl  St  Vincent  Circle.  4170,  Little  Rock  72205. 
41  St  Vincent  Circle.  4340,  Little  Rock  72205,. 


664 
374 

664 
227- 
664 
758- 
753' 
664 
376- 
227- 
, 227' 
, 227- 
664- 
661- 
, 663- 
, 225 
, 227- 
225- 
663- 

663- 

664- 
, 661- 

CD Kumpuris,  Andrew  G 415  North  University,  Little  Rock  72205  , 664- 

GE Kumpuris,  D Dean  41 7 North  University,  Little  Rock  72205 666- 

GS Kumpuris,  Frank  G 415  North  University,  Little  Rock  72205 664- 

OBG  ..  . ..Kwee,  James  J 41  Lile  Court,  Little  Rock  72205 224- 

OTO Kyser,  James  F 900  Medical  Towers  Building,  Little  Rock  72205 227- 

OPH  Landers,  James  H 500  South  University.  Little  Rock  72205  664- 

R Landgren,  Robert  C .500  South  University,  Little  Rock  72205 664' 

R Lane.  John  W 1100  Medical  Towers  Building,  Little  Rock  72205  , 227- 

GS Lang,  Nicholas  P 4301  West  Markham,  Little  Rock  72201 661  ■ 

R .Langston.  Harold  D Post  Office  Box  56202,  Little  Rock  7221 5 664- 

FP  Laurenzana,  Donald  A 3423  Pike,  North  Little  Rock  72118 753- 

RD Lawson,  Mason  G 200  Ridgeway,  Little  Rock  72205  (Res.) 663- 

Lee,  J Fred Minden.  Louisiana 

PS Lehmberg.  Robert  W 11219  Hermitage  Road,  Little  Rock  72211 ...  227- 

EM Leibovich,  Marvin  9600  West  1 2th,  Emer  Dept , Little  Rock  72205 227- 

OTO Leipzig,  Bruce  4301  West  Markham,  Little  Rock  72201  661  ■ 

RHU Leonard.  Donald  G 41  St  Vincent  Circle,  #150,  Little  Rock  72205 664- 

OBG ,,  .Leou.  Frank  J 1070  Medical  Towers  Building.  Little  Rock  72205  224- 

PM Lepore.  Diane  G 515  Medical  Ails  Building,  Little  Rock  72202 370- 

RD Lester.  Joe  K 8 River  Ridge  Road.  Little  Rock  72207  (Res.) 225- 

PD Levin.  Frederick  R 500  South  University,  Little  Rock  72205  664- 

CD Lewis,  W Sexton  700  Medical  Towers  Building,  Little  Rock  72205 227 

R Llle.  Henry  A 1100  Medical  Towers  Building,  Little  Rock  72205  227- 

TS Lincoln,  Ben  M 5326  West  Markham,  Little  Rock  72205 664 

ORS  Lipke,  Jay  M 601  North  University,  Little  Rock  72205 666- 

CDS - LoebI,  Edward  C 250  Medical  Towers  Building,  Little  Rock  72205 227- 

U Logan,  Charles  W 500  South  University.  Little  Rock  72205 664- 

IM Love,  Tommy  L , Jr  41  St  Vincent  Circle,  4350,  Little  Rock  72205 664 

PD Lowe  Betty  A 804  Wolte,  Little  Rock  72201  370 

■ ■ ' ~ 661 

758 
664- 
227 
945- 
562 
227 
758 
225 
661 
225 


N Lucy,  Dennis  D , Jr  4301  West  Markham,  Little  Rock  72201 

GS - Ludwig,  Frank  R 406  Pershing,  North  Little  Rock  721 1 4 

GS Lyons.  Virgle  E , Jr  500  South  University,  Little  Rock  72205 

PTH Malak,  F A Post  Office  Box  5274,  Little  Rock  72215  

FP Mallory,  George  L .451 1 Lynch  Drive,  North  Little  Rock  72117 

FP Mann,  R Jerry  6924  Geyer  Springs  Road.  Little  Rock  72209  .... 

PTH Markland.  Gary  S 9601  Interstate  630.  Exit  7,  Little  Rock  72205  .. 

OBG Marks.  Stephen  R 2000  Fendley  Drive,  North  Little  Rock  721 1 4.  .. 

NS Mason.  J Zachary 750  Medical  Towers  Building.  Little  Rock  72205 

PUD  . Mason,  William  L 500  South  University,  Little  Rock  72205 

RD Massey,  C.  G 49  Racquet  Court,  Little  Rock  72207  (Res.). . . 

A Matthews.  Joseph  W Post  Office  Box  5675,  Little  Rock  72215  227 

P Matthews.  Robert  R 4301  West  Markham.  Slot  568,  Little  Rock  72201 661 

R McAdoo,  Hosea  W , Jr  1100  Medical  T owers  Building,  Little  Rock  72205 

ORS McCarthy.  Richard  E 804  Wolte,  Little  Rock  72201  

PTH McConnell.  John  D 500  South  University,  Little  Rock  72205 

GS McCracken.  John  D 970  Medical  Towers  Building,  Little  Rock  72205... 

FP McCrary.  George  A Post  Office  Box  805,  Jacksonville  72076 


R McDonald,  James  E 

FP McGowan,  R J . Jr  .... 

OTO McGrew.  IRobert  N . .. 

ORS  McKenzie,  Charles  N 

OBG McKnight,  C Allen  .. 

RD McMillin,  F Lamar.  Sr 

OPH  McNair.  James  R 

CD Meacham,  Donald  F .. 


227 

370- 

664 

227- 

982- 

664- 

664 


500  South  University,  Little  Rock  72205 
. 424  North  University.  LItlle  Rock  72205 

1200  Medical  Towers  Building,  Little  Rock  72205  227 

, 802  North  University,  Little  Rock  72205  , 666 

.800  Medical  Towers  Building.  Little  Rock  72205 227 

, 337  Crystal  Court,  Little  Rock  72205  (Res.) 663 

.5700  West  Markham,  Little  Rock  72205 664 

650  Shackleford  Road.  Little  Rock  7221 1 224 

AN Means.  Paul  N 10825  Financial  Centre  Parkway,  Little  Rock  7221  1 225 

IM Metraller,  James  A 1100  North  University,  Little  Rock  72207 664 

N Miles,  David  A 500  South  University,  Little  Rock  72205 664 

NEP Miller.  C Lindsey  350  Medical  Towers  Building,  Little  Rock  72205 224 

FP Miller.  Forrest  B 4202  South  University,  Little  Rock  72204 562 

IM  Miller,  Raymond  P , Sr  5918  Lee,  Little  Rock  72205 664 

Miller,  Timothy  T Chicago.  Illinois 

OTO Milner,  E L 500  South  University,  Little  Rock  72205 664 

ADM Mitchell.  George  K Post  Office  Box  2181,  Little  Rock  72203  378 

PDS Mount,  Daniel  L 804  Wolle,  Little  Rock  72201  370 

N Money,  Wandal  D 2003  Fendley  Drive,  North  Little  Rock  72114 753 

D Moore,  Burton  A 500  South  University,  Little  Rock  72205  664 

U Moore.  J Malcolm  500  South  University,  Little  Rock  72205 664 

GS...  “ ^ " 

IM  .... 

GYN 
TS... 

GER 
FP 
R . 

IM  , 

GE... 

ORS 
GP.. 

P ... 

GP.... 

R 

ORS 

PM... 

R 


Moore.  Rex  N Post  Office  Box  459,  Jacksonville  72076 

Moore,  Robert  B 
Morgan,  Frank  E 

Morris,  W Dale 

Morris.  Woodbridge  E 

Morrison,  Doyle  H 

Morrison,  James  R 


982 

5918  Lee,  LItlle  Rock  72205 664 

410  Pershing.  North  Little  Rock  721  14  758 

8500  West  Markham,  LItlle  Rock  72205 224 

310  Ridgeway,  Little  Rock  72205  (Res.) 663 

3807  McCain  Park  Drive.  North  Little  Rock  721 1 6 758 

500  South  University,  Little  Rock  72205 664 

Morse.  James  C 500  South  University,  Little  Rock  72205 661 

Morton,  William  J 1 0001  Llle  Drive,  Little  Rock  72205 227 

Mulhollan,  James  S #1  St  Vincent  Circle,  «41 0,  Little  Rock  72205 664 

Murphy,  James  E 520  Pershing,  North  Little  Rock  721  14  758 

Murphy,  Randolph  708  West  Second,  Little  Rock  72201  371 

Napper,  George  S 513  Mam,  North  Little  Rock  721 14 375- 

Nelson.  Alvah  J , III  500  South  University,  Little  Rock  72205  664 

Nelson.  Carl  L 4301  West  Markham,  Slot  531 . Little  Rock  72201 661 

Nelson.  Robert  D 1 120  Marshall,  Little  Rock  72202 370- 

Newbern.  David  H 500  South  University,  Little  Rock  72205  664 


8489 

-5588 

-5860 

-6727 

-4161 

-3774 

-9464 

-4117 

-4020 

-5240 

-5210 

-8000 

-4500 

-5160 

-7930 

-0887 

-8000 

-7709 

-9441 

2163 

-1060 

-5160 

-6841 

-0249 

-1521 

-5500 

-8501 

-1104 

-3914 

-2180 

-6186 

-8573 

3661 

-4834 

-6063 

-2300 

-5140 

2466 

-1080 

7257 

-2974 

-4044 

-4434 

-5240 

-6705 

-0144 

-4787 

-4364 

-5932 

-1401 

-5135 

1620 

-2434 

-5936 

-9271 

-1463 

-2888 

-9251 

■0880 

-9393 

■6444 

■5210 

■5903 

■5240 

■1468 

■2593 

■8180 

■4551 

■3914 

4810 

■5050 

0251 

■5885 

3783 

5100 

9001 

7590 

1540 

■3018 

■2141 

4838 

-2500 

-4318 

2133 

1450 

5462 

4161 

4364 

2141 

2500 

1022 

1950 

6551 

8981 

3914 

9740 

8000 

6334 

1640 

2214 

2433 

8573 

5505 

-7257 

-3914 
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Member's  Name 


Address 


Telephone 

Number 


Type  ot 
Practice 


RD  Nisbett,  James  M 

ORS  Nix,  Richard  A ... 

FP Nolen,  James  E,  .. 

R Norton,  George  A 

R , , Norton,  Joseph  A 

PH  Oates.  Gordon  P 

R ..  Oddson.  Terrence  A 

GP Ogden,  Mahlon  D 

P.  .Oglesby.  Walter  R 

ADM  O’Neal.  Waller  H . 

GS Osam,  Patrick  N . .. 


GS.  . 

HEM 
AN 
OT  . 
OPH 
GS.  . 
PD... 
ORS 
CHP 
END 
OPH 
RD.  .. 
OBG 
PUD 
GP  . 
GS 
FP  . 
AN 
« . 
PS... 
OTO 
GE 
NM 
CD.  . 


. Ozment,  Kerry  L . 
Padberg,  Frank  T 
Padilla.  Fernando  , 

Panuska.  Jerry  

Pappas,  James  J 
.Parker,  J Mayne 
.Parnell,  Clifton  L , I 
Paulus,  Thomas  E 
Peeples,  R Earl  ... 
Peters.  John  E . ... 
.Peters,  Phillip  J .. 
Petursson,  Gissur  J 
Phillips,  Bert  L .... 
Phillips,  Charles  E 
Phillips.  James  R . 

Phipps.  W E 

Pike.  John  D 

Pledger  Norman  R 
. Pollard  Arlee  E .... 
Pool.  Chalmers  S 
Pope,  Norton  A 

Potts,  Jerry  L 

.Power,  Robert  C . 
Prather,  Jerry  L ... 
Price,  Ben  O 


51 7 East  7th.  Little  Rock  72202  (Res  ) 

Post  Office  Box  5270,  Little  Rock  72215  

..  .Post  Office  Box  459,  Jacksonville  72076 

500  South  University,  Little  Rock  72205 

...  .8570  Cantrell,  Little  Rock  72207  (Res.) 

1 700  West  1 3th.  Little  Rock  72202  

. 500  South  University,  Little  Rock  72205 

4601  Woodlawn,  Little  Rock  72205 

...290  Valley  Club  Circle.  Little  Rock  72212  (Res  ) 

...  9601  Interstate  630.  Little  Rock  72205 

320  Doctors  Park  Building,  Little  Rock  72205  

500  South  University,  Little  Rock  72205 

55  East  Erie,  Chicago,  Illinois  6061 1 

S1  St  Vincent  Circle,  #1 10.  Little  Rock  72205 

10825  Financial  Centre  Parkway.  Little  Rock  72211  .... 

1 200  Medical  T owers  Building,  Little  Rock  72205  

500  South  University,  Little  Rock  72205 

8500  West  Markham,  Little  Rock  72205 

500  South  University,  Little  Rock  72205 

1 10  Doctors  Park  Building,  Little  Rock  72205  

..  4301  West  Markham.  Little  Rock  72201  

...10001  Lile  Drive.  Little  Rock  72205 

, . 4301  West  Markham,  Little  Rock  72201  

. 4525  Rosemont  Drive,  North  Little  Rock  721 16  (Res.).. 

800  Medical  Towers  Building.  Little  Rock  72205 

890  Medical  Towers  Building,  Little  Rock  72205 

. .. Post  Office  Box  1 3,  North  Little  Rock  72115 

500  South  University.  Little  Rock  72205 

3629  McCain  Boulevard,  North  Little  Rock  72116  

500  South  University,  Little  Rock  72205 

....  Little  Rock 

..  ..850  Medical  Towers  Building,  Little  Rock  72205 

3629  McCain  Boulevard.  North  Little  Rock  72116  

409  North  University.  Little  Rock  72205  

500  South  University,  Little  Rock  72205 

500  South  University,  Little  Rock  72205 

Post  Office  Box  2900,  Little  Rock  72203  (Res.) 


.312 


RD Pringos.  Andrew  A 

RD  . Proctor,  Clark  B 63  Sherrill  Heights.  Little  Rock  72202  (Res, 

FP  Purdy,  Harold  D "Bud  ' 6924  Geyer  Springs  Road,  Little  Rock  72209 

IM  Pyle,  Hoyte  R , Jr  5918  Lee.  Little  Rock  72205 

N 

CDS 

D 

IM 
TS 

PUD  .. 

NS 

U 

OBG  . 

P 

R 

U 

CD 

H 

FP  , . 


Ragsdill.  Mary  L 2003  Fendley  Drive,  North  Little  Rock  721 1 4.. 

Ransom,  John  M 780  Medical  Towers  Building,  Little  Rock  72205... 

Raque,  Carl  J 500  South  University,  Little  Rock  72205 

Rasch,  James  R 10001  Lile  Drive,  Little  Rock  72205 

Read.  Raymond  C 300  East  Roosevelt  Road.  Little  Rock  72206 

Rector,  Nancy  F 890  Medical  Towers  Building,  Little  Rock  72205... 

Reding.  David  L 750  Medical  Towers  Building,  Little  Rock  72205... 

Redman,  John  F 4301  West  Markham,  Slot  540.  Little  Rock  72201 . 

Reed.  Ewing  C , Jr  300  Doctors  Park  Building,  Little  Rock  72205 

Reese,  William  G 4301  West  Markham,  Slot  506.  Little  Rock  72201 

Regnier,  George  G 500  South  University,  Little  Rock  72205 

Rice.  Peyton  E 2000  Fendley  Drive,  North  Little  Rock  721 14 

. Richards,  Mary  K til  St  Vincent  Circle,  #140,  Little  Rock  72205 

. Richardson.  Robert  E Little  Rock 

. Riddle,  John  F , Jr  8824  Chicot  Road.  Little  Rock  72209  

Ridout,  Robert  G 4301  West  Markham,  Little  Rock  72201  

. 1024  Scott,  Little  Rock  72202 

.,#1  St  Vincent  Circle,  #160,  Little  Rock  72205 

. 4202  South  University,  Little  Rock  72204 

. 804  Wolfe.  Little  Rock  72201  

623  Woodlane,  Little  Rock  72201  

.,  Post  Office  Box  66,  Redfield  72132 

..500  South  University.  Little  Rock  72205 

4202  South  University,  Little  Rock  72204 

. 5223  Hawthorne,  Little  Rock  72207  (Res.) 

501  West  25th,  North  Little  Rock  72114. 


R 

FP Riegler,  N W , Jr 

CDS  Riggs.  Orval  E . ,. 

FP  . Riley.  William  H .. 

CHP  Ringdahl,  Irving  C 

OPH  ..  Roberson.  Michael  C 

GP Robinson,  Paul  F 

GYN Rodgers,  C Dudley 

FP Rodgers,  Charles  H 

RD.  . Rodgers,  Clyde  D 

ORS  Rooney,  Thomas  P 

RD Rosenbaum,  Carl  A 

RD Ross,  Robert  W 

ONC Ross,  S William  ..  . 

RD Rotherl,  Frances  C 

OTO Rounsaville,  Harry  L 

OPH  Roy,  F Hampton 

OTO  


.107  Cambridge  Place.  Little  Rock  72207  (Res  ) .... 

.123  Normandy  Road.  Little  Rock  72207  (Res.) 

..#1  St  Vincent  Circle.  #1 10,  Little  Rock  72205 

..Benedictine  Manor.  Hot  Springs  71914  (Res  ) 

.500  South  University.  Little  Rock  72205 

.1000  Medical  Towers  Building,  Little  Rock  72205 


Ruggles,  Dwayne  L 520  West  26th,  North  Little  Rock  72114. 


1 1 0 Doctors  Park  Building.  Little  Rock  72205  .. 
..#1  St  Vincent  Circle.  #210,  Little  Rock  72205.. 

4815  West  Markham,  Little  Rock  72205 

.500  South  University,  Little  Rock  72205 

..Post  Office  Box  5270,  Little  Rock  72215  

.1801  Maple,  North  Little  Rock  721 14 


ORS  Runyan,  William  A 

ORS  Saer,  Edward  H , III 

ADM Saltzman,  Ben  N .. 

TS Satterfield.  John  V 

ORS Schock,  Charles  C 

FP Schralz.  Bruce  E ... 

OPH  Schroeder,  George  T 260  Doctors  Park  Building,  Little  Rock  72205  . 

IM  Schultz.  John  C 10001  Lile  Drive,  Little  Rock  72205 

GS Schwander,  Howard  320  Doctors  Park  Building,  Little  Rock  72205  

RD Schwarz.  W J 1 8 Blue  Ridge  Circle,  Little  Rock  72207  (Res  ) 

OPH  . . Scruggs,  Jan  W 31 2 Pershing,  North  Little  Rock  721 1 4 

R Seiberl,  Joanna  J 804  Wolfe.  Little  Rock  72201  

ORS  Selakovich.  Walter  G 500  South  University.  Little  Rock  72205 

P Shannon,  Robert  F 4313  West  Markham,  Little  Rock  72205.. 

EM Shelby,  Eugene  M 100  Whittington.  Hot  Springs  71901  

OPH  Shock,  John  P 4301  West  Markham.  Slot  523,  Little  Rock  72201 

# Shuflield.  H Elvin Little  Rock 

PD Shultz.  Sam  L 481 5 West  Markham,  Little  Rock  72205 

IM Silvoso,  Gerald  R . 10001  Lile  Drive,  Little  Rock  72205 

OBG Simmons.  Orman  W #1  Lile  Court,  Little  Rock  72205 

IM  Simpson.  N Henry 941  Donaghey  Building.  Little  Rock  72201  

P Sims,  James  M 3629  McCain,  North  Little  Rock  721 16 

PD Sims,  Neil  H 4301  West  Markham,  Little  Rock  72201  

PTH Singleton.  L Gene 1120  Medical  Towers  Building,  Little  Rock  72205  .... 

GS  Sipes,  Frank  M 1 1 00  North  University.  Little  Rock  72207 

ORS  Slater.  John  G . Jr  1 1 00  North  University,  Little  Rock  72207 

PTH Slaven.  John  E 1 1 20  Medical  Towers  Building,  Little  Rock  72205  .... 

R Slayden,  John  E 1 100  Medical  Towers  Building,  Little  Rock  72205  .... 

AN Sloan.  Fay  M 1 0825  Financial  Centre  Parkway,  Little  Rock  7221 1 

GYN Sloan.  James  M 500  South  University,  Little  Rock  72205 

GE Smart,  Douglas  F 409  North  University.  Little  Rock  72205 

P Smith.  Aubrey  C #1  St  Vincent  Circle,  #260,  Little  Rock  72205 

CD Smith,  David  E 360  Doctors  Park  Building,  Little  Rock  72205  

OBG  Smith,  Douglas  B #1  Lile  Court,  Little  Rock  72205 


375- 2252 
224-6900 
982-2141 
664-3914 
661 -3671 

376- 451 1 
664-3914 
664-0769 
224-6426 
227-2672 
227-7200 

663- 4020 
-664-4050 

664- 6600 
227-7590 
227-5050 
666-9632 
224-1950 
664-4044 
227-4150 
661 -5800 
227-8000 
661-5150 
753-6057 
227-5885 
224-0110 

374- 4821 
664-4321 
758-2644 
661  -3578 

227-6464 

753-8444 

664-6980 

664-3914 

664-9535 

663-6230 

663- 5269 
562-1463 

664- 2500 
753-5462 
224-1508 
666-5451 
227-8000 
372-8361 

224- 0110 

225- 0880 
661  -5240 
227-6377 
661 -5266 
664-3914 
753-4593 
666-5000 

562-8600 
661 -5000 

375- 3326 
666-2001 
562-4838 
374-2222 

374- 6491 
397-2261 
664-4131 
562-4838 
663-7502 
758-2046 
225-8071 

663- 2052 

664- 6600 

623- 1571 
664-9082 
227-6980 
758-6560 
227-4150 
661  -0350 
661-2111 
664-6050 
224-6900 
758-1002 
224-4484 
227-8000 
227-7200 

663- 3164 
758-7627 
370-1100 
666-2824 

664- 4500 

624- 5451 
661-5150 

661 -2757 
227-8000 

224- 5500 

375- 2801 
758-9993 
661 -5320 
227-2888 
664-4596 
664-7710 

225- 7711 
227-5240 
227-7590 
664-2277 
664-6980 
664-0001 
224-6525 
224-5500 
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Type  ol 

Telephone 

Practice 

Member's  Name 

Address 

Number 

OPH 

Smith,  James  L 

623  Woodlane,  Little  Rock  72201  

374-6491 

OPH 

Smith,  Joe  E 

666-8627 

FP 

Smith,  John  McCollough 

4000  Woodlawn.  Little  Rock  72205 

666-6570 

GYN 

, Smith,  Mose,  III 

5326  West  Markham  Little  Rock  72205 

664-1527 

A 

Smith,  Purcell,  Jr  

227-5210 

GE 

Smith,  Thomas  J 

664-6980 

PD 

Smith.  Thomas  W 

664-41 1 7 

OTO 

Smith,  Tom  

227-4863 

» 

. . Snodgrasl  W A , Jr  

Mobile,  Alabama 

R 

Snyder,  Lihda  M 

1 100  Medical  Towers  Building,  Little  Rock  72205  

227-5240 

FP  

. Somers,  A Jack  

227-6363 

ORS 

. . Sorrells,  R Barry  . . . 

224-6900 

RD 

Spitzberg,  Irving  J 

663-6877 

EM  

Spurgeon,  P Stanley  

4301  West  Markham,  Slot  584,  Little  Rock  72201 

661-5515 

PUD 

227-8000 

IM 

758-9823 

R .. 

Stannard,  Michael  W 

114  North  Woodrow,  Little  Rock  72205 

868-9216,  Ext  234 

ORS 

Steele.  William  L 

664-7710 

IM 

Sternberg,  Jack  J 

1000  North  University,  Little  Rock  72207 

661-0060 

IM  

Stockley.  Susan  M 

664-1540 

END 

Stonesiter,  Larry  D 

8500  West  Markham.  Little  Rock  72205 

225-9654 

FP  

Storeygard,  Alan  R 

982-2141 

FP  

Stotts.  John  R . . 

. . 663-9415 

CD  

758-5133 

FP  

372-1828 

IM  

Strauss.  Mark  A 

1026  Donaghey  Building,  Little  Rock  72201  

372-1828 

PD 

Stroope,  George  F 

51 6 Pershing.  North  Little  Rock  721 1 4 

758-1530 

OBG 

Struble,  R Harlan 

270  Medical'Towers  Buildihg,  Little  Rock  72205 

224-6300 

PS 

Stuckey,  James  G 

664-4383 

OBG 

Studdard,  James  D 

«1  Lile  Court,  Little  Rock  72205 

224-5500 

u 

51 8 West  26th,  North  Little  Rock  721 1 4 

758-6111 

PTH 

227-2888 

N 

227-4750 

P 

. 372-8361 

FP 

Sung,  Michael  Y 

6917  Geyer  Springs  Road,  Little  Rock  72209  

568-4949 

RD 

Swindoll.  Bryant  S 

341 5 N Hills  Blvd.,  North  Little  Rock  721 1 6 (Res.) 

753-3029 

OBG 

Tanner,  James  A 

»1  Lile  Court.  Little  Rock  72205 

224-5500 

IM  

Taylor,  Eugene  H 

10001  Lile  Drive,  Little  Rock  72205 

227-8000 

CRS 

Tedford,  John  G 

664-8466 

PD 

Teeter,  John  A 

661-1917 

GE 

Texter,  E Clinton,  Jr  

4301  West  Markharri,  Slot  567,  Little  Rock  72201  

661-5177 

OPH  

Thomas,  A,  Henry  

500  South  University.  Little  Rock  72205 

664-8445 

ORS  

Thomas,  Jerry  L 

«1  St  Vincent  Circle,  ft  210.  Little  Rock  72205  

661-0350 

GS 

Thomas,  Peter  0 

1310  Cantrell  Road,  Little  Rock  72201  

374-5703 

CD 

Thompson.  A,  J 

664-5860 

OTO 

Thompson,  Albert  R 

500  South  University,  Little  Rock  72205 

664-4381 

AN 

Thompson,  Dola  S 

661-6119 

IM  

225-2661 

ORS  

Thompson,  S Berry 

1 1 00  North  University,  Little  Rock  72207 

664-7710 

ORS  

Thompson,  Samuel  B 

1 1 00  North  University,  Little  Rock  72207  

664-7710 

ADM 

Thorn,  G Max  

St  Vincent  Infirmary,  Little  Rock  72201  

OBG  

Thrower,  Rufus.  Jr  

1306  Wright  Avenue,  Little  Rock  72206  

374-3927 

FP 

Tilley,  Steve  B 

663-9415 

R 

Tirman,  Robert  M 

4301  West  Markham,  Little  Rock  72201  

661-5740 

ADM 

372-8361  Ext  291 

FP 

982-2141 

HEM 

664-3008 

GP 

663-6251 

AN 

Tseng,  Jyi-Ming  

1 0825  Financial  Centre  Parkway,  Little  Rock  7221 1 ...  

227-7058 

GS 

Tucker,  W Everett 

990  Medical  Towers  Building,  Little  Rock  72205 

227-9080 

# 

- Valentine,  Robert  G 

North  Little  Rock 

•*AN 

Valentine,  Robert  G , Jr  

4301  West  Markham,  Little  Rock  72201  

661-6114 

AN 

Vaughter.  W Roger  

664-3789 

FP 

568-4949 

PS 

227-6063 

FP 

Wade.  W 1 

664-4810 

IM  

Wagoner,  Jack 

5918  Lee.  Little  Rock  72205 

664-2500 

n 

Wallis.  Charles  

Little  Rock 

GS 

...  Walt,  James  R 

664-4146 

IM  

Ward.  Harry  P 

661-5680 

AN 

Ward,  Joseph  P 

227-7590 

PD 

Warlord,  Lloyd  R 

500  South  University,  Little  Rock  72205 

664-4044 

RD 

Warlord.  Walton  R .. . . ... 

753-4193 

OPH  . . 

Watkins.  John  G , Jr  

227-6797 

OPH 

Watkins,  John  G , III  

230  Doctors  Park  Building,  Little  Rock  72205  

227-6797 

IM  ... 

661-9740 

RD 

Watson,  C Robert  

30  Edgehill,  Little  Rock  72207  (Res  ) 

663-6680 

ORS  

Weber.  Edward  R 

4301  West  Markham.  Little  Rock  72201  

661-5590 

FP 

982-2108 

ORS  

Weber,  Michael  J 

753-1747 

CDS  

Weiss,  John  B 

780  Medical  Towers  Building,  Little  Rock  72205 

224-1508 

NEP 

Wellons,  James  A 

350  Medical  Towers  Building,  Little  Rock  72205 

224-2141 

PS 

Wende,  Raymond  A 

1 1213  Hermitage  Road,  Little  Rock  7221 1 

227-6063 

GS 

Wenger,  Carl  E 

330  Doctors  Park  Building.  Little  Rock  72205  

227-6363 

GS 

Westbrook,  Kent  C 

4301  West  Markham.  Little  Rock  72201  

661-5987 

P 

Westerfield,  Frank  M 

225-0777 

TS 

Westerman,  G Richard  

4301  West  Markham,  Little  Rock  72201  

661-5300 

FP 

908  High  Little  Rock  72202  . 

374-3609 

RD 

225-1252 

GP 

Wilkes,  Elbert  H 

5326  West  Markham,  Little  Rock  72205 

663-4114 

PS 

661-5151 

CDS  

224-5666 

CDS  

666-2894 

NS 

Williams.  Ronald  N 

750  Medical  Towers  Building.  Little  Rock  72205 

225-0880 

CD 

Wilson.  James  W 

SI  St  Vincent  Circle.  S440,  Little  Rock  72205 

664-9040 

GER  

Wilson.  Jed  D 

663-5413 

ORS  

Wilson.  John  L 

601  North  University,  Little  ock  72205  

666-0144 

OPH  ...  . 

,,  , .Wilson,  R Sloan 

664-1104 

IM 

227-6659 

OBG  .... 

661-5921 

GYN  . . 

Wood,  Gary  P 

500  South  University,  Little  Rock  72205 

664-6127 

FP 

Wortham.  Thomas  H 

982-2141 

CDS  

666-2894 

PTH  

. . 9600  West  12th,  Little  Rock  72205  

771-3264 

RD 

Zell.  Lawrence  M 

Star  Route.  Box  88-B.  Tucker  721 68  (Res  ) 

842-2216 

343 


Type  of 
Practice 

FP 

Member's  Name 

. ..  Baltz,  Albert  L .... 

Address 

RANDOLPH  COUNTY 

Telephone 

Number 

892-4467 

FP  

Baltz,  M A 

...  . ...  1 1 0 West  Broadway,  Pocahontas  72455  

892-3111 

FP 

Barre,  Hal  S 

Route  5,  Doctors  Medical  Bldg  , Pocahontas  72455 

892-4497 

GP 

DeClerk,  Thomas  B 

Route  5,  Doctors  Medical  Bldg  , Pocahontas  72455 

892-3344 

GS 

. ...Hadad,  Anibal  R 

Post  Offioe  Box  725,  Pocahontas  72455  

892-4406 

FP 

Holt.  Danny  B 

Route  5,  Doctors  Medical  Bldg  , Pocahontas  72455 

. ..  . 892-4467 

FP 

. ...Jansen,  Andrew  J.,  Ill 

Route  5,  Doctors  Medical  Bldg..  Pocahontas  72455 

892-4467 

FP 

892-4464 

FP 

Scott,  William  W 

Post  Office  Box  466,  Pocahontas  72455  

892-8086 

GP 

Smith,  Norman  K 

107  Van  Bibber,  Pocahontas  72455 

892-3389 

SALINE  COUNTY 


RD Ashby,  John  W 312  Dogwood,  Benton  72015  (Res.) 

R Ashby,  Robert  M 815  North  East,  Behton  72015 

PD - Atkins,  Mary  J 825  North  Mam,  Bentoh  7201 5 

GS Baber.  Quin  M 105  McNeil,  Benton  72015 

OM  Bethel.  James  C 300  East  Roosevelt  Road.  Little  Rock  72206., 

OBG Caldwell,  David  L 910  North  East,  Benton  72015 

ORS  Cash.  Ralph  D 105  McNeil.  Benton  72015.. 


778-2470 

778-6555 

778-0421 

778-7435 

372-8361,  Ext  300 
778-0426 
778-1388 


GP Coker,  S Dale Benton  Services  Cntr , Bldg  6.  Benton  7201 5 371-1906 

FP Cornwell.  Samuel  L Route  3.  Box  225,  Benton  72015 371-1906 

OBG Council,  R A . Jr  91 0 North  East.  Benton  7201 5 778-0426 

ORS  Duncan,  J Shelby  1 05  McNeil,  Benton  7201 5 778-1388 


IM  

Hill,  Edward  B 

1 200  North  Main,  Benton  7201 5 

778-5740 

GP  

Hogue,  F Paul  

778-4511 

FP 

847-0082 

FP 

Izard,  Ralph  S 

Post  Office  Box  A-A,  Bryant  72022 

847-0289 

FP 

Kirk,  Marvin  N , Jr  

205  Carpenter,  Benton  7201 5 

778-8264 

GP 

Martindale.  J L 

302  West  South,  Benton  72015 

778-4511 

RD 

. 778-6522 

AN 

Porter,  Jim  C 

Post  Office  Box  D,  Benton  72015  

776-0052 

OM  

778-3644 

FP 

778-8264 

FP 

Taggart,  S D 

Post  Office  Box  969,  Benton  7201 5 

778-0934 

OBG 

Thibault,  Frank  G , Jr  

910  North  East,  Benton  72015 

778-0426 

(M  

Thomas,  Bill  R 

1200  North  Mam,  Benton  72015  

778-5740 

RD 

778-4858 

GP. 

Tilley,  Roger  L 

302  West  South,  Benton  72015 

778-4511 

GS 

Viner,  Donald  L 

105  McNeil,  Benton  72015  

778-7435 

FP 

Wright,  John  D 

321  Short,  Benton  72015  

776-0603 

SCOTT  COUNTY 

GS 

Ahmed,  S A 

Post  Office  Box  547,  Waldron  72958  

637-3135 

SEBASTIAN  COUNTY 

‘'FP 

Acklin,  Jimmy  D 

100  South  1 4lh,  Fort  Smith  72901  

785-2431 

NM  

Albers,  David  G 

Post  Office  Box  1827,  Fort  Smith  72902 

782-5035 

ORS 

452-3500 

EM 

Alexander,  R Kent  

1311  South  "1",  Fort  Smith  72901  

441-5011 

GS 

Anderson,  Paul  M 

1 501  South  Waldron.  Fort  Smith  72903  

452-9316 

OBG 

Atkins,  Jimmie  G 

1500  Dodson,  Fort  Smith  72901  

782-2071 

GP 

Bailey,  Charles  W 

Post  Office  Box  426,  Greenwood  72936  

996-4111 

P . 

....  Baker,  Max  A 

21 1 2 South  Greenwood,  Fort  Smith  72901  

785-2361 

IM  

Barker,  Robert  C , Jr  

1 500  Dodson,  Fort  Smith  72901  

782-2071 

HEM  

Barnes,  L Ford  

Post  Office  Box  3528,  Fort  Smith  72913 

452-2077 

AN 

783-1497 

OBG 

Berumen,  Mike  

Post  Office  Box  3528,  Fort  Smith  72913 

452-2077 

GE 

Bordeaux,  Ronald  A 

Post  Office  Box  3528,  Fort  Smith  72913 

452-2077 

D 

Bradford,  A.  C 

Post  Office  Box  3528,  Fort  Smith  72913 

452-2077 

P . . 

. Bradley,  Joe  F 

2112  South  Greenwood.  Fort  Smith  72901  

785-2361 

R 

Broadwater,  John  R 

1 500  Dodson,  Fort  Smith  72901  

782-2071 

ORS  Brown,  Byron  L 100  North  16th.  Fort  Smith  72901  

RD Brown,  James  A 681 0 South  'T",  Fort  Smith  72903  (Res  ) . 

R Brown,  Richard  N 1501  Soulh  Waldron,  Fort  Smith  72903  ... 

ORS  Buie,  James  FI  1 500  Dodson.  Fort  Smith  72901 


783-3604 

452-1231 

452-9416 

782-2071 

FP  Busby,  J David 100  South  1 4th,  Fort  Smith  72901  785-2431 

PD Cabell,  Ben  B 312  South  16th,  Fort  Smith  72901  782-7921 

R Cassady,  Calvin  R Post  Office  Box  1827,  Fort  Smith  72902 782-5035 

P Chambers,  A Pat  1500  Dodson,  Fort  Smith  72901  782-2071 

RD Chamblin.  Don  W 2500  Fresno  Place.  Fort  Smith  72901  (Res) 646-5391 

AN Chester,  Robert  L 1500  Dodson.  Fort  Smith  72901  782-2071 

"FP Clark,  Terry  1 00  South  1 4lh,  Fort  Smith  72901  785-2431 

Clemmons.  Edward  E Texas 


AN Coffman,  Edwin  L 

NEP Coleman,  Michael  D .... 

CRS Crigler,  Ralph  E 

R Crow,  Neil  E . Sr.  

R Crow,  Neil  E . Jr 

R Culp,  William  C 

RD Cunningham,  Charles  S 

PTF1 Davenport,  0 Leo  

CD Deafon,  John  M 

PD deMiranda,  Fred  C 

RFIU  Deneke,  James  S 

P Desrochers,  Paul  E 

P Dorzab,  Joe  FI  

FP Dudding,  W F 

NS Dulllgan,  Michael  P 

FP  Durmon,  Beuford  T 

IM Edmondson,  Steve  A . .. 

OBG Ellis,  Flomer  G 

R Erickson,  Clark  A 

OPH  Faier,  S Z 

FIEM Fecher.  Dennis  R 

U Feder.  Frederick  P 

FP Feild,  T A.  Ill  

OPH  Felker.  Gary  V 

AN Fisher,  Robert  D 

PD  Floyd,  Charles  H 

U Francis.  Darryl  R , II  

OTO Gedosh,  Edgar  A 

R Gill.  James  A 


1500  Dodson.  Fort  Smith  72901  

. ,1500  Dodson,  Fort  Smith  72901  

1500  Dodson.  Fort  Smith  72901  

1500  Dodson.  Fort  Smith  72901  

1500  Dodsoh,  Fort  Smith  72901  

1501  Soulh  Waldron,  Fort  Smith  72903  

212  Mockingbird  Lane,  Poteau,  Oklahoma  74953  (Res.) 

923  Lexington,  Fort  Smith  72901  

1500  Dodson,  Fort  Smith  72901  

1501  South  Waldroh,  Fort  Smith  72903  

. .1500  Dodson,  Fort  Smith  72901  

7303  Rogers,  Fort  Smith  72903 

1 500  Dodson.  Fort  Smith  72901  

....3104  Executive  Park,  Fort  Smith  72903  

. ..1500  Dodsoh.  Fort  Smith  72901  

...  7303  Rogers.  Fort  Smith  72903 

320  North  Greehwood,  Fort  Smith  72901  

Post  Office  Box  3507,  Fort  Smith  7291 3 

. ..1500  Dodson,  Fort  Smith  72901  

. .1500  Dodson,  Fort  Smith  72901  

. ..  1 500  Dodson,  Fort  Smith  72901  

....520  Lexinglon,  Fort  Smith  72901  

....3600  North  "O".  Fort  Smith  72904 

...  3000  Rogers,  Fort  Smith  72901  

. ..1500  Dodsoh,  Fort  Smith  72901  

...61 7 South  1 6th,  Fort  Smith  72901  

. 520  Lexington,  Fort  Smith  72901  

. . 600  Soulh  16th,  Fort  Smith  72901  

..  Post  Office  Box  1827,  For!  Smith  72902 


782-2071 

.......  782-2071 

782-2071 

782-2071 

782-2071 

452-9416 

918-647-4904 

785-1447 

782-2071 

452-831 1 

782-2071 

452-9115 

782-2071 

.......  452-9012 

782-2071 

452-4552 

.......  782-4470 

785-241 1 

.......  782-2071 

782-2071 

782-2071 

782-7261 

783-5158 

782-8892 

782-2071 

783-3165 

782-7261 

782-6022 

782-5035 
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Member's  Name 


Address 


Telephone 

Number 


Type  ol 
Practice 


PDC  Gilliland,  J,  Campbell  

"FP Gilmore,  Owen  B 

PTH  Girkin,  R Gene  . . 

IM Glassell,  Edwin  C 

OBG  Glover,  D Bruce  ..  . 

PS Goodman.  R Cole 

AN  ...Goodman,  Raymond  C 

EM  Graves.  Stephen  C 

N Griggs,  William  L . Ill  

AN  Grimes,  Allred  H 

U Hamblin,  David  W 

ORS  Halhcock,  Alfred  B 

# Hawkins,  S Wright 

AN  Herren,  Adrian  L 

U Hewett,  Archie  L 

P Hill.  James  H 

IM  ,.  ..Hinkle,  Richard  A.,  Jr 

"FP Hoang,  N Van  

OBG  Hoffman.  John  D 

GS Hoge,  Marlin  B 

CD Holman,  William  A 

GS Holmes.  Williams  C . Jr  . 

ADM  Hornberger,  E Z 

A Howell.  James  T 

OPH  Hughes,  Robert  P . Jr  

R Huskison,  William  T 

OBG  Hyde.  Marshall  L 

FP Ingram,  Ralph  N 

ORS  Irwin.  Peter  J 

GS Janes.  Robert  H 

PD  Jones,  Gilbert  N , III  

RD.. Jones,  W Duane  

GYN Kelsey,  J F 

RD. Kennedy,  Virgil  N 

IM Kientz,  John  

CD Klopfenstein,  Keith  

ORS  Knight,  William  E 

END  Kocher,  David  B 

PTH Koenig.  A Samuel.  Ill  

RD Koenig,  Albert  S , Jr 

OBG Kradel.R  Paul  

FP Kramer.  Ralph  G 

FP Kutait.  Kemal  E 

IM Lambiotte,  Louis  O 

PTH Landrum,  Annette  V 

GS Landrum,  Samuel  E 

OTO Lane,  Charles  S . Jr  

AN Leningtoh,  Jerry  O 

IM  Lewing,  Hugh  S 

D Lewis,  John  E 

FP Lilly,  Ker  E 

NS Lockhart.  William  G 

GS Lockwood,  Frank  M 

ORS  Long,  James  W 

NS MacDade,  Albert  D 

D Magness,  Jack  L , Jr  

CD Manus,  Stephen  C 

RD Martin,  Art  B 

FP Martin,  Maurice  C.  "Rick" 

N Marzewski,  David  J 

OBG Mason,  Joe  N 

GE Masri,  Hassan  M 

PD McClain,  Merle  E 

FP McCraw.  Gordon  W .. 

GP McDonald,  H P 

OPH  McEwen,  Stanley  R 

FP McKinney,  Robert  D 

IM  McMinimy,  D J 

GP Meador,  Don  M 

R Miller,  Robert  C 

GS Mings.  Harold  H 

GP Mitchell.  Bob  G 

OPH  Moulton,  Everett  C . Jr  . . 

OPH  Moulton,  Everett  C..  Ill 

ORS  Mumme,  Marvin  E 

RD Murchison,  Roary  A 

OBG Muylaert,  Michel  

PD Nassri,  Louay  

PUD  Nichols.  David  R 

D Niemann,  Jeffrey  M 

CD Nolewaika,  A J 

GS Olson.  John  D 

ORS  Osborne.  D Frank  

GE Paris.  Charles  H 

ORS  Parker,  Douglas  W , Jr  ... 

PD Parker,  Joel  E..  Jr 

IM  Parker,  Stephen  M 

R Parker.  Thomas  G 

CDS  Patrick,  Donald  L 

IM  Pence.  Eldon  D..  Jr 

FP  Perrymore,  W Dale  

GYN Phillips.  W P 

FP Pillstrom,  Lawrence  G 

IM Poe.  McDonald.  Jr  

OBG Poole,  M Louis 

CD Pope,  John  R 

PD Post,  James  M 

IM  Pradel,  Paul  A 

CD Prewitt,  Taylor  A 

IM  Price,  Lawrence  C 

NEP...  Rabideau,  Dana  P 

OTO Raymond.  Thomas  H 

N Reul,  Charles  G 

EM Reyenga,  Stanley  L 

END  ..  Robinson,  Ronald  P 

R Rogers.  Paul  L 

FP Ross.  R Wendell  


.,  , 1 500  Dodson,  Fort  Smith  72901 782-2071 

100  South  14th.  Fort  Smith  72901  785-2431 

923  Lexington,  Fori  Smilh  72901  . . . ..  785-1447 

1 500  Dodson,  Fort  Smith  72901  ....  782-2071 

Post  Office  Box  3507,  Fort  Smith  72913 ...  785-2411 

1500  Dodson,  Fort  Smith  72901  782-2071 

. 1 500  Dodson,  Fort  Smith  72901  782-2071 

7301  Rogers,  Fort  Smith  72903  452-5100 

1500  Dodson,  Fort  Smith  72901  782-2071 

. 1500  Dodson,  Fort  Smith  72901  . , 782-2071 

291 7 South  74th,  Fort  Smith  72903 452-8400 

1500  Dodson,  Fort  Smith  72901 782-2071 

. Fort  Smith 

....21 6-A  North  Greenwood.  Fort  Smith  72901  783-1 497 

...600  South  14th,  Fort  Smith  72901  785-2604 

1500  Dodsoh,  Fort  Smith  72901  782-2071 

1 501  South  Waldron.  Fort  Smith  72903 452-8753 

.100  South  14th.  Fort  Smith  72901  785-2431 

Post  Office  Box  3528,  Fort  Smith  72913 452-2077 

1501  South  Waldron,  Fort  Smith  72903 452-931 6 

Posl  Office  Box  3528,  Fort  Smith  72913 452-2077 

.. . Post  Office  Box  3528,  Fort  Smith  72913 452-2077 

,1311  South  "I",  Fori  Smith  72901 441-5440 

,.  1 420  South  "I".  Fort  Smith  72901  782-2983 

3000  Rogers,  Fori  Smith  72901  782-8894 

1501  South  Waldron,  Fort  Smith  72903 452-9416 

..  Post  Office  Box  3507.  Fort  Smith  72913 785-241 1 

1120  Lexington,  Fort  Smith  72901  785-2657 

1500  Dodson,  Fort  Smith  72901 782-2071 

1500  Dodson,  Fort  Smith  72901 782-2071 

1500  Dodson,  Fort  Smith  72901 782-1525 

5610  South  Enid,  Fort  Smith  72903  (Res.) 452-0484 

Post  Office  Box  3507,  Fort  Smith  72913 785-2411 

541 7 Grand,  Fort  Smith  72904  (Res  ) 452-3351 

1500  Dodson,  Fori  Smith  72901  782-2071 

1 500  Dodson,  Fort  Smith  72901  782-2071 

1500  Dodson,  Fort  Smith  72901  782-2071 

Post  Office  Box  3528,  Fort  Smith  72913 452-2077 

923  Lexington.  Fort  Smith  72901  785-1447 

2122  South  "W",  Fort  Smith  72901  (Res  ) 783-7233 

Post  Office  Box  3528,  Fort  Smith  72913 452-2077 

603  Lexington,  Fort  Smith  72901  783-8917 

1 120  Lexington,  Fort  Smith  72901 785-2655 

1500  Dodson,  Fort  Smith  72901 782-2071 

....100  South  14th,  Fort  Smith  72901  785-2431 

2901  South  74th,  Fort  Smith  72903 452-5332 

600  South  16th,  Fort  Smith  72901  782-6022 

1500  Dodson.  Fort  Smith  72901  441  -5291 

404  South  16th,  Fort  Smith  72901  783-3158 

1500  Dodson.  Fort  Smith  72901  782-2071 

1120  Lexington,  Fort  Smith  72901  785-2655 

1500  Dodson.  Fort  Smith  72901  ..  782-2071 

...  1 500  Dodson,  Fort  Smith  72901  782-2071 

1 500  Dodson,  Fort  Smith  72901  . 782-2071 

1500  Dodson.  Fort  Smith  72901  782-2071 

...  Post  Office  Box  3528,  Fort  Smilh  7291 3 452-2077 

Post  Office  Box  3528,  Fort  Smith  7291 3 452-2077 

, ...2121  Wolfe  Lane,  Fort  Smifh  72901  (Res.) 783-1237 

Post  Office  Box  366,  Greenwood  72936  996-41 12 

1500  Dodson,  Fort  Smith  72901  782-2071 

1 500  Dodson,  Fort  Smith  72901 782-2071 

1 500  Dodson.  Fort  Smith  72901 782-207 1 

312  South  1 6th,  Fort  Smith  72901  782-7921 

.114  West  Fourth.  Booneville  72927 675-2455 

2044  North  29th,  Fort  Smith  72904  782-4833 

3000  Rogers,  Fort  Smith  72901  782-8892 

Post  Office  Box  426,  Greenwood  72936 996-41 1 1 

1500  Dodson,  Fort  Smith  72901 782-2071 

3600  North  "0".  Fort  Smith  72904 783-5158 

1 500  Dodson,  Fori  Smith  72901  ..  782-2071 

,.,  1500  Dodson.  Fort  Smith  72901 782-2071 

1 003  Lexington,  Fort  Smith  72901  782-3728 

7303  Rogers,  Fort  Smith  72903  452-9043 

7303  Rogers,  Fort  Smilh  72903  . 452-9043 

1 500  Dodson,  Fort  Smith  72901 782-2071 

19  Haven  Drive,  Fort  Smith  72901  (Res.) 782-5323 

. ..  1 501  South  Waldron,  Fort  Smith  72903 452-81 58 

....  1 500  Dodson,  Fort  Smith  72901  782-207 1 

1500  Dodson,  Fort  Smith  72901  782-2071 

316  Lexington,  Fort  Smith  72901  783-1 121 

Post  Office  Box  3528,  Fort  Smith  72913 452-2077 

1 500  Dodson,  Fort  Smith  72901 782-2071 

7303  Rogers,  Fort  Smith  72903  452-6522 

...  Post  Office  Box  3528,  Fort  Smith  72913 452-2077 

1 500  Dodson,  Fort  Smith  72901 782-2071 

617  South  16th.  Fort  Smith  72901  783-3165 

320  North  Greenwood,  Fort  Smith  72901  782-4470 

..  1 501  South  Waldron,  Fort  Smith  72903 452-9416 

1500  Dodson,  Fort  Smith  72901 782-2071 

....  1501  South  Waldron,  Fort  Smith  72903 452-8753 

7110  Rogers.  Fort  Smith  72903  452-6362 

Post  Office  Box  3507,  Fort  Smith  72913 785-2411 

1120  Lexington,  Fort  Smith  72901  785-2655 

1501  South  Waldron,  Fort  Smith  72903 452-8753 

1501  South  Waldron,  Fort  Smith  72903 452-8158 

1500  Dodson,  Fort  Smith  72901 782-2071 

617  South  16th.  Fort  Smith  72901  783-3165 

1501  South  Waldron,  Fort  Smith  72903 452-8753 

Post  Office  Box  3528,  Fort  Smith  72913 452-2077 

....  404  South  16th,  Fort  Smith  72901  783-3158 

1500  Dodson,  Fort  Smith  72901  782-2071 

600  South  16th,  Fort  Smilh  72901  782-6022 

1500  Dodson,  Fort  Smith  72901  ..  782-2071 

1311  South  "I",  Fort  Smith  72901  441-501  1 

Post  Office  Box  3528,  Fort  Smith  72913 452-2077 

.1501  South  Waldroh,  Fort  Smilh  72903 . ..  . . .452-9416 

1 1 20  Lexington,  Fort  Smith  72901  ....  785-2655 
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Type  of 
Practice 


Member’s  Name 


Address 


Telephone 

Number 


R Russell,  Rex  D 1500  Dodson,  Fort  Smith  72901 782-2071 


AN  

Safranek,  Edward  J 

21 6-A  North  Greenwood.  Fort  Smith  72901  

783-1497 

GS 

Saviers.  Boyd  M 

1 500  Dodson,  Fort  Smith  72901 

782-2071 

AN 

Schemel,  William  H 

21 6-A  North  Greenwood,  Fort  Smith  72901  

783-1497 

IM  

Schwarz,  Paul  R 

404  South  16th,  Fort  Smith  72901  

783-3158 

N 

Serrano,  Ernest  E 

1 500  Dodson,  Fort  Smith  72901 

782-2071 

GYN  

Sherman.  Robert  L 

785-241 1 

GP  

Shermer.  Jonathan  P, 

783-4014 

ORS 

Sherrill.  William  M . Jr  

1 500  Dodson.  Fort  Smith  72901  

782-2071 

PTH 

Sigler,  John  K 

923  Lexington,  Fort  Smith  72901  

785-1447 

Skagerberg,  David  G 

Waveland,  Mississippi 

PTH  ..  . . 

785-1447 

FP  

Smith,  Terrald  J 

100  South-Uth,  Fori  Smith  72901  

785-2431 

R 

Snider,  James  R 

1 500  Dodson.  Fort  Smith  72901 

782-2071 

IM  

Staggs.  J David  

1 500  Dodson.  Fort  Smith  72901 

782-2071 

ORS  

Stanton,  William  B 

. 7303  Rogers.  Fort  Smith  72903  

452-8121 

PUD  

Stewart.  Jerry  R 

Post  Office  Box  3528,  Fort  Smith  72913 

452-2077 

GP 

Stewart,  J B 

603  Lexington,  Fort  Smith  72901  

783-8917 

PS 

still.  E F.  II  

1 500  Dodson,  Fort  Smith  72901 

782-2071 

FP 

Swena,  Richard  R 

. 302  North  13th.  Fort  Smith  72901  

785-2425 

OBG  

Tate,  William  B 

782-2071 

RD 

Thompson,  J Kenneth  

3804  Free  Ferry,  Fon  Smith  72903  (Res  ).... 

783-5711 

GP 

Thompson.  James  B 

605  Lexington,  Fort  Smith  72901  

782-6081 

GP. 

782-6081 

HEM 

Turner,  William  F 

1 500  Dodson,  Fort  Smith  72901  

782-2071 

D 

452-2077 

FP 

Venturina.  Arturo  P 

Post  Office  Box  296,  Huntington  72940  

928-4404 

CDS  

1500  Dodson,  Fort  Smith  72901  

782-2071 

U 

Wahman.  Gerald  E 

1500  Dodson,  Fort  Smith  72901  

782-2071 

OPH  

Wallace,  Kenneth  K 

3000  Rogers,  Fort  Smith  72901  

782-8892 

PD  . ..  . 

783-3165 

PD 

Watts,  John  C 

500  South  16th.  Fort  Smith  72901  

783-1085 

PUD  

452-2077 

GS  

452-4400 

HEM  . ..  . 

Wells,  John  D 

Post  Office  Box  3528.  Fort  Smith  7291 3 

452-2077 

EM 

441-5011 

AN 

Westermann,  Norman  F 

1 500  Dodson.  Fort  Smith  72901  

782-2071 

GYN  

Whitaker,  T J . Jr  

1823  Dodson.  Fort  Smith  72901 

782-4929 

IM 

452-8661 

A 

Whiteside,  Edwin  

341 6 Old  Greenwood  Road,  Fort  Smith  72903  

646-8066 

ORS  

Wideman,  John  W 

452-8121 

GS 

. . Wikman,  John  H 

1500  Dodson,  Fort  Smith  7290t 

782-2071 

CDS  

Williams.  Carl  L 

785-1080 

CD 

. . Williams,  Thomas  N 

1500  Dodson.  Fort  Smith  72901  

782-2071 

OTO  

Wills,  Paul  1 

600  South  16th,  Fort  Smith  72901  

782-6022 

u 

. . Wilson,  Carl  L 

1 500  Dodson.  Fort  Smith  72901  

782-2071 

u 

Wilson,  Morton  C 

1 500  Dodson.  Fort  Smith  72901  

782-2071 

u 

Wilson,  Steven  K 

1 500  Dodson,  Fort  Smith  72901 

782-2071 

CDS  

. ..  . Woods,  Leon  P 

1 500  Dodson,  Fort  Smith  72901  

782-2071 

R 

Worrell,  John  A 

1501  South  Waldron.  Fort  Smith  72903 

452-9416 

CDS Zufari,  Munir  M 2901  South  74th,  Fort  Smith  72903 452-7333 

SEVIER  COUNTY 


GP....  Brown.  Olie  D , Jr  . . Post  Office  Drawer  890,  DeQueen  71 832  642-2465 


FP 

642-8010 

FP  

Carlson,  Kevin  R 

North  4th  and  Heynecker.  DeQueen  71832  

642-2840 

FP 

642-2022 

fi  

Dickinson,  George  W 

Fayetteville 

FP  

Jones,  Charles  N 

. Highway  70  West,  DeQueen  71832  

642-2022 

EM 

584-4111 

GP 

Pierce,  Joseph  B 

642-2465 

GS 

642-521 1 

R 

Williams,  W Curtis  

SI  0 Jawanda  Lane,  Searcy  721 43  

268-6799 

ST.  FRANCIS  COUNTY 


OBG 

Barker.  Charles  L 

Post  Office  Box  551 , Forrest  City  72335 

633-7051 

FP 

633-1425 

FP 

633-1952 

FP 

633-1425 

OBG 

DeRossitt,  James  P 

1712  Lindauer  Road,  Forrest  City  72335  

633-0091 

GP 

339-2373 

GS.  . . 

633-4896 

FP 

633-1425 

FP 

633-1425 

FP 

633-1952 

FP 

633-8856 

FP 

633-5656 

TRI-COUNTY 

GP 

Arnold.  Carl  B 

Post  Office  Box  457,  Salem  72576  

895-3281 

GP 

895-2990 

FP 

895-2541 

GP 

895-3215 

GS 

297-3726 

RD 

. 306  Royal  Drive,  Horseshoe  Bend  72512  (Res.) 

670-5865 

FP 

297-3726 

GP.  . . 

. McCormack.  John  M 

Post  Office  Box  250,  Mammoth  Spring  72554 

625-3228 

FP 

257-3929 

FP  

Moody.  Michael  N 

Post  Office  Box  829,  Salem  72576  

895-2541 

FP  ... 

Smith.  James  F 

Post  Office  Box  155.  Florseshoe  Bend  72512 

670-4754 

GP 

368-4344 

EM 

Memorial  Hospital  Emergency  Room,  North  Little  Rock  721 14 

771 -3355 

FP 

Younn.  Timothv  D 

South  Alleohenv,  Hardv  72542  

856-3213 

UNION  COUNTY 


ORS 

..61 9 West  Grove.  El  Dorado  71 730  

863-5146 

OBG 

..704  West  Grove.  El  Dorado  71 730  

863-8444 

U 

862-5439 

ORS 

863-6123 

FP 

704  West  Grove,  El  Dorado  71730  

863-5509 

GP 

460  West  Oak,  El  Dorado  71 730 

863-8116 

OTO 

862-3471 

GP  ,. 

...  . Dunn,  Tom  L 

Post  Office  Box  538,  Hampton  71744.,  

798-4272 
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Member's  Name 


Address 


Telephone 

Number 


Type  ot 
Practice 


PTH 

PTH 

IM 

RD 

IM 

P 

ORS 

IM 

GS 

ORS 

FP 

PTH 

GE 

D . 

R 

OPH 

PD 

FP 

PD 

GS  . - 

FP 

GS 

U . 

R . . 

R 


Duzan,  Kenneth  R 

. Elliott,  Wayne  G 

- Ellis,  Jacob  P 

, Fitch,  Lesion  E , , , 

., Flournoy,  Durwood  W 

, Fraser,  David  B 

Giller,  W John,  Jr  

Hardin,  A Scott 

Harper,  John  W , . 

Hartmann,  Ernest  R 

Hilt,  Grady  E 

Jennings,  R Duke 

Jones,  Steve  A 

Jucas-JohnJ 

King,  B D 

Landers,  Gardner  H 

Lewis,  Rick  J 

Maud,  Patricia  A 

McKinney,  J S 

. Menendez,  Moises  A 

Moore,  Berry  L , Jr  490  West  Faulkner,  El  Dorado  71730  . 

-Moore,  John  H 412  North  Washington,  El  Dorado  71730  . 

Murfee,  Robert  M 619  North  Newton,  El  Dorado  71 730 

-Parkman,  R L , Jr  460  West  Oak,  El  Dorado  71 730  

Pellizzetli,  A G , Post  Otiice  Box  1497,  El  Dorado  71730  ,., 

,613  Thompson,  El  Dorado  71 730  

, 700  West  Grove.  El  Dorado  71 730  


443  West  Oak,  El  Dorado  71  730  

443  West  Oak,  El  Dorado  71730  

. 490  West  Faulkner,  El  Dorado  71730  

.38  Meadowbrook  Drive.  Conway  72032  (Res.) . 

714  West  Faulkner,  El  Dorado  71730  

715  North  College.  El  Dorado  71 730 

,,705  West  Faulkner,  El  Dorado  71730  

. 714  West  Faulkner,  El  Dorado  71730  

425  West  Oak,  El  Dorado  71 730  

619  West  Grove.  Ei  Dorado  71730  

427  West  Oak,  El  Dorado  71 730  

443  West  Oak.  El  Dorado  71730  

71 4 West  Faulkner,  El  Dorado  71 730  

525  West  Faulkner,  El  Dorado  71 730  

Post  Ollice  Box  1742,  El  Dorado  71  730 

,318  Thompson,  El  Dorado  71730  

Post  Office  Box  851 , Hampton  71744 

, 305  S Bradley,  El  Dorado  71 730  (Res  ) 

,209  Thompson,  El  Dorado  71730  

. 412  North  Washington.  El  Dorado  71730 


AN 

Pinkerton,  RE  

IM  

. . .Pirnique,  Allan  S 

OBG 

Rabie,  Fouad  M 

OBG 

PD  

Rogers,  Henry  B 

D 

Sample,  Dorothy  C 

R 

Schultz.  Wayne  H 

GS  

Scurlock,  William  R 

GP  

Seale,  James  E , Jr  

FP 

Sheppard.  James  M 

FP  . . . 

AN 

Stevens.  W M 

PD 

Sykes,  James  D 

FP 

Sykes.  Robert  R 

GYN 

OBG 

Thibault.  hranK  (i  , Sr  

GS 

Tommey,  C E 

GS 

Tommey.  Robert  C 

OBG 

Turnbow,  R L 

PD 

Vyas.  Dileepkumar  R 

FP  

Warren,  George  W 

IM 

Weedman,  James  B 

OPH 

IM  

Wilson.  Larkin  M 

OTO 

Wise,  J F 

NEP 

GS 

IM 

GP 

Hall.  John  A 

GP 

Pearce.  C G 

RD 

Read.  Paul  S 

GP 

Stuteville.  Orion  H 

431  West  Oak.  El  Dorado  71730  

704  West  Grove,  El  Dorado  71 730  

209  Thompson,  El  Dorado  71 730  

525  West  Faulkner,  El  Dorado  71 730  

305  North  Washington,  El  Dorado  71730  , 
41 2 North  Washington,  El  Dorado  71730  . 
528  West  Faulkner,  El  Dorado  71730  


403  West  Oak,  El  Dorado  71 730 


427  West  Oak.  El  Dorado  71 730  

412  North  Washington.  El  Dorado  71730  . 
41 2 North  Washington.  El  Dorado  71730  . 
427  West  Oak,  El  Dorado  71 730  


31 8 Thompson,  El  Dorado  7 1 730 


412  North  Washington,  El  Dorado  71 730 . 
425  Thompson,  El  Dorado  71 730  


VAN  BUREN  COUNTY 


Post  Office  Box  51 . Clinton  72031 

Route  2,  Box  424,  Fairfield  Bay  72088  (Res  ) 


D Albright.  Spencer  D . Ill 

GP Applegate,  C Stanley  ... 

ORS  Arnold.  James  A 

RP  Baggett,  Jeff  J 

OTO Baker,  C Murl,  Jr  

FP  Baker.  Donald  B 

FP  Beniamin,  George  H ... 

PTH Bond.  Waller  M 

FP  Box,  Ivan  H 

PTH Boyce.  John  M 

U Brandon.  H B 

RD  Brooks,  W Ely 

OPH  Brown,  Craig  J 

FP Buckley,  Cane  D , Jr  ... 

OBG Buckley.  David  A 

PD Burnside,  Wade  W , Jr  . 

PD Bush.  Martha 

IM  Butler.  G H 

FP Capps.  James  A , Jr  ... 

FP Chalfant.  Charles  H 

R Cherry,  James  F 

RD Clark,  P LeMon  

FP Clemens.  R Dale  

ORS  Coker.  Tom  P 

OBG Cole.  George  R 

OBG Councllle.  Clifford  C . Jr 

AN Covey,  M Carl  

AN  Crawford.  Perry  F 

NEP Crittenden.  David  R ... 

OTO Crocker,  Thermon  R 

PD Decker,  Harold  A 

OBG DeSandre,  Frank  A 

AN Dodson,  C Dwight  . . ., 

RD Dorman.  John  W 

N Dow.  R W 

IM  Duncan,  Philip  E 

RD Edmondson,  Charles  T. 

FP  Etherington,  Robert  A . 

P Finch,  Stephen  B 

OTO Fincher,  G Glen  

ORS  Garbutt,  Leopold  H 

RD Gardner,  Buford  M 

D ..  Ginger,  John  D 


WASHINGTON  COUNTY 

. 1925  Green  Acres  Road.  Fayetteville  72701  

,.220  Meadow  Avenue,  Springdale  72764  

Post  Office  Box  1988.  Fayetteville  72702 

.102  East  Bush,  Prairie  Grove  72753  (Res ) 

4255  Venetian  Lane.  Fayetteville  72701  

,241  West  Spring,  Fayetteville  72701  

-304  South  Maxwell.  Siloam  Springs  72761  

- Post  Office  Box  817,  Fayetteville  72702  

Post  Office  Box  1049,  Huntsville  72740 

. 607  West  Maple,  Springdale  72764  

. 2100  Green  Acres  Road.  Fayetteville  72701  

. Route  2,  Box  367  A2.  Fayetteville  72764  (Res,).... 

Post  Office  Box  1834,  Fayetteville  72702 

..Post  Office  Box  959,  Fayetteville  72702 

..206  South  Blair,  Springdale  72764  

..207  East  Dickson,  Fayetteville  72701  

.2706  American,  Springdale  72764  

675  Lollar  Lane.  Fayetteville  72701 

Post  Office  Box  1203,  Fayetteville  72702 

.160- A Poplar,  Fayetteville  72701  

,.607  West  Maple,  Springdale  72764 

. 1679  Elmwood.  Fayetteville  72701  (Res  ) 

..304  South  Maxwell,  Siloam  Springs  72761  

..Post  Office  Drawer  1608.  Fayetteville  72702 

..740  Lollar  Lane,  Fayetteville  72701 

. 101 1 North  College,  Fayetteville  72701  

, Post  Office  Box  800,  Gentry  72734  

..Post  Office  Box  1621 , Fayetteville  72702 

.-100-A  East  Poplar,  Fayetteville  72701  

.,,4255  Venetian  Lane,  Fayetteville  72701  

..-207  East  Dickson.  Fayetteville  72701  

...606  South  Young.  Springdale  72764 

..946  Calilornia,  Fayetteville  72701  

..2000  Pin  Oak.  Springdale  72764  (Res  ) 

,.  3000  Market.  Fayetteville  72701  

. 675  Lollar  Lane,  Fayetteville  72701 

- Route  2,  Box  473-E.  Heber  Springs  72543  (Res.) 

, 41  Kinqshighway,  Eureka  Springs  72632 

. 451  East  Township.  Fayetteville  72701 

.21 00  Green  Acres  Road.  Fayetteville  72701  

-Post  Office  Box  1 790.  Springdale  72765  

.897  Crossover  Road.  Fayelleville  72701  (Res  )— 
102  Wesf  Dickson,  Fayelfeville  72701  . 


751-5711 


862-1351 

862- 1351 

863- 2381 
329-3230 
862-5184 

862- 7921 

863- 6123 

862- 5184 

863- 5135 
863-5146 
863-7158 
862-1351 
862-5184 

862- 5485 

863- 2587 
862-4216 
798-4299 

NF 

862-4994 

862- 3411 

863- 2362 
862-3411 

862- 5439 

863- 2588 

864- 7932 

863- 0010 

864- 3484 

862- 5184 

863- 4101 
863-8444 
862-4994 
862-5485 
862-5100 

862- 341 1 

863- 7154 
862-1211 

862- 7661 

863- 2275 
862-2552 
862-5571 
862-0150 
862-5403 
862-3412 

862- 3411 

863- 6157 
862-8961 
725-3471 
862-5184 
862-4216 
862-5184 

862- 7918 

863- 2237 
862-3411 
862-0532 


745-2111 

745-2412 

884-3939 

439-2555 


443-3413 
751-4637 
443-0033 
846-2312 
521-1238 
521 -8260 
524-3141 
443-3050 
738-2115 
751-5711 
442-5229 
751-0196 
521-5931 

442- 2822 
756-0750 

443- 3471 
756-5277 
521 -8200 
521-0610 
442-2712 
, Ext  2443 
521 -7657 
524-3141 
521-2752 
521-4433 
442-9809 
736-8699 
521-8843 

442- 5295 
521-1238 

443- 3471 
751-6284 
443-3387 
751-4527 

442- 4070 
521-8200 
362-2055 
253-9746 

443- 3491 
521-3363 
751  -6383 
443-3174 
521-2525 
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Member's  Name 


Address 


Telephone 

Number 


Type  of 
Practice 


PTH Green,  Jess  D . Jr  

R Greenhaw,  James  J 

R Hackler.  Keith 

CD Haisten,  James  A S 

IM  Hall.  Joe  B 

R Hams,  Murray  T 

ORS  Harris.  W Duke  

OBG Harrison,  William  F 

FP Hart,  Hamilton  R 

RD Hathcock,  P Loyce 

PD  Haynes,  James  E 

IM  Hayward,  Malcolm  L , Jr 

ORS Heinzelmann,  Peter  R 

RD Henry,  L Murphey  

RD Henry.  Louise  M 

OPH  Henry.  Morriss  M 

IM  Higginbotham.  Hugh  B . 

FP Huskins.  James  D 

A Hutsoh,  Martha  

CD - Inlow.  Charles  W 

P Jarvis,  Fred  D , Jr  

NS Johnson,  Jorge  H 

IM  Johnson.  Stephen  P 

GS .....Kendrick.  John  H 

PD. Lawson,  Wilbur  G 

RD Lesh.  Ruth  E 

RD Lesh.  Vincent  O 

AN Lesniak.  James  L 

PTH Litton,  Eva  W 

OBG Lushbaugh,  Harmon  

GS Magness.  C.  R 

FP Markland.  Linda  A 

IM  Martin.  William  C 

OBG Mashburn,  James  D 

RD McAlister,  Joseph  H 

McAllister.  Max  F 

OPH  McDohald,  J,  E 

GP... McEvoy,  F E 

GS McNair,  William  R . Jr  . 

IM  Merritt.  James  M 

GS Miller,  Charles  H 

R Mills,  William  C , III 

IM  Moore.  Arthur  F 

ORS  Moore,  James  F 

GP Moose,  John  I 

GS.  .. Murry.  J Warren  

PTH Nettleship,  Mae  B 

P Nolen,  Richard  R 

iM  Painter.  M B 

ORS  Park,  John  P 

OPH  Parker.  Joe  C 

FP Parker,  Lee  B . Jr 

FP Patrick,  James  K 

U Pickett,  James  D 

GP Power.  John  R 

FP Proffitt.  Danny  L 

FP Puckett.  Billy  J 

GYN Rabon,  Nancy  A 

R Riddick,  Earl  B , Jr  

R Riner.  Dan  M 

FP Rodriguez.  Jose  H 

OBG Romine,  James  C 

FP Rouse.  Joe  P 

NS Runnels.  Vincent  B 

FP  Sexton.  Giles  A 

U Shaddox.  T Stephen 

OPH  Sharp,  Jim  D 

RD ...Siegel,  Lawrehce  H 

OPH  Singletoh,  E Mitchell 

IM  Sisco,  Charles  P 

GP Smith,  Austin  C 

CHP  Stilwell.  R Bronson  

FP Stinnett.  Charles  H 

GE Tice,  Howard  L 

FP Tuttle,  Larry  D 

FP Vihzaht,  John  W 

R Ward,  H Wendell  

FP  Weaver.  Robert  H 

GP Wheat,  Ed.  Jr  

FP Whitihg,  Tom  D 

GP Wilson,  Robert  B . Jr  

FP Wilson,  Steven  C 

GS Wood.  Jack  A 


.Post  Office  Box  288,  Eureka  Springs  72632  

.205  East  Jefferson,  Siloam  Springs  72761  

Post  Office  Box  1286,  Fayetteville  72702 

Post  Office  Box  186,  Springdale  72765  

.675  Lollar  Lane.  Fayetteville  72701  

.Post  Office  Box  1286,  Fayetteville  72702 

Post  Office  Drawer  1608,  Fayetteville  72702... 

,1011  North  College,  Fayetteville  72701  

.767  West  North,  Fayetteville  72701  

909  Hall  Avehue,  Fayetteville  72701  (Res.) 

.207  East  Dickson,  Fayetteville  72701  

.675  Lollar  Lane.  Fayetteville  72701  

Post  Office  Drawer  1608,  Fayetteville  72702 

.Post  Office  Box  1267,  Fayetteville  72702  (Res.) .. 
.Post  Office  Box  1267,  Fayetteville  72702  (Res  ).. 

.Post  Office  Box  1727,  Fayetteville  72702 

.675  Lollar  Lane.  Fayetteville  72701  

.304  South  Maxwell,  Siloam  Springs  72761 

.2100  Green  Acres  Road.  Fayetteville  72701  

Post  Office  Box  186,  Springdale  72765  

.219  South  Thompsoh,  Springdale  72764  

.3000  Market,  Fayetteville  72701  

.675  Lollar  Lane.  Fayetteville  72701  

Post  Office  Box  1519,  Springdale  72765  

.207  East  Dickson,  Fayetteville  72701  

.356  North  Washington,  Fayetteville  72701  (Res  ) 
.356  North  Washington.  Fayetteville  72701  (Res  ) 

.1391  Edgehill,  Fayetteville  72701  (Res) 

.2520  Stanton  Avenue.  Fayetteville  72701  (Res,).. 

.740  Lollar  Lane.  Fayetteville  72701  

.2059  Green  Acres  Road,  Fayetteville  72701  

.241  West  Spring.  Fayetteville  72701  

.675  Lollar  Lane.  Fayetteville  72701  

.207  East  Dickson,  Fayetteville  72701  

.Route  4,  Box  188,  Huntsville  72740  (Res.) 

.Brownsville,  Texas 

.461  East  Township  Road.  Fayetteville  72701  

.803  Quandt.  Springdale  72764 

2059  Green  Acres  Road.  Fayetteville  72701  

.Post  Office  Box  1906.  Fayetteville  72702 

.Post  Office  Drawer  A,  Fayetteville  72702 

.Post  Office  Box  1286,  Fayetteville  72702 

.675  Lollar  Lane,  Fayetteville  72701  

Post  Office  Drawer  1608,  Fayetteville  72702 

.304  South  Maxwell,  Siloam  Sprihgs  72761 

.Post  Office  Drawer  A,  Fayetteville  72702 

.Post  Office  Box  81 7.  Fayetteville  72702 

.8400  Cahtrell  Road.  Little  Rock  72207  (Res.)  

.675  Lollar  Lane,  Fayetteville  72701 

.Post  Office  Drawer  1608.  Fayetteville  72702 

.700  South  Young.  Springdale  72764 

.241  West  Spring,  Fayetteville  72701  

.241  West  Spring.  Fayetteville  72701  

Rt  9,  Box  21 9,  Fayetteville  72701  

.220  Meadow.  Springdale  72764 

.241  West  Spring,  Fayetteville  72701  

.304  South  Maxwell.  Siloam  Springs  72761 

.Evelyn  Hills  Shopping  Center,  Fayetteville  72701 

.57  Colt  Square,  Fayetteville  72701  

.607  Maple,  Springdale  72764 

.41  Kingshighway,  Eureka  Springs  72632 

.740  Lollar  Lane,  Fayetteville  72701  

.767  Wesi  North,  Fayetteville  72701 

Post  Office  Drawer  1608,  Fayetteville  72702 

.Post  Office  Drawer  4275,  Fayetteville  72702 

Route  9.  Box  21 9.  Fayetteville  72701  

102  West  Dickson,  Fayetteville  72701  

.233  Oakwood,  Fayetteville  72701  (Res  ) 

Post  Office  Box  908,  Fayetteville  72702 

.Post  Office  Box  65,  Springdale  72765... 

.Post  Office  Box  1049,  Huntsville  72740  

.4171  Crossover  Road.  Fayetteville  72701  

.304  South  Maxwell,  Siloam  Sprmgs  72761 

100-A  East  Poplar,  Fayetteville  72701  

.22  East  Spring.  Fayetteville  72701 

.22  East  Spring,  Fayetteville  72701 

.Post  Office  Box  1 786,  Fayetteville  72702  (Res  ) .. 

Post  Office  Box  9.  Gentry  72734  

.130  North  Sprihg,  Springdale  72764  

.803  Quandt,  Springdale  72764 

.Post  Office  Box  1049.  Huntsville  72740  

.767  North,  Fayetteville  72701  

Post  Office  Drawer  A.  Fayetteville  72702 


253-8070 

524-4141 

521 -6480 

756-9185 

521 -8200 

521-6480 

521-2752 

442-9809 

521 -3600 

442-4424 

443-3471 

521 -8200 

521-2752 

442-9366 

442-9366 

442-5227 

521  -8200 

524-3141 

521 -3363 

756-9185 

751 -7052 

443-5245 

521  -8200 

751 -3202 

443-3471 

442-2163 

442-2163 

443-2459 

521 -5690 

521  -4433 

443-4667 

521-8260 

521  -8200 

442-5377 

665-2767 

521 -2555 

751 -9236 

521  -2654 

521-5731 

521 -3300 

521 -6480 

521 -8200 

521-2752 

524-3141 

521 -3300 

443-3050 

NF 

521 -8200 

521 -2752 

751-1028 

521-8260 

521-8260 

521  -8980 

751  -4637 

521 -8269 

524-3141 

442-8261 

521 -6480 

751  -571  1,  Ext,  240 

253-9746 

521 -4433 

521 -3600 

521-2752 

521-5894 

521 -8980 

. 521  -4949 

442-2083 

521-4843 

751  -4579 

738-2115 

521 -5076 

524-3141 

442-5295 

443-3417 

443-3417 

521  -6556 

736-2213 

751-5704 

.....751-9236 

738-2115 

521 -3600 

521 -3300 


FP Baker,  Ronald  L 

R Bell,  John  E 

GS Blue,  Glen  T 

CD Blue,  Leon  R 

GP Bridges,  Michael  W 

RD. Brown,  Arnold  R 

FP Citty,  Jim  C 

IM  Covey.  David  C 

GP Edwards.  Hugh  R 

R Elliott.  Robert  E 

Farrar,  Henry  C 

IM  Fincher,  S Clark  

FP Formby,  Thomas  A ., 

OBG Gardher,  Jack  R 

GS Gibbs,  William  M 

PTH Golleher.  James  H . . 

ORS  Greeh,  Terry  G 

CD Henderson.  John  C ,. 

GP Jackson,  Clarence  W 

IM  Johnson.  David  M . 

FP ...  Joseph.  Eugene  A ,,, 


WHITE  COUNTY 

.2900  Hawkins  Drive,  Searcy  721 43  

. 1 300  South  Maih,  Searcy  72143 

Post  Office  Box  1 59,  Searcy  721 43  

2900  Hawkihs  Drive.  Searcy  72143  

Post  Office  Box  350.  Bald  Knob  72010  .. . 
1105  Dobbins  Drive,  Searcy  721 43  (Res.) 

.2900  Hawkins  Drive,  Searcy  72143  

.2900  Hawkins  Drive,  Searcy  72143  

.1300  South  Mam.  Searcy  721 43  

1 300  South  Main,  Searcy  72143 

Nigeria,  Africa 

,2900  Hawkins  Drive,  Searcy  72143  

.2900  Hawkins  Drive,  Searcy  72143  

.2900  Hawkins  Drive.  Searcy  72143  

,2900  Hawkins  Drive,  Searcy  72143  

Post  Office  Box  1 128,  Searcy  72143  

.91 0 East  Race.  Searcy  721 43 

Post  Office  Box  77,  Searcy  721 43  

Post  Office  Box  C,  Judsonia  72081  

,2900  Hawkins  Drive,  Searcy  72143  

1 300  South  Maih,  Searcy  72143 


268-5364 

268-8500 

268-2441 

268-5364 

724-5197 

268-2545 

268-5364 

268-5364 

268-5361 

268-8500 

268-5364 

268-5364 

268-5364 

268-5364 

268-7186 

268-8677 

268-7557 

729-3435 

268-5364 

268-7143 
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Type  of 

Telephone 

Practice 

Member's  Name 

Address 

Number 

FP 

Killough,  Larry  R 

268-7143 

FP 

Kinley.  J Garrett 

. . . 882-3388 

FP  . . . 

Koch.  C W , Jr  . . 

. 268-5845 

PD  

, 268-0707 

OPH  , . 

Lowery.  Ben  R 

...268-7154 

OPH 

268-7154 

GP 

. Maguire,  Frank  C Jr 

347-2131 

ORS 

McCoy,  James  R 

. . . 268-4168 

u 

Meacham.  Kenneth  R 

268-4313 

OPH 

Nevins,  William  H 

268-2201 

FP 

Norris.  E Lloyd  

. Post  Ottice  Box  D-2,  Beebe  7201 2 

882-3300 

FP 

Ransom,  Clarence  E , Jr 

268-5845 

D 

, Rasberry,  Ronnie  D 

Post  Ottice  Box  1 77,  Searcy  721 43  

268-4322 

GS 

Rodgers,  Porter  R , Jr 

268-2441 

GS 

268-5364 

GP 

Short,  W Harold 

. 882-5561 

GS 

1 300  South  Mam,  Searcy  721 43 ... , 

268-2441 

GP 

Smith,  Bernard  C 

Post  Office  Drawer  C,  Bradford  72020 

344-2788 

N 

Smith,  Bob  W 

Post  Office  Box  858,  Searcy  721 43 

268-9815 

FP 

268-5364 

PD  

Stinnett.  J L 

2900  Hawkins  Drive,  Searcy  72143 

268-5364 

GP 

Tate,  Sidney  W 

2900  Hawkins  Drive.  Searcy  72143 

268-5364 

CD 

..  . Weathers,  Larry  W 

268-9869 

IM 

. - White,  William  D 

2900  Hawkins  Drive.  Searcv  721 43 

268-5364 

WOODRUFF  COUNTY 

GP Hendnxson,  Basil  E 

FP Rowe,  James  E .... 


Post  Oflice  Box  J.  McCrory  72101  731-5525 

Post  Office  Box  387,  McCrory  72101  731  -251 1 


RD 

Bull.  L J 

YELL  COUNTY 

272-4757 

RD 

Draeger,  Louis  A 

495-2770 

GP  

Edmondson.  Rogers  P 

. . . 495-7331 

GP 

Harris.  Walter  P 

Post  Office  Box  490.  Danville  72833 

495-2714 

FP 

Hodges,  Jerry  F 

Post  Office  Box  337.  Dardanelle  72834  

229-4172 

FP  

Luker,  Jerome  H 

Post  Office  Box  337.  Dardanelle  72834  

229-4172 

GP... 

Martin,  Damon  G H 

Post  Office  Box  328,  Ola  72853  

489-5801 

GP 

Maupin,  James  L 

229-4172 

GP 

Pennington,  James  0 

Post  Office  Box  68,  Ola  72853 

489-5241 

GP 

Ring.  Gene  D 

229-4172 

GP 

Rus”sell.  Garv  W 

Hiohwav  22  West.  Dardanelle  72834  

229-4172 

MEMBER-AT-LARGE 


U 


Bissada,  Nabii  K 


Post  Office  Box  3354,  Riyadh,  Saudi  Arabia  01000 


NF 


CODES  FOR  TYPE  OF  PRACTICE 


A Allergy 

ADM Administrative  Medicine 

AN Anesthesiology 

CD Cardiovascular  Diseases 

CDS Cardiovascular  Surgery 

CHP  Child  Psychiatry 

CRS Colon  and  Rectal  Surgery 

D Dermatology 

EM Emergency  Care 

END  Endocrinology 

FP Family  Practice 

GE Gastroenterology 

GER  Geriatrics 

GP General  Practice 

GPM General  Preventive  Medicine 

GS General  Surgery 

GYN Gynecology 


HEM Hematology 

IM Internal  Medicine 

NEP Nephrology 

N Neurology 

NM  Nuclear  Medicine 

NS Neurological  Surgery 

OBS Obstetrics 

OBG  Obstetrics  and  Gynecology 

OM  Occupational  Medicine 

ONC  Oncology 

OPH Ophthalmology 

ORS Orthopaedic  Surgery 

OT Otology 

OTO  Otorhinolaryngology 

P . . Psychiatry 

PD ....  Pediatrics 

PDA  Pediatric  Allergy 


PDC  .Pediatric  Cardiology 

PH  . . Public  Health 

PM Physical  Medicine  and  Rehabilitation 

PS  Plastic  Surgery 

PTH  Pathology 

PUD  Pulmonary  Diseases 

R Radiology 

RHU  Rheumatology 

TS  Thoracic  Surgery 

U Urology 

OS,  . . Other  Specialty 

RD Retired 

+ ...  . Medical  Student 

* Intern 

*• Resident 

F Fellow 

H Deceased 
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INFORMATION  OF  INTEREST  TO  MEMBERSHIP 

Mailing  Addresses 


Arkansas  Medical  Society 

Post  Office  Box  1 208 

Fort  Smith,  Arkansas  72902 

Phone:  782-8218 

WATS:  1-800-542-1058 

Arkansas  State  Medical  Board 
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Recent  Trends  in  Immunotherapy 


Joe  W.  Matthews,  M.D.* 


^t'veral  new  developments  in  the  diagnosis 
and  treatment  of  allergic  respiratory  disease  have 
taken  place  during  the  past  decade.  These  changes 
[)oint  towards  immunotherapy  which  will  he  more 
jirecise  and  jnedictable  as  well  as  less  inconvenient 
and  less  ex|>ensive. 

Reagenic  antibody  was  identified  and  named 
IgE  in  1967.  .Shortlv  thereafter  an  in  vitro  test 
called  R.AST,  or  radioallergosorbency  test,  was 
developed.  This  test  allowed  the  measurement  of 
specific  serum  antibodies  for  specific  antigens  (i.e. 
ragweed,  grass,  house  dust,  etc.).  Unfortunately, 
the  state  of  the  art  of  the  test  is  such  that  certain 
technical  problems  limit  its  usefulness  in  clinical 
situations.  The  RA.ST  test  is  relatively  expensive 
compared  to  standard  allergy  .skin  tests,  .\nother 
problem  is  that  it  measures  IgE  in  the  serum 
which  is  onlv  a small  proportion  of  the  total  IgE, 
most  of  which  is  cell  bound. 

Nevertheless,  the  RA.ST  test  enables  us  to 
measure  the  effects  of  immunotherapy  which 
include  production  of  IgG  blocking  antibodies 
and  the  suppression  of  IgE  antibody  production. 
Both  immunologic  changes  occur  during  the 
course  of  allergy  injection  therapy,  but  neither 
correlates  completely  with  symptomatic  improve- 
ment.' In  addition,  the  allergic  release  of  hista- 
mine from  sensitized  leukocytes  is  inhibited  in 
some  but  not  all  patients  receiving  allergy  injec- 
tions. This  effect  is  apparently  not  immunologic 
in  nature. 

Most  of  our  present  skin  testing  is  performed 
using  airborne  allergens  identified  many  years  ago 
by  gravimetric  sampling.  This  information  is  not 
quantitative  and  gravimetric  techni(|ues  may  have 
excluded  certain  antigens  of  small  particulate 
size.  Improved  methods  of  sampling  the  atmos- 
phere for  allergens  include  the  Rotobar  sampler 
and  the  air  suction  trap.  Both  of  these  devices 
make  quantitative  volumetric  measurements  in- 
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eluding  very  small  particles,  which  will  aid  in 
allergen  itlentification.- 

I'he  diagnosis  and  treatment  of  allergic  respira- 
tory diseases  should  be  greatly  enhanced  by  at- 
tempts to  purify,  characterize,  and  standardize 
allergic  antigens.  Most  antigens  are  complex  pro- 
tein molecules  with  only  a small  percentage  of  the 
total  protein  actually  significant  as  far  as  allergy 
is  concerned.  Ragweed  and  hymenoptera  venom 
have  been  the  most  extensively  studied  antigens. 
Drs.  Norman  and  King  have  isolated  atitigen  E ol 
ragweed  which  is  apparently  the  major  allergenic 
antigen  of  the  more  than  36  antigens  found  in 
crude  ragweed  extract.  Almost  all  ragweed  sensi- 
tive patients  will  show  a positive  skin  test  reaction 
for  antigen  E although  they  may  also  show  positive 
reactions  for  other  minor  ragweed  antigens. 
Isolation  of  antigen  E at  the  present  time  is 
tedious  and  exjtensive  which  precludes  its  use 
clinically  in  treatment.  Individual  extract  lots  of 
ragweed  can  be  assessed  for  antigen  E content. 
Bee  venom  allergenic  activity  apparently  resides 
primarily  in  the  Phospolitase  A faction  of  the 
venom.' 

In  March  1982  at  the  American  Academy  of 
.\llergy  Meeting  in  Montreal,  Canada,  it  was 
announced  that  a committee  would  be  ajtpointed 
to  set  international  standards  for  allergy  extract 
potency.  New  techniques  have  been  tleveloped 
which  measure  the  antigenic  potency  of  the  ex- 
tract, rather  than  its  total  protein  content.  One 
test  under  study  is  the  ability  of  antigens  to  inhibit 
the  R.\ST  test  using  pooled  serum  samples  of 
known  IgE  content. Elopefully  the  Committee 
on  .Standards  will  initiate  guidelines  using  the 
RAST  inhibition  test  and  other  measurements  to 
standardize  antigens  for  testing  and  treatment. 

.\  large  number  of  double-blind  control  studies 
have  been  performed  to  evaluate  the  effectiveness 
of  allergy  injection  therapy  and  the  treatment  of 
allergic  respiratory  diseases  and  for  insect  venom 
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therapy.  These  studies  show  convincing  evidence 
of  therapeutic  efficacy  for  antigens  of  ragweed, 
grass  pollen,  birch,  mountain  cedar,  house  dust 
mite,  and  the  various  hymenoptera  venoms.® 
Effectiveness  of  immunotherapy  for  mold  allergy 
has  been  more  difficult  to  demonstrate.  Immuno- 
therapy is  not  effective  in  the  treatment  of  food 
allergy.  In  the  case  of  systemic  hymenoptera 
venom  therapy,  hyposensitization  is  successful  in 
over  95%  of  the  cases  treated.'^ 

One  interesting  finding  of  many  recent  studies 
is  the  total  lack  of  evidence  that  allergy  injections 
have  strong  placebo  effects.  Caramelized  saline 
containing  histamine  was  given  to  allergic  indi- 
viduals and  their  symptoms  compared  to  the  un- 
treated patients  and  patients  treated  with  allergy 
extracts.  Treateil  patients  showed  definite  im- 
provement while  those  that  received  placebo  have 
symptom  medication  scores  which  were  no  better 
than  the  untreated  patients.® 

Despite  their  effectiveness  for  many  allergic 
conditions,  allergy  injection  therapy  has  several 
significant  disadvantages.  Current  injection  regi- 
mens require  multiple  injections  and  frequent 
office  visits  resulting  in  poor  patient  compliance 
because  of  inconvenience  and  expense.  Local  re- 
actions and  occasionally  systemic  reactions  can 
present  problems.  .Several  new  modified  allergens 
for  immunotherapy  have  been  developed  recently 
in  an  attempt  to  minimize  these  problems. 
.Allergoids  and  polymerized  glutaraldehyde  ex- 
tracts are  now  subjects  for  licensure  by  the  Food 
and  Drug  Administration.  These  extracts  seem  to 
be  able  to  effect  the  same  beneficial  immune 
responses  (increased  blocking  antibody  and  de- 
creased IgE  production)  as  the  currently  used 
aqueous  extracts.  There  is  both  a lower  incidence 
of  allergic  reactions  to  those  extracts  and  total 
number  of  injections  are  significantly  reduced 
with  both. 

Treatment  of  ragweed  antigen  with  glutaralde- 
hyde results  in  long  polymer  chains  ranging  in 
molecular  weight  from  200,000  to  20,000,000. 
Monomeric  ragweed  has  a molecular  weight  of 
38,000.  Because  many  of  the  antigenic  determi- 
nants are  bound  up  in  a chain  there  are  smaller 
numbers  available  to  combine  the  sensitized  mast 
cells  to  produce  an  adverse  allergic  reaction. 
Nevertheless,  the  extract  retains  its  ability  to 
stimulate  blocking  antibody  production  and  sup- 
press IgE  production.  Glutaraldehyde  extract  has 
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been  tried  in  large  numbers  of  patients  with  rag- 
weed hay  fever  and  it  is  well  tolerated  and  clinical- 
ly effective.®  At  the  present  time  polymerized 
extracts  for  grass,  tree,  and  bee  venom  are  under 
investigation.  Clinical  trials  with  these  extracts 
are  not  as  advanced  as  with  the  ragweed  extract. 

Formalin  treatment  of  antigens  alters  the  anti- 
genic material  in  much  the  same  way  that  a toxin 
is  altered  to  a toxoid.  Allergoids  do  not  contain 
the  long  polymer  chains  that  are  found  in  the 
glutaraldehyde  extract.  Nevertheless,  allergoids 
have  been  used  effectively  in  treating  respiratory 
allergies  for  almost  ten  years.®  Maintenance 
dosages  can  be  reached  with  as  few  as  six  office 
visits  and  the  maintenance  dosage  can  be  main- 
tained with  approximately  six  yearly  visits  to  the 
office.  .Systemic  reactions  to  allergoids  have  been 
reported  but  they  are  apparently  much  less  fre- 
quent than  with  aqueous  extracts. 

Recent  exciting  application  of  allergoid  has 
been  the  intranasal  use  of  these  modified  aller- 
gens. Preliminary  data  is  encouraging  for  the 
intranasal  immunotherapy  concept. It  is  antici- 
pated that  allergoids  and  glutaraldehyde  extracts 
will  be  commercially  available  for  at  least  a few 
antigens  within  the  next  five  years. 

Newer  antigens  are  under  investigation  which 
theoretically  have  no  allergenic  potential  whatso- 
ever. These  extracts  supposedly  directly  stimulate 
suppressor  T cells  which  in  turn  act  to  shut  off 
production  of  IgE  by  plasma  cells.  This  approach 
offers  a great  deal  of  potential  in  effecting  a 
“cure",  but  time  will  be  required  to  demonstrate 
safety  and  efficacy. 

The  next  few  years  offer  the  possibility  of  ex- 
citing new  developments  in  the  treatment  of 
inhalant  allergic  disorders. 
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A Physician  Looks  at  Nursing* 

Ben  N.  Saltzman,  M.D.** 


first  became  aware  of  nursing  as  a profession 
in  the  late  1930’s  when,  as  a medical  stiulent,  I 
started  dating  nurses.  1 soon  learned  that  at  that 
time  they  earned  eighty  dollars  per  month  for  a 
twelve  hour  shift,  six  days  per  week.  They  were 
recpiired  to  buy  their  own  uniforms,  but  did  get 
their  meals  free.  Of  course,  this  was  at  a time 
when  an  intern  was  being  paid  thirty  dollars  i)er 
month  if  he  happened  to  be  lucky.  However,  I 
also  learned  that  these  were  dedicated  people  who 
had  a real  love  for  their  profession  and  for  the 
people  they  served.  It  was  a disciplined  profes- 
sion with  strict  rules  of  behavior,  dress  and 
schedule.  The  physician  was  lord  and  master. 
One  stood  at  attention  in  his  presence  and  he 
never  made  rounds  alone.  Yet  there  was  mutual 
respect.  The  physician  knew  that  his  patients 
were  receiving  personal  care  and  that  his  orders 
were  being  carried  out  to  the  letter.  The  relation- 
ship was  one  to  one.  For  each  individual  patient, 
the  team  was  the  doctor  and  the  nurse  and  there 
were  no  in-betweens. 

Of  course,  those  were  less  complicated  times. 
There  were  very  few  clerical  tasks,  few’er  technical 
procedures  and  certainly  fewer  regulations.  The 
nurse  knew  each  patient  intimately  because  she 
had  the  opportunity  of  officiating  during  the  l)ed 
bath  and  back  rub.  She  administered  the  medica- 
tions herself  and  recognized  their  effect  or  lack 
thereof.  Even  with  a twelve  hour  day,  I did  not 
see  how  they  could  find  time  to  do  all  tlie  things 
they  did.  Yet,  they  seemed  to  love  what  they  were 
doing. 

Following  my  internship,  residency  and  mili- 
tary service  during  World  'War  II,  I came  to 
Mountain  Home,  Arkansas,  a small,  rural  com- 
munity in  the  northern  part  of  the  state,  to  start 
a general  medical  practice.  In  those  days,  we  had 
to  build  a practice.  I slowly  began  to  accjuire 
patients  but  the  approval  process  seemed  to  drag. 
I soon  learned  that  my  ministrations  were  subject 
to  review.  My  recommendations  and  prescrip- 
tions were  being  scrutinized  by  a registered  nurse 
in  the  community  who  had  the  confidence  and 
respect  of  everyone.  Fortunately,  she  approved  of 
what  I was  doing  and  my  practice  began  to  grow. 

‘Presented  to  the  ,\nnual  Conference  of  the  Arkansas  State  Nursing 
Students  Association,  Little  Rock,  Arkansas,  October  14,  1981. 

“Director,  Arkansas  Department  of  Health,  4815  West  Markham 
Street,  Little  Rock,  Arkansas  72201, 


The  smartest  thing  I ever  did  in  my  life  was  to  get 
her  to  join  me.  It  seems  that  things  really  got  busy 
then.  She  was  invaluable.  She  would  counsel  the 
patients  and  their  families.  She  would  prepare 
sterile  obstetrical  packs  and  we  would  go  out  into 
the  country-side  to  deliver  babies  in  their  home. 
She  ordered  supplies,  triaged  the  numerous  drug 
detail-men,  answered  annoying  telephone  callers, 
advised  me  concerning  the  family  problems  of  my 
patients,  helped  the  members  of  my  own  family 
and  performed  myriad  tasks,  too  numerous  to 
mention  here.  To  me,  she  epitomized  nursing  at 
its  best.  She  was  a warm  human  being  who  re- 
flected the  confidence  that  people  had  in  her  and 
in  nursing  in  general.  Unfortunately,  she  died  of  a 
malignancy  a few  short  years  after  our  association. 

During  those  same  early  years  of  practice,  I 
experienced  another  phenomenon  related  to 
nursing.  I became  acquainted  with  the  public 
health  nurses  in  Baxter  County.  Once  again,  I 
saw  dedication  in  its  truest  form.  These  ladies 
knew  every  family  in  the  county  and  at  some  time 
or  other  had  done  something  for  each  one.  In  the 
same  way,  they  performed  invaluable  services  for 
me  as  a practicing  physician.  We  formed  a bond 
devoted  to  the  provision  of  health  services  to  the 
people  of  our  area  that  has  lasted  to  this  day.  I 
learned  about  public  health  from  them.  Working 
hours  meant  very  little  to  them.  They  were  avail- 
able at  all  hours  providing  transportation  to 
patients,  finding  immunization  sera,  providing 
blood  plasma  from  civil  defense  stores,  lending  a 
hand  in  emergencies,  ferreting  out  people  in  need 
of  health  care,  doing  TB  skin  tests  and  following 
up  on  patients’  families  and  performing  innumer- 
able tasks  not  called  for  in  the  manual.  These 
individuals  were  truly  dedicated.  Most  certainly 
a love  of  humanity  was  central  to  their  seeking 
employment  in  this  form  of  nursing  care.  I know 
that  it  could  not  have  been  the  state  salary  level. 

I built  a private  hospital  to  serve  the  communi- 
ty early  in  my  practice.  It  was  at  a time  when 
small  communities  felt  no  obligation  to  build 
their  own.  Once  again  I was  impressed  with  the 
services  provided  by  dedicated,  caring  nurses.  We 
were  beginning  the  five-day  week  and  the  eight- 
hour  shift  but  the  nurses  usually  worked  as  long 
as  their  presence  was  needed.  In  this  small  hos- 
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])ital  I could  sec  die  personal  care  pro\  ided  l)v  the 
nurses,  'rhey  were  tireless,  and  the  connminitv 
benefited.  1 ahvays  had  a clillicidi  time  con- 
vincing j)atients  that  they  had  to  he  referied  to 
larger  medical  centers,  d’hey  wanted  to  remain 
with  the  people  they  knew  and  trusted. 

With  the  opening  of  our  community  hospital 
fifteen  years  later,  things  began  to  change.  For 
one  thing,  it  was  larger  and  reepdred  a larger  staff. 
Federal  regulations  reepdred  more  and  more  ad- 
ministrative meddling  to  the  point  that  the  nurses 
who  were  not  involved  in  intensive  care  ac  tivities 
were  spending  most  of  their  time  filling  out  forms, 
adjusting  schedules,  supervising,  explaining  fi- 
nancial obligations,  discussing  legal  aspects,  po- 
licing corridors,  seeking  other  jobs  and  antici- 
pating nervous  breakdowns.  Closeness  to  the 
patient  began  to  disappear.  This  task  was  be- 
coming part  of  the  work  of  the  licensed  practical 
nurse  and  the  aides.  One  thing  was  certain.  No 
nurse  ever  again  stood  up  in  the  presence  of  the 
physician.  In  fact,  today’s  physician  would  be 
startled  at  such  behavior. 

.\n  era  of  specialization  had  begun.  The  nurses 
who  coidcl  still  provide  direct  ])atient  care  were 
those  working  in  coronary  care  units,  intensive 
care  units  and  dialysis  units.  Nurse  practitioners 
were  developing  into  pediatric,  obstetrical,  surgi- 
cal, psychiatric  and  other  specialists. 

Today,  in  general,  employment  conditions  in 
the  hospitals  have  improved.  .Salaries  and  work- 
ing hours  are  reasonable  and  opportunities  for 
upward  mobility  are  increasing.  However,  close- 
ness to  the  patient  is  becoming  a thing  of  the  past. 
Somehow,  I have  always  felt  that  the  reason  that 
one  becomes  a nurse  is  the  desire  to  serve  directly 
the  individual  who  cannot  serve  himself.  Other- 
wise, the  occupation  makes  no  sense.  It  is  harass- 
ing, still  underpaid,  often  unpleasant,  often 
thankless  and  too  often  boring.  To  overcome  the 
problem  of  keeping  nurses  away  from  direct 
patient  care,  many  innovative  efforts  and  changes 
are  taking  place.  The  process  is  called  releasing 
nursing  time  or  releasing  nurses  from  non-nursing 
duties  for  attention  to  patients.  We  are  well  ac- 
quainted with  the  use  of  ward  secretaries  and  unit 
managers  or  coordinators.  The  use  of  data  proc- 
essing equipment  is  another  well  utilized  method. 
The  use  of  pharmacists  as  consultants  to  physi- 
cians and  nurses  for  purposes  of  observation,  drug 
preparation  and  administration  is  gaining  in 
popularity. 


Unfortunalely,  from  the  pliysician’s  viewpoint, 
some  of  the  release  of  nursing  time  is  leading  to 
over-utilization  of  licensed  practical  nurses  in 
most  aspects  of  nursing  care  and  the  assumption 
of  consultant  roles  on  the  part  of  nurses.  Actually, 
most  physicians  would  prefer  to  consult  with  each 
other  and  would  like  nurses  to  do  nursing  tasks. 
The  medical  prolession  is  not  enamoured  of  the 
changing  nursing  roles.  It  looks  with  nostalgia  on 
the  good  old  days  and  wishes  they  would  come 
back.  Even  the  new  physicians  woukl  prefer  to 
have  conqjetent  registered  nurses  jjerforming 
nursing  duties  in  our  hospitals. 

Today,  increasing  enqrhasis  is  being  placed  on 
increasing  the  educational  retjuirements  for 
nursing.  A bachelors  degree  is  the  least  of  the 
mandates.  Masters  level  and  Ph.D.  level  nurses 
are  being  sought.  We  can  agree  that  highly  edu- 
cated nurses  are  necessary  for  etlucational  institu- 
tions, but  it  is  my  feeling  that  we  still  need  more 
Indians  and  less  chiefs.  The  only  effective  way 
to  relate  directly  to  the  patient  is  on  a one  to  one 
basis.  This  applies  to  the  physician  as  well  as  to 
the  nurse.  All  the  supervision  and  consultation  in 
the  w'orld  cannot  accomplish  what  a friendly  hand 
and  backrub  can  do. 

However,  let  me  get  off  my  soap  box  and  look 
at  other  aspects  of  nursing.  In  Arkansas,  obstetri- 
cal care  is  beginning  to  be  neglected.  Our  younger 
physicians  who  serve  in  the  smaller  communities 
of  our  state  are  not  anxious  to  do  obstetrics.  This 
particularly  applies  to  the  Family  Physician.  Ob- 
stetricians per  se  cannot  earn  a living  in  the  rural 
communities.  It  is  my  feeling  that  what  we  need 
in  the  state  is  a cadre  of  registered  nurse  midwives, 
wdio  are  well  trained  and  willing  to  work  under 
the  supervision  of  competent  obstetricians.  We 
have  a program  going  in  the  eastern  part  of  our 
state  that  is  effectively  lowering  the  new-born 
mortality  rate  and  providing  excellent  care  for  a 
very  needy  population.  In  a visit  to  England  a 
lew  years  ago,  I discovered  that  this  program  was 
the  best  thing  being  done  in  health  care  in  that 
country. 

Today,  we  are  experiencing  an  increase  in  the 
need  for  health  care  in  our  aging  population. 
People  are  living  longer,  and  many  are  becoming 
enfeebled  because  of  advancing  age.  We  need 
quality  nursing  in  our  extended  care  facilities. 
Home  health  care  is  becoming  a way  of  life  for 
financial  reasons  and  because  most  older  people 
would  prefer  to  stay  at  home.  Well  prepared 
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Home  Health  Nurses  are  required  to  care  for  these 
jteople.  In  the  same  way,  long  term  care  at  horn? 
requires  the  supervision  of  well  trained  Home 
Health  Nurses,  both  for  the  Home  Health  Aides 
and  for  the  family  members. 

AVell  trained  nurses  are  also  required  in  physi- 
cians’ offices,  in  outpatient  hospital  departments, 
in  ambulatory  care  centers,  in  emergency  rooms, 
and  in  neighborhood  comprehensive  health 
centers. 

The  mental  health  movement  has  grown  in 
recent  years.  Mental  illness  has  come  out  of  the 
clo,set.  Today,  community  mental  health  centers 
or  satellite  centers  have  sprung  iqr  in  most  of  our 
Arkansas  communities.  They  provide  ambulatory 
as  well  as  hospital  services  for  most  regions  of  the 
state.  Well  trained  nurses  are  necessary  to  provide 
specific  care  to  an  expanding  population  troidaled 
with  mental  illness.  Well  trained  nurses  in  these 
centers  function  also  as  counselors  in  preventing 
problems.  Nurses  can  serve  in  the  care  of  day 
patients,  outpatients,  families,  half-way  house 
clients  and  vocational  rehabilitation  patients.  For 
years,  nurses  have  served  as  manpower  for  indus- 
trial clinics.  Today,  more  than  ever,  industry 
dejjends  upon  nurses  for  emergency  services,  ex- 
aminations, minor  treatment  and  triage. 

The  role  of  Physician’s  Assistant  is  becoming 
more  prominent  today.  If  I were  to  go  back  to 
private  practice  today,  I believe  that  I would 
jrrefer  nurse  assistants  to  a partnership  of  physi- 
cians. Physicians  have  aUvays  worked  well  with 
nurses  in  their  practices.  .Specially  trained  assist- 
ants would  be  Invaluable. 

Now  let’s  get  back  to  Public  Health.  My  job 
today  is  Director  of  the  Arkansas  Department  of 
Health.  I have  had  the  opportunity  of  visiting 
many  county  health  departments  over  the  state. 
In  every  one,  I have  seen  the  same  dedication 
.and  competence  I experienced  in  Baxter  County 


thirty-five  years  ago.  The  nurses  love  their  pa- 
tients and  the  patients  love  their  nurses.  Most  of 
the  nurses  have  had  long  tenures  of  service.  The 
new’  nurses  are  quickly  caught  up  in  the  satisfac- 
tion derived  from  their  experiences  in  the  one-to- 
one  contact  with  the  people  they  serve.  This  is 
the  type  of  nursing  they  wanted  to  do  when  they 
opted  to  become  nurses.  We  all  retain  humani- 
tarian impidses  that  make  us  part  of  the  human 
race.  We  must  not  lose  them. 

A concerted  effort  is  being  made  to  change  the 
nurses’  role  in  society.  The  desire  for  change 
comes  from  within  the  hierarchy  of  the  nursing 
profession.  I do  not  believe  that  the  majority  of 
nurses  w’ant  to  be  substitute  physicians.  While  it 
is  true  that  our  population  is  growing  and  that 
advancing  technology  requires  the  utilization  of 
more  and  more  people,  I do  not  believe  that  these 
people  have  to  be  our  nurses.  Otir  hospital  ad- 
ministrators in  Little  Rock  tell  me  that  there  is 
a severe  shortage  of  nurses  in  the  city.  This  in- 
cludes LPN’s  as  well  as  RN’s.  At  times,  sections 
of  these  hospitals  are  closed  off  because  of  a lack 
of  nurses. 

As  a physician,  I hope  that  you  nursing  students 
will  pursue  your  careers  with  energy  and  enthusi- 
asm. As  you  can  see,  there  is  a whole  world  in 
front  of  you;  a w’orld  of  service.  The  options  are 
innumerable.  To  tho.se  already  practicing  the 
profession  of  nursing,  please  stick  to  what  you  are 
doing.  ^VT  need  you  badly  and  you  are  appreci- 
ated. Encourage  others  to  follow’  in  your  footsteps. 
It  is  an  honorable  profession. 

I w’ant  changes  to  take  place,  but  not  at  the 
expense  of  personal  service  to  our  citizens.  Wash- 
ington Irving  once  wrote:  “There  is  a certain 
relief  in  change,  even  though  it  be  from  bad  to 
w’orse:  as  I have  found  in  traveling  in  a stagecoach, 
that  it  is  often  a comfort  to  shift  one’s  position 
and  be  bruised  in  a new  place.’’  Let’s  not  seek 
that  kind  of  relief. 
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(See  Answer  on  Page  373) 

HISTORY:  F.  H.  is  a 50-year-old  woman  with  a strong  history  of  ethanol  abuse  and  is  currently 
on  therapy  for  cirrhosis.  She  has  presented  to  the  hospital  because  of  weakness  and  cramps. 
Shown  here  is  her  electrocardiogram.  How  would  you  treat  her? 


Andy  Henry,  M.D.,  and  John  W.  Watson,  M.D. 
UAMS-LRVAMC  Division  of  Cardiology 
Little  Rock,  Arkansas 
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Problems  of  the  Knee  Extensor  Mechanism 

Injuries  to  the  knee  extensor  mechanism  are 
encountered  almost  daily  in  the  practice  of  both 
family  practitioners  and  orthopedists.  The  active 
force  of  this  mechanism  is  provided  by  the  quad- 
riceps femoris  muscle.  The  remaining  passive 
components  of  this  biomechanical  linkage  include 
the  quadriceps  tendon,  patella  and  patellar  ten- 
don (see  Figure  1).  Its  location  and  function  make 
it  susceptible  to  both  sudden  violent  trauma  (di- 
rect and  indirect)  and  repetitive  submaximal  trau- 
ma. A review  of  the  anatomy  and  function  of 
this  entire  mechanism  will  hopefully  aid  in  the 
diagnosis  and  management  of  its  many  problems. 

Anatomy  and  Function 

The  quadriceps  muscle  is  composed  of  the  vas- 
tus lateralis,  vastus  intermedins,  vastus  medialis 
and  rectus  femoris  muscles.  The  straight  and  re- 
flected heads  of  the  rectus  femoris  originate  on 
the  bony  pelvis,  therefore  traversing  the  hip  joint. 
The  remaining  three  heads  originate  along  the 
shaft  of  the  proximal  femur.  The  central  two 
tendons  (rectus  femoris  and  vastus  intermedins) 
are  understandably  the  most  efficient  extensors. 
Traditionally  the  vastus  medialis  has  been  held 
to  effect  the  final  fifteen  degrees  of  extension. 
Laboratory  studies  by  Lieb  and  Perry  contradicted 
this.®  They  found  the  medial  muscle  to  be  a pri- 
mary stabilizer  for  patellar  alignment  rather  than 
a significant  extensor  force.  The  low  insertion, 
thin  fascial  covering  and  oblique  fiber  orienta- 
tion of  the  vastus  medialis  obliquus  all  contribute 
to  its  prominence  above  the  knee.  Early  VMO 
atrophy  is  felt  to  be  a reflection  of  generalized 
quadriceps  atrophy.  During  extensor  rehabilita- 
tion its  rapid  hypertrophy  is  a useful  parameter 

•Little  Rock  Orthopedic  Clinic,  9500  Lile  Drive,  P.  O.  Box  5270, 
Little  Rock,  Arkansas  72215. 


to  follow.  Full  extension  of  the  knee  against  grav- 
ity requires  60%  of  total  quadriceps  function. 
Atrophy  beyond  this  level  results  in  an  extensor 
lag  during  straight  leg  raising. 

During  normal  stance  much  of  the  body  weight 
is  supported  by  the  skeleton  and  joint  capsules. 
In  flexed-knee  stance  the  quadriceps  must  work 
to  stabilize  the  knee.  In  thirty  degrees  of  flexion. 


Figure  1. 

The  knee  extensor  mechanism:  quadriceps  femoris,  quadriceps 
tendon,  patella,  patellar  tendon. 
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50%  o£  the  total  ([ttadiiceps  strength  is  re(|uired 
simply  for  standing.'’  I’his  is  clinically  significant 
if  previous  injury  or  disease  has  resulted  in  a 
measurable  knee  flexion  contracture. 

The  mechanical  function  of  the  patella  is  de- 
monstrated in  Figure  2.  This  sesamoid  bone 
serves  to  displace  the  pull  of  the  cjuadriceps  and 
patellar  tendons  anteriorly,  therefore  increasing 
the  moment  arm  for  knee  extension.  This  be- 
comes especially  significant  near  terminal  exten- 
sion of  the  knee.  A patellectomy  decreases  this 
moment  arm  and  postoperatively  the  quadriceps 
muscle  may  require  up  to  30%  more  force  to  effet  t 
extension  of  the  knee.^ 

Injuries  to  the  Extensor  Mechanism 
Quadriceps  Contusion 

This  direct  trauma  is  usually  the  result  of  a 
football  helmet  or  knee  to  the  anterior  thigh.  A 
classification  system  as  outlined  by  Jackson  and 
Feagin  is  presented  (see  Table  I).^  Early  aggressive 

Table  I 

Classification  of  Quadriceps  Contusions 

Afild  — local  tenderness,  knee  motion  over  90 
degrees,  normal  gait,  able  to  deep  knee  bend 

Moderate  — swollen  mass,  considerable  pain, 
knee  motion  less  than  90  degrees,  antalgic  gait 

Severe  — marked  swelling,  often  with  knee  ef- 
fusion, knee  motion  less  than  45  degrees,  requires 
crutches  due  to  pain 


treatment  with  elevation,  beil  rest,  ice  packs  and 
a gentle  (ompressive  wrap  is  vital  for  24  to  48 
hours  depending  on  severity.  Following  this, 
range  of  motion,  therapy  and  local  heat  is  advised. 
Strict  avoidance  of  forced  knee  flexion  is  im|ror- 
tant.  After  ninety  degrees  of  knee  motion  is  ob- 
tained tlien  progressive  resistance  exercises  com- 
plete the  rehabilitation  phase.  Some  patients  witli 
cjuadriceps  contusions  will  develoji  traumatic  my- 
ositis ossificans  (see  Figure  3).  As  a result  of 


Figure 

Maturing  myositis  ossificans  is  frequently  seen  in  the  quadriceps 
muscle  following  blunt  trauma. 
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trauma,  localized  ossification  of  muscle  and  con- 
nective tissue  occurs.  This  can  be  identified  on 
x-ray  between  tw'o  and  four  weeks  following  in- 
jury. X-rays  show  the  extraosseous  bone  is  usu- 
ally attached  to  the  underlying  bone.  X-rays  show 
serial  maturation  of  this  mass  usually  beginning 
peripherally  and  progiessing  centrally.  Treat- 
ment is  essentially  the  same  as  outlined  above  for 
isolated  quadriceps  contusion. 

Quadriceps  Muscle  Strain 

An  indirect  form  of  trauma  to  the  quadriceps 
occurs  with  overstretching  of  the  muscle  belly  and 
resultant  tearing  of  muscle  fibers.  This  usually 
occurs  in  the  athlete  suddenly  during  a violent 
contraction  of  the  muscle  after  an  insufficient 
warm-up.  A muscle  strain  or  “pulled  muscle” 
may  be  acutely  (juite  painftil.  The  principles  of 
management  in  this  setting  include  24  to  48  hours 
of  intermittent  icing  along  with  a gentle  com- 
pressive dressing.  Following  this  acute  phase, 
quadriceps  stretching  and  progressive  resistence 
exercises  may  be  instituted  until  full  recovery. 

Quadriceps  Tendinitis  and  Tendon  Rupture 

44ie  insidious  development  of  a chronic  aching 
pain  superior  to  the  patella  is  usually  diagnosed 
as  c|uadriceps  tendinitis.  This  is  most  fretjuently 
an  overuse  syndrome  seen  in  running  sports.  Ag- 
gravating factors  include  excessive  strain  on  the 
extensor  mtiscles  such  as  hill  running,  especially 
downhill.  Another  important  factor  is  the  mini- 
mal but  very  repetitive  trauma  in  high  mileage 
rtinning.  Management  of  this  condition  depends 
on  the  degree  of  severity.  Simple  modification  of 
training  technitpies  as  noted  above  may  be  suffi- 
cient to  minimize  symptoms.  Anti-inflammatory 
medication  and  enforced  rest  may  be  necessary  in 
more  severe  cases. 

Sudden  indirect  trauma  such  as  shooting  a bas- 
ketball jumpshot  violently  may  result  in  acute 
suprapatellar  pain.  Complete  rtqjture  of  the 
quadricejis  tendon  must  be  suspec  ted  in  this  clin- 
ical setting.  Diagnostic  signs  include  a palpable 
defect  in  the  siqtrapatellar  area  at  the  site  of  in- 
sertion of  the  quadriceps  tendon.  Additionally, 
the  patient  will  demonstrate  inability  to  extend 
the  knee  in  spite  of  palpable  quadriceps  contrac- 
tion. Incomplete  ruptures  occur  occasionally  and 
may  be  treated  successfully  by  immobilization  in 
a cylinder  cast  for  six  weeks.  The  complete  rup- 
ture, however,  is  a surgical  problem  and  early 


diagnosis  is  important.  Surgical  reconstruction  of 
neglected  cases  or  delayed  diagnosis  are  compli- 
cated by  shortening  of  the  unconstrained  quadri- 
ceps muscle  belly.  Occasionally  a patient  may  fail 
to  recognize  his  or  her  degree  of  impairment,  and 
continue  to  function  by  substitution  maneuvers. 
Without  active  knee  extensor  power,  standing  in 
slight  genu  recurvatum  (backknee)  is  relatively 
easy.  On  questioning,  how'ever,  these  patients 
have  marked  difficulty  descending  stairs  and  al- 
ways ascend  stairs  by  leading  with  the  uninjured 
leg.  Spontaneous  rupture  of  various  tendons  is 
recorded  throughout  the  literature,  and  frequent- 
ly has  been  associated  with  various  metabolic  dis- 
orders such  as  systemic  lupus  erythematosus, 
hyperparathyroidism  and  rheumatoid  arthritis. 

Fractures  of  the  Patella 

d he  patella  is  the  largest  sesamoid  bone  in  the 
body,  occurring  in  the  midportion  of  the  quadri- 
ceps tendon  over  the  distal  femur.  Its  mechanical 
function  has  been  described  earlier  as  a means  of 
improving  the  extensor  force  of  the  quadriceps 
muscle  (see  Figure  2).  A fracture  with  displace- 
ment can  disrupt  the  extensor  chain  just  as  a quad- 
riceps tendon  rupture  does  (see  Figure  4).  Addi- 
tionally fractures  of  the  patella  are  invariably 
intra-arlicular,  and  therefore  may  result  in  joint 
incongruity  and  premature  osteoarthritis  of  the 
patellofemoral  joint.  It  is  important  to  note  that 
in  displaced  patellar  fractures  as  demonstrated  in 
Figure  4,  extensive  tearing  of  the  retinaculum 
lateral  and  medial  to  the  patella  has  occurred  — 
this  completes  the  disruption  of  the  extensor 
mechanism. 

The  intra-articular  extension  of  patellar  frac- 
tures demaiuls  anatomic  reduction.  Because  of 
this,  surgery  is  frequently  required.  The  most 
effective  techniques  of  surgical  repair  usually  con- 
sist of  combinations  of  small  Kirschner  wires 
drilled  to  stabilize  the  fragments  coupled  with 
stainless  steel  cerclage  wires.  Unfortunately,  com- 
minuted fractures  are  frequent  and  usually  re- 
qiure  complete  patellectomy.  The  biomechanical 
implications  of  this  have  been  discussed  earlier. 

Patellar  Subluxation  and  Dislocation 

Malalignment  of  the  extensor  mechanism  be- 
comes symptomatic  at  the  level  of  the  patella. 
Lateral  patellar  sidjluxation  and  dislocation  is 
attributed  to  several  anatomic  variations:  exces- 
sive genu  valgum,  patella  alta,  insufficient  lateral 
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Figure  4. 

riiis  displaced  patellar  fracture  completely  disrupts  tlie  biomechanical  chain  — no  extension  is  possible. 


femoral  condyle,  lateral  insertion  ol  the  patellar 
tendon  and  several  other  anatomic  (|iiirks.-  Direct 
trauma  to  a normal  knee  may  cause  patellar  dis- 
location or  subluxation.  Ciommon  symptoms 
include  patellar  pain  (especially  medial),  giving 
way,  swelling  and  sensations  of  popping,  locking 
or  grating  in  the  patellofemoral  joint.  Objective 
signs  of  a rectirrent  stibluxing  patella  include  a 
visibly  lateral  posture  of  the  patella  in  ninety 
degrees  of  knee  flexion.  Passive  subhixation  of 
the  patella  in  thirty  degrees  of  flexion  is  possible 
and  as.sociated  with  a severe  discomfort  on  the 
part  of  the  patient.  This  is  termed  the  “appre- 
hension test."  Radiographically,  a tangential  or 
Hughston  view  is  most  helpful  to  identify  mal- 
alignment aiul  lateral  subhixation.  Quadriceps 
rehabilitation  is  of  vital  importance  in  managing 
this  problem  of  pathologic  patellar  tracking.  As 
described  earlier,  the  vastus  medialis  obliqutis 
has  a primary  role  in  stabilizing  patellar  tracking. 
This  responds  nicely  to  (juadriceps  rehabilitation 
exercises  and  should  be  pursued  vigorously.  Pa- 
tients whose  symptoms  are  refractory  to  a vigorous 
rehabilitation  program  may  require  surgical  cor- 
rection of  underlying  abnormalities.  An  acutely 
dislocated  patella  should  be  reduced  manually 
either  with  IV  sedation  or  under  general  anes- 
thetic and  immobilized  in  full  extension  for  six 


weeks.  Again,  quadriceps  rehaltdiiation  is  of  the 
utmost  importance. 

Patellar  Tendinitis  and  Tendon  Rupture 

d'endon  inflammation  at  the  inferior  ]X)le  of 
the  patella  is  cpiite  common  and  tisually  assoc  iated 
with  jumping  sports  which  recpiire  violent  knee 
e.xtension.  l’o>t  exercise  icing  and  anti-inflamma- 
tory agents  will  relieve  milder  cases.  Inlralendi- 
noiis  cortisone  injections  attenuate  tendon 
strength  and  should  be  avoided  in  this  location. 

Spontaneotis  rtijnure  of  the  patellar  tendon  has 
been  reported  in  cases  of  violent  iratnna  (direct 
and  indirect),  metabolic  disorders  (as  discussed 
earlier)  and  following  cases  of  chronic  longstand- 
ing tendinitis.  Just  as  with  quadricejts  tendon 
rupture,  this  is  a surgical  problem  and  should  be 
treated  in  a matter  of  days  before  muscular  short- 
ening precludes  a satislactory  repair,  d his  soft 
tissue  problem  is  easily  diagnosed  on  lateral  knee 
x-ray  because  of  a markedly  high-riding  patella 
(see  Figure  5). 

For  simplicity  and  convenience,  orthopedic 
problems  have  traditionally  been  isolated  to  a 
single  muscle,  tendon  or  bone,  d'his  is  effective 
in  reviewing  key  points  of  anatomy,  but  often  fails 
to  integrate  function  of  the  limb  as  a wdiole.  Fhc 
extensor  mechanism  is  a biomechanical  linkage 
in  which  the  functional  components  must  be  ccjn- 
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Figure  5. 

A complete  laceration  of  the  patellar  tendon  is  evidenced  by  the 
high-riding  patella. 


sidered  as  a single  unit.  Understanding  the  func- 
tion of  this  mechanism  as  a unit  is  the  key  to 
successful  functional  rehabilitation.  It  should  be 
noted  that  this  model  as  related  to  knee  extension 
can  be  viewed  on  a larger  scale  along  with  other 
biomechanical  units  to  explain  function  of  the 
extremity  as  a whole. 
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PUBLIC  HEALTH  AT  A GLANCE 


The  Arkansas  Venereal  Disease  Program 
Historical  Sketch  and  Current  Trends 

Harold  G.  Van  Patten* 


T.e  venereal  disease  control  program  as  we 
know  it  today  developed  in  the  early  1950's  with 
the  closing  of  the  Rapid  Treatment  Centers. 
Penicillin  therapy  made  it  possible  to  treat  syphi- 
lis on  an  outpatient  basis  and  the  role  of  the 
specialized  health  worker  changed.  Caseholding, 
keeping  patients  under  lengthy  treatment  sched- 
ules, was  abandoned  in  favor  of  casefinding, 
locating  persons  ivith  undiagnosed  syphilis. 

Screening  through  mass  blood-testing  surveys 
was  a successful  tool  iw  finding  cases,  but  as  disease 
incidence  dropped,  screening  became  less  produc- 
tive. Gradually  the  interview  of  the  patient  for 
his  sex  partners  became  an  important  casefinding 
tool. 

One  of  the  first  studies  designed  to  test  the 
interview  and  contact  tracing  process  was  con- 
ducted in  Arkansas  in  1947. ^ In  this  100-day 
experiment,  201  patients  named  655  sex  contacts. 
Previously  undiagnosed  .syphilis  was  detected  in 
167  of  the  contacts. 

Further  studies  were  conducted  by  the  Public 
Health  Service  at  the  PHS  Medical  Center  in  Hot 
Springs.  The  technicpies  that  proved  most  effec- 
tive were  taught  in  the  first  National  School  for 
Interview  Training  at  Gallinger  Hospital  in 
"Washington,  D.  C.  in  1949. 

Over  the  years  the  interview  and  contact  tracing 
procedure  has  been  refined  and  has  evolved  as  a 
tool  for  case  prevention  through  the  application 
of  “epidemiologic”  or  preventive  therapy  to 
named  contacts  recently  exposed  to  patients  with 
early  syphilis. 

The  syphilis  control  program  has  been  success- 
ful in  reducing  the  reported  incidence  of  syphilis 

•.Senior  Public  Health  Advisor.  Venereal  Disease  Program,  .\rkan- 
sas  Department  of  Health,  4815  West  Markham  Street,  Little  Rock, 
-Arkansas  72201. 


in  .Arkansas  from  an  epidemic  level  of  7,272  cases 
in  1950  to  465  cases  in  1982.  Much  of  this  success 
required  cooperative  efforts  between  public 
health  rvorkers  and  the  private  medical  communi- 
ty. .Active  surveillance,  timely  reporting,  and 
rapid  epidemiologic  follow-up  are  still  basic  to 
effective  syphilis  control. 

Despite  recognition  of  gonococcal  salpingitis 
and  gonococcal  ophthalmia  Neonatorum  as  major 
complications  of  gonorrhea  in  women,  serious 
efforts  to  control  gonorrhea  did  not  develop  until 
more  recently.  Prior  to  the  early  1970's  federal 
funding  for  gonorrhea  programs  was  virtually 
non-existent.  The  sheer  number  of  gonorrhea 
cases  was  overwhelming  in  the  face  of  the  over- 
riding concern  for  sypliilis  control  and  the  limited 
funding  available. 

In  1972,  federal  grant  money  became  available 
to  launch  gonorrhea  control  programs.  The  con- 
trol efforts  were  primarily  aimed  at  detecting 
asymptomatic  infections  in  women  through  mass 
screening  efforts,  .\dditional  support  was  pro- 
vided for  pidilic  health  workers  to  perform  inter- 
viewing and  contact  tracing  activities.  Reijorted 
cases  of  gonorrhea  in  .Arkansas  increased  from 
7,665  in  1971  to  13,076  in  1976.  -Sitice  1976  there 
has  been  a reduction  to  10,322  cases  reported  in 

1982. 

Despite  successes  in  reducing  the  reported  inci- 
dence of  syphilis  and  gonorrhea  over  the  long 
term,  sexually  transmitted  di,seases  (.STD’s)  con- 
tin  ne  to  represent  the  most  commonly  reported 
communicaljle  diseases  in  Arkansas  as  well  as  the 
nation.  In  the  first  six  months  of  calendar  year 

1983,  4,603  cases  of  gonorrhea  and  219  cases  of 
syphilis  were  reported  in  Arkansas.  These  num- 
bers represent  a 10.4  percent  decrease  in  gonorrhea 
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and  a 7.2  percent  decrease  in  syphilis  when  com- 
pared to  the  same  period  in  1982.  In  the  lirst 
half  of  calendar  year  1983,  9.5  percent  of  all 
females  reported  with  gonorrhea  in  Arkansas  were 
reported  with  symptoms  suggestive  of  gonococcal 
salpingitis.  Additionally,  penicillinase-producing 
strains  of  gonorrhea  are  increasing  nationwide 
and  the  thirteen  cases  reported  in  Arkansas  in 
1982  underscore  the  need  for  an  increased  level 
of  awareness.  In  1982,  Arkansas  ranked  15th 
among  the  fifty  states  in  rate  of  gonorrhea  per 
100,000  population:  20th  among  the  fifty  states  in 
rate  of  syphilis  })er  100,000  population. 

In  recent  years  the  scope  of  venereal  disease 
activities  has  expanded  to  include  a more  compre- 
hensive list  of  sexually  transmitted  infections 
including  hepatitis  B,  chlamydial  infections, 
Ciardnerella  vaginitis,  and  even  enteric  infections 
among  gay  male  j)opulations.  Recent  publicity 
around  genital  herpes  and  accjuired  immuno- 
deficiency syndrome  (AIDS)  has  been  a mixed 
blessing.  The  general  awareness  level  of  STD's 
has  risen  substantially,  yet  ever-increasing  de- 
mands for  solutions  are  made  on  the  limited 
public  health  resources. 

With  an  increase  in  the  scope  of  STD  control 
and  no  increase  in  funding  levels,  the  interview 
and  contact  tracing  process  is  frequently  limited 
to  priority  patients  — those  with  penicillinase- 
jnoducing  gonorrhea,  gonococcal  salpingitis,  and 
early  syphilis.  Patients  with  other  infections  are 
encouraged  to  participate  in  the  contact  referral 
jn'ocess.  Many  patients  will  assume  responsibility 
for  contact  referral  if  there  is  effective,  two-way 
communication  between  the  patient  and  the 
health  care  provider.  However,  some  patients  are 
unwillitig  to  refer  contacts  atid  many  will  fulfill 
their  responsilhlity  oidy  with  supervision  from  a 
health  worker. 

Effective  patient  counseling  and  education  is 
important  to  stimulate  patient  behaviors  that 
contribute  to  successful  therapy,  prevention,  and 
disease  intervention.  The  basic  messages  outlined 
helow'  are  desigtied  to  enhance  desired  patient 
behaviors: 

1.  Information  about  the  patient’s  infection. 

a.  Results  of  tests. 

h.  The  name  of  the  disease  and  its  impor- 
tance. 

c.  The  name  of  the  medication,  how  to  take 
it,  and  potential  side  effects. 


d.  Symptoms  and  appropriate  response  to 
apparent  treatment  failure. 

2.  The  importance  of  evaluating  the  patient’s 

sex  partner(s). 

a.  How  the  disease  is  transmitted  and  its 
incubation  period. 

b.  Consequences  to  the  health  of  the  pa- 
tient and  sex  partner(s)  if  not  medically 
evaluated. 

c.  Possibility  of  asymptomatic  infections. 

d.  Necessity  of  abstaining  from  sex  until 
partner(s)  have  been  evaluated. 

3.  The  need  for  follow-up  tests. 

a.  Necessity  and  purpose  of  follow-up  tests. 

h.  When  and  where  to  take  the  tests. 

c.  Potential  consequences  of  not  obtaining 
the  tests. 

4.  Prevention  of  future  infections. 

a.  The  fact  that  reinfection  can  easily  occur. 

b.  Evaluating  sex  partners  is  necessary  to 
prevent  reinfection. 

c.  Temporary  abstinence  from  sexual  con- 
tact is  a valid  method  of  prevention. 

d.  Proper  use  of  comloms  provides  some 
protection  (for  both  men  and  women). 

e.  The  recognition  of  major  symptoms  of 
,S1'D  infections. 

f.  The  need  for  prompt  medical  attention 
when  symptoms  appear  or  possible  ex- 
posure takes  place. 

The  success  of  the  venereal  disease  control  pro- 
gram throughout  its  evolution  continues  to  be 
dependent  upon  a cooperative  effort  on  the  jjart 
of  the  private  medical  community  and  public 
health.  Timely  reporting  of  venereal  disease  cases 
followed  by  rapid  referral  and  evaluation  of  sex 
partners  forms  the  basis  for  an  effective  program. 
Important  siqjport  elements  include  patient  edu- 
cation and  counseling,  prenatal  serologic  screen- 
ing (preferably  in  the  first  and  third  trimesters), 
and  beta-lactamase  screening  in  apparent  gonor- 
rhea treatment  failures. 

I.  Easley,  E.  J.,  et  al.:  “The  100-Day  Experiment  in  Con- 
tact Investigations.”  J.  Ven.  Dis.  Ed.  Vol.  29,  No.  1, 

January,  19-18. 
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The  Hypoplastic  Left  Heart  Syndrome  - 
A Treatable  Condition 

G.  R.  Westerman,  M.D.,  J.  B.  Norton,  M.D.,  and  S.  H.  Van  Devanter,  M.D.* 


Jn  1952,  Lev^  described  a constellation  of 
cardiac  defects  including  a small  or  absent  left 
ventricle  associated  with  aortic  valve  atresia,  and 
stenosis  or  atresia  of  the  mitral  valve.  He  termed 
the  complex  “hypoplasia  of  the  aortic  tract.” 
Noonan  and  Xadas-  later  reviewed  several  cases 
utilizing  the  term  “hypoplastic  left  heart  syn- 
drome” (HLHS),  focusing  attention  on  the  most 
devastating  anatomic  aspect  of  this  complex  mal- 
formation. Until  Norwood^  reported  survival  in 
an  infant  undergoing  anatomic  correction,  (pres- 
ently alive  and  rcell  at  age  2 years),  long-term 
survival  had  not  been  reported. 

I'he  usual  clinical  scenario  begins  with  the 
birth  of  what  is  apparently  a healthy  infant.  The 
child  (usuallv  a boy,  for  the  male  to  female  ratio 
is  2:1)  may  appear  well  for  several  hours  but  as 
the  ductus  arteriosus  constricts,  the  systemic  cir- 
culation is  diminished  and  a shock-like  state 
evolves.  Heretofore,  such  a baby  died  within  a 
few  hours  or  days  without  any  consideration  given 
to  surgical  intervention.  It  has  been  conventional 
wisdom  to  forego  any  treatment  once  the  diagnosis 
of  HLHS  was  conlirmed  by  echocardiography  or 
cardiac  catheterization,  and  in  recent  years,  most 
of  these  infants  were  not  subjected  to  catheteriza- 
tion since  the  echocardiographic  findings  are  so 
characteristic. 

The  availability  of  drugs  that  prevent  or  retard 
ductal  closure  has  allow’ed  such  babies  a period  of 
palliation  while  the  systemic  circidation  is  pre- 
served. Prostaglandin  (PGEi)  is  now  used  rou- 
tinely when  an  infant  is  suspected  of  having  a 
duct-dependent  lesion  until  a firm  anatomic  diag- 
nosis is  made.^  This  has  allowed  time  to  achieve 
hemodynamic  stability,  prevents  jnogressive  aci- 
dosis, and  has  made  consideration  of  surgical 
intervention  possible. 

•Departments  of  Surgery  and  Pediatrics.  Arkansas  Children’s  Hos- 
pital and  University  of  .Arkansas  for  Medical  Sciences,  Little  Rock, 
Arkansas. 
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Though  surgical  efforts  at  jjalliation  were 
attempted  before  availability  of  PGEi,  few  success- 
ful efforts  were  reported,  and  not  until  hemo- 
dynamic stability  could  be  achieved  with  PG  Ey 
were  aggressive  surgical  efforts  considered  routine- 
ly possible.  These  preliminary,  but  encouraging, 
efforts  have  been  reported’'^  and  we  feel  it  now 
important  to  review  this  new  attitude  toward  Avhat 
Avas  once  an  inevitably  fatal  lesion.  The  magni- 
tude of  the  problem  is  illustrated  by  statistics 
from  the  Nerv  England  Infant  Cardiac  Program’'^ 
Avhich  find  HLH,S  to  Ire  the  fourth  most  common 
congenital  cardiac  defect  (7.5%).  Of  all  patients 
Avith  congenital  cardiac  disease  dying  Avithin  the 
first  Aveek  of  life,  25%  have  HLHS.  Adding  to  the 
tragedy  of  certain  death  is  the  fact  that  the  vast 
majority  of  these  infants  are  otheiAvise  normal, 
healthy  babies,  seldom  having  an  associated  con- 
genital defect. 

As  the  anatomy  and  physiology  of  the  lesion  are 
noAv  Iretter  understood,  and  since  ductal  patency 
can  noAv  be  maintained  for  hours  or  CA’en  days, 
surgical  techniques  can  be  designed  to  alloAv  for 
prolonged  survival.  The  changing  physiology  of 
the  neonate  has  been  one  of  the  major  stumbling 
blocks  preventing  successful  treatment.  .Survival 
in  the  first  ferv  days  is  dependent  upon  mainte- 
nance of  blood  floAV  through  the  ductus  arteriosus. 
If  the  dtictus  closes,  death  results  from  the  lack  of 
systemic  perfusion:  if  the  ductus  remains  patent, 
seA’ere  congestive  heart  failure  may  supervene  as 
the  pulmonary  vascular  resistance  falls. 

It  is  the  fact  that  most  patients  must  be  treated 
Avithin  hours  or  days  of  birth,  at  a time  Avhen  large 
changes  in  pulmonary  and  systemic  vascular  re- 
sistance are  taking  place,  that  makes  successful 
treatment  problematic.  The  diagnosis  must  be 
made  very  quickly  as  the  mean  stmiAal  is  only 
four  days,  and  only  a fcAv  hours  may  elapse 
betAveen  the  first  symptom  and  death.  The  quick 
resjjonse  to  early  symptoms  is  not  ahvays  effective 
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even  in  a center  with  pediatric  cardiologists, 
echocardiography,  and  cardiac  catheterization 
readily  available.  Vet,  survival  for  these  infants 
depends  upon  the  suspicion  of  the  diagnosis  and 
rapid  institution  of  therapy  while  contacting 
resource  people  and  arranging  transfer  to  an 
appropriate  center.  In  a newborn  infant  who  de- 
velops sudden  cyanosis  with  respiratory  distress, 
the  diagnosis  of  HLHS  should  be  immediately 
entertained,  as  severe  hypoxia,  acidosis,  myocar- 
dial failure  and  death  are  imminent  if  the  diag- 
nosis is  correct.  A murmur  may  or  may  not  be 
jiresent,  and  an  electrocardiogram  demonstrating 
right  axis  deviation,  right  ventricular  hypertro- 
phy, and  right  atrial  enlargement  with  ST-T  wave 
changes  may  be  present,  but  not  invariably  so. 
The  chest  radiograph  may  or  may  not  show  an 
enlarged  heart,  but  increased  pulmonary  vascular 
markings  is  a very  common  early  finding.  Many 
such  infants  are  suspected  to  be  septic  and  are 
treated  accordingly  with  a rapidly  downhill  course 
following  in  spite  of  antibiotic  therapy.  I'he  only 
immediately  effective  treatment  is  the  institution 
of  a constant  infusion  of  PGEi  as  described  by 
Dungan^  et  al.  Tliis  improves  systemic  perfusion 
by  maintaining  ductal  patency  until  surgical 
therapy  can  be  undertaken  and  should  be  insti- 


tuted in  conjunction  with  consultation  with 
a pediatric  cardiologist.  Transfer  to  a center 
equipped  for  definitive  diagnosis  and  surgical 
therapy  should  be  arranged  concomitantly.  The 


(A)  (C) 

Figure  1. 

a)  aortic  incision  and  division  of  distal  main  pulmonary  artery.  c)  anastomosis  of  proximal  main  pulmonary  artery  to  aorta;  ^igh^ 

b)  patch  closure  of  distal  main  pulmonary  artery.  Blalock-Taussig  shunt;  ligation  of  ductus  arteriosus. 
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infusion  of  PC^Ki,  even  in  a patient  in  whom  tlie 
diagnosis  is  not  certain,  carries  a risk  far  less  than 
an  untreated  patient  with  MLHS.  On  arrival  at 
the  referral  center,  ecliocardiography,  and  cardiac 
catheterization  if  indicated,  are  performed 
immediately. 

Doty*’  has  outlined  criteria  wliich  are  probably 
necessary  for  successful  palliation  of  IlLH.  1)  The 
right  ventricle  should  be  capable  of  providing 
pulsatile  flow  from  the  proximal  jmlmonary 
artery  to  both  systemic  and  pulmonary  circuits. 

2)  The  aortic  arch  shoidd  be  suitably  recon- 
structed so  as  to  improve  cerebral  and  coronary 
blood  flow  associated  with  arch  hypoplasia. 

3)  Predictable  pulmonary  blood  flow  should  be 
provided.  4)  The  pulmonary  arteries  should  re- 
main amenable  to  later  reconstruction  using  the 
modified  Fontan  procedure.  Fontan'  described  a 
“physiologic”  repair  in  patients  with  tricuspid 
atresia,  and  therefore,  only  one  functional  ventri- 
cle. This  provides  pulmonary  blood  flow  directly 
from  systemic  venous  return  without  an  inter- 
vening ventricle.  Subsequent  modifications  of  his 
original  operation  have  allowed  repair  of  several 
other  cardiac  defects  with  only  one  functional 
ventricle.  Such  repair  is  not  possible  in  the 
neonate,  as  success  depends  on  low  pidmonary 


a)  Blalock-Taussig  shunt  ligated  and  divided;  external  appearance 
of  right  atrial  to  right  pulmonary  artery  anastomosis. 


vascular  resistance.  4’hus,  a first  stage  palliative 
operation  is  mandatory  lor  total  correction  cannot 
await  the  physiologic  fall  in  pulmonary  vascular 
resistance  which  may  take  several  months. 

The  stage  I repair  (Figure  1)  for  FILFIS  as 
described  by  Norwood,®  involves  division  of  the 
distal  main  pulmonary  artery,  and  plastic  recon- 
struction of  the  diminutive  ascending  aorta  and 
arch  utilizing  the  proximal  cut  end  of  the  pulmo- 
nary artery.  This  directs  all  right  (now  systemic) 
ventricular  output  into  the  newly  reconstructed 
aorta.  The  ductus  arteriosus  is  ligated  and  pulmo- 
nary blood  flow  is  established  with  a standard  or 
modified  Blalock-Taussig  shunt  performed  intra- 
pericardially,  anastomosing  the  right  subclavian 
artery  to  the  right  pulmonary  artery  either  direct- 
ly or  with  a tube  graft.  In  Norwood’s  series, 
hospital  mortality  for  the  first  stage  w’as  50%,  a 
remarkable  achievement  in  the  early  evolution  of 
surgical  repair  for  this  complex  lesion.  The 
timing  of  stage  II  psysiologic  repair  is  dependent 
upon  the  patients'  clinical  status.  If  development 
is  normal,  repair  could  be  delayed  for  a number 
of  years:  however,  it  is  likely  that  the  majority  of 
patients  would  develop  increasing  cyanosis  and 
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exercise  intolerance  within  a year  or  two  as  a 
result  ol  the  limited  pulmonary  blood  How 
through  the  Blalock  anastomosis.  Norwood's  lirst 
patient  tf)  have  long-term  survival  after  stage  II 
retjnired  correction  at  age  Ifi  months.  The  second 
stage  operation  (Figure  2)  is  accomplished  by 
1)  take  down  of  the  shunt,  2)  partitioning  the  atria 
to  direct  all  pulmonary  venous  retnrn  into  the 
systemic  (right)  ventricle  via  the  tricuspid  valve, 
and  3)  anastomosis  of  the  right  atrium  directly  to 
the  pulmonary  arteries.  T his  effectively  separates 
the  pulmonary  and  systemic  venous  return  and 
utilizes  the  only  ftmctional  ventricle  as  the 
systemic  v'entride.  Pulmonary  blood  flow  is 
jtassive  without  a jnilmonary  ventricle. 

Norwood  has  shown  that  the  dismal  prognosis 
of  HLH.S  can  be  altered  surgically,  but  this  suc- 
cess is  dependent  upon  extremely  rapid  diagnosis 
and  the  early  institution  of  PGEi  infusion  con- 
comitant with  the  transfer  of  the  patient  to  a 
referral  center  where  the  diagnosis  is  confirmed 
aiul  surgery  can  be  considered.  It  is  too  early  to 
predict  what  proportion  of  these  babies  can  be 
significantly  helped  by  this  new  aggressive  ap- 
jYioach,  yet  past  experience  with  other  complex 
cardiac  anomalies  provides  ample  precedence  for 
stich  an  approach  in  selected  centers.  We  are 
hopeftd  that  the  early  sticcesses  encountered  to 


date  will  be  extended  and  perhaps  predict  a time 
when  we  approach  the  infant  with  HLHS  with 
the  same  optimism  that  is  now  ftilly  justified  in 
most  other  congenital  cardiac  anomalies. 
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Update  in  Dermatology; 

The  Dysplastic  Nevus  Syndrome 

Steven  E.  Krause,  M.D.* 


T.e  clisco\  ery  ol  malignant  melanoma  among 
family  members  and  the  occurrence  of  numerous 
nevi  in  some  melanoma  patients  led  to  the  recog- 
nition of  the  dysplastic  nevus  syndromed-^ 
Other  names  applied  to  this  entity  are  large 
atypical  nevus  syndrome  (LANS),  B-K  mole 
syndrome,  and  the  familial  atypical  multiple 
mole-melanoma  syndrome  (FAMMS).  Multiple 
atypical-appearing  melanocytic  nevi  with  an  in- 
creased tendency  for  the  development  of  malig- 
nant melanoma  represent  the  key  feature  of  this 
syndrome. 

Case  Report: 

A IT-vear-old  Caucasian  male  with  this  syn- 
drome first  came  to  our  attention  in  1980  when 
he  was  found  to  have  a Stage  I,  Level  I malignant 
melanoma  of  his  mid-back.  Wide  surgical  excision 
was  performed.  No  recunences  have  been  de- 
tected in  the  past  three  years.  At  the  time  of  initial 
examination  he  teas  noted  to  have  multiple  nevi; 
many  of  these  were  “common”  nevi,  but  others 
were  atypical  in  appearance.  The  atypical  nevi 
rvere  larger  (greater  than  .5mm),  both  flat  and 
raised,  and  displayed  variable  pigmentation. 
Excision  and  microscopic  examination  of  these 
lesions  revealed  histologic  changes  consistent  with 
dysplastic  nevi.  Family  history  was  negative  for 
malignant  melanoma  and  no  other  family  mem- 
bers were  noted  to  have  multiple  atypical  nevi. 

Both  familial  and  sporadic  variants  of  this 
syndrome  have  been  documented.^  “Sporadic” 
cases  should  be  tentatively  classified  pending 
future  development  of  atypical  nevi  in  family 
members.®  We  feel  this  patient  has  the  dysplastic 
nevus  syndrome-sporadic  type. 

Usually,  dysplastic  nevi  appear  during  adoles- 
cence and  continue  to  increase  in  number  into 
adulthood.  The  number  of  nevi  is  variable— from 
as  few  as  five  to  over  one  hundred.  Melanomas  in 
these  patients  tend  to  occur  at  an  earlier  age  than 
those  arising  in  patients  wdthout  this  syndrome. 

•Chief  Resident,  Department  of  Dermatology,  4301  West  Markham 
Street,  Little  Rock,  Arkansas  72201. 


Dysplastic  nevi  arc  precursors  of  malignant 
melanoma. ■5  Patients  with  the  dysplastic  nevus 
syudromc  \vho  have  tlevelopcd  one  melanoma 
have  a 2-1%  chance  per  year  of  developing  a 
second  melanoma  in  one  of  tlie  dysplastic  nevi.® 
While  not  all  patients  with  the  dysplastic  nevus 
syndrome  will  develop  malignant  melanoma,  the 
risk  apjiears  to  be  substantially  increased  rclren 
compared  to  normals. 

Dysplastic  nevi  have  a distinctive  clinical  ap- 
pearance. They  tend  to  be  larger  (many  greater 
than  1cm)  than  ordinary  nevi  ;md  have  other 
atypical  changes  such  as  the  presence  of  macular 
components,  pigment  spreading  at  the  edge  of  the 
lesion,  and  varialde  pigmentation  witli  hues  of 
black,  brown,  blue,  pink,  and  white. 

Histologically,  dysplastic  nevi  appear  to  be 
intermediate  between  common  nevi  and  mela- 
noma.®'Focally  atypical  melanocytes  occur 
singly  or  in  nests  within  the  ejridermis.^  Filiro- 
])lasia  ol  the  papillary  dermis  and  an  upper 
dermal  lymphocytic  infiltrate  are  present. 

Management  of  patients  with  dysplastic  ticvus 
syndrome  should  inchule  not  only  close  thorough 
examination  by  the  physician,  but  also  patient 
education  and  self-examination  on  a monthly 
basis.  Photographic  documentation  at  six-month 
intervals  can  be  very  heljdul  in  detecting  slowly 
changitig  lesions.  Suspicious  lesions  should  be 
excised  and  examined  microscopically.  Family 
members  known  to  have  multiple  “moles”  should 
also  be  examined  for  the  presence  of  dysplastic 
nevi. 

It  is  im])ortant  to  recognize  this  syndrome  so 
that  malignant  melanoma  can  be  prevented  or  at 
least  treated  at  an  early  stage  when  prognosis  is 
still  favorable. 
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Immunology  — Aging  and  Interferon 


Alfred  Kahn,  Jr.,  M.D. 


J_  here  is  a great  deal  of  research  on  aging  at 
the  present  time.  The  research  revolves  around 
many  different  facets,  including:  a study  of  what 
is  the  aging  process  itself,  why  does  immunity  fail 
in  aging,  what  accelerates  the  aging  process,  what 
retards  the  aging  process,  what  diseases  stimulate 
the  aging  changes,  and  so  on.  It  is  well  known  in 
the  research  laboratories  that  normal  tissue  can 
be  sub-cultured  from  one  to  the  next,  only  about 
fifty  times.  Yet  cancerous  tissue  can  be  subcul- 
tured almost  indefinitely.  The  inability  of  normal 
tissue  to  be  subcultured  indefinitely,  must  rep- 
resent some  facet  of  the  aging  process. 

There  are  some  interesting  immunologic  studies 
of  aging,  two  of  which  have  been  published  in  the 
[Journal  of  Clinical  Investigation),  Volume  67, 
April  1981.  Gillis,  Kozak,  Durante,  and  Weksler, 
page  937,  studied  the  decreased  production  of  and 
the  responses  to  the  T-cell  giowth  factor  by 
lymphocytes  from  the  aging  humans.  This  study 
evolved  from  the  fact  that  it  was  discovered  that 
lymphocytes  in  humans  over  65  years  of  age  did 
not  respond  the  same  as  younger  people  when 


stimulated  in  tissue  cultures.  They  state  that 
T-lymphocytes  do  not  proliferate  when  appropri- 
ately stimulated  even  though  the  absolute  number 
of  T-cells  and  B-cells  are  not  significantly  dif- 
ferent in  the  age  group  and  in  a group  of  younger 
individuals.  The  failure  to  obtain  multification 
of  T-cells  seem  appropriately  stimidated,  they 
state  could  come  from  one,  a reduced  number  of 
mitogen  responsive  T-cells  in  the  blood  of  elderly 
people  or  secondly,  a failure  of  normally  respon- 
sive cells  that  simply  respond  in  tissue  culture. 
T-cells  are  said  to  multiply  in  response  to  a T-cell 
growth  factor  which  is  released  when  properly 
stimulated  by  mitogens;  Gillis  et  al  state  that  the 
mitogen  causes  one  group  of  T-cells  to  release  the 
T-cell  growth  factor  which  in  turn  causes  another 
set  of  T-cells  to  proliferate.  The  thrust  of  this 
report  demonstrated  that  lymphocytes  of  elderly 
people  do  not  produce  as  much  T-cell  growth 
factor  as  lymphocytes  from  younger  people.  Fur- 
thermore, lymphocytes  from  elderly  individuals 
were  not  as  responsive  to  growth  factors  as  lym- 
phocytes from  younger  people.  The  authors  feel 
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that  tlie  altered  responses  ol  the  l’-lynii)liotytes 
may  play  a very  sigiiilicant  role  in  the  iinparement 
innnnne  responses  of  the  aging  human  being. 

In  the  same  volume  of  the  {Journal  Of  Clinical 
Investigation),  is  an  article  entitled,  Decreased 
in  Vitro  Unmoral  Immune  Response  in  Aging 
Unmans,  by,  Pahwa,  Pahwa  ami  Ciood,  Page  1091, 
whereas  the  former  article  had  to  do  with  the 
response  of  cells.  These  authors  were  also  im- 
pressed by  the  decreased  immunology  competence 
in  aging  animals  as  compared  to  young  animals 
with  regard  to  both  cell  mediated  and  humoral 
immunity— thus  explain  the  increased  occurrence 
in  the  aging  jxjpulation  of  infections,  malignancy 
and  antoinmumity.  They  further  relate  that  T- 
lymphocyte  function  deficiency  in  aging  has  been 
demonstrated  in  several  laboratories  — but  the 
failure  of  B-cells  has  not  been  well  understood 
with  regard  to  aging.  Pahwa  et  al  studied  the 
blood  taken  from  humans  over  65  years  of  age  and 
compared  it  with  a young  group  (20-30)  years  of 
age;  they  used  a microcidture  assay  to  study 
specific  antibody  responses  and  they  studied 
the  polyclonal  induction  of  immunoglobulin  se- 
creting cells  using  poke-weed  mitogen  as  a stimu- 
lant. They  reported  that  there  were  definite 
deficits  in  the  response  of  the  aged  popidation 
group  to  an  antigen  and  poke-weed  mitogen. 
They  drew  the  conclusion  from  their  studies  that 
although  there  are  age  related  deficiences  of 
B-lymphocyte  function,  these  deficiencies  were 
usually  not  intrinsic  defects  of  the  B-cells,  but 
were  frecpient  due  to  the  disfunction  of  the 
immuno  regrdatory  T-cells. 

Another  facet  of  immunology  which  has  ad- 
dressed a good  deal  of  potention  in  the  lay-press, 
radio  and  TV— and  in  the  medical  literature— is 
interferon.  Interferon  has  been  hyped  as  a thera- 
py for  many  infectious  disease  and  for  malignant 
disease.  It  has  been  reported  that  some  pharma- 
ceutical companies  are  hopefid  of  releasing  inter- 
feron for  human  usage  in  the  not  too  distant 
future;  as  with  many  new  therapeutic  substances 
they  could  find  is  presented— and  later  some  ill 
effects  of  the  new  pharmaceutical  product  are 
discovered.  So  it  is  with  interferon  it  ajjpears, 
that  it  would  be  a most  helpful  form  of  therapy, 
but  it  is  not  entirely  free  of  adverse  effects.  Scott, 
Secher,  Flowers,  Cantell  and  Tyrrell  have  pub- 
lished a report  entitled  Toxicity  of  Interferon, 
(British  Medical  Journal),  Volume  252,  Page  1345, 


A|)ril  25,  1981.  They  reporl  that  the  large  doses 
of  interferon  which  are  necessary  to  iruluce  a 
clinical  effect  may  cause  influenza-like  symptoms 
and  pancytopenia.  It  was  suspected  that  impuri- 
ties might  have  caused  the  ailverse  clinical  reac- 
tions to  use  of  interferon,  but  this  does  not  seem 
to  be  the  case  according  to  Scott  et  al.  But  the 
authors  state  “purification  of  interferon  using  a 
monoclonal  antibody  docs  not  reduce  the  facets 
of  its  activity  considered  in  this  study.”  They  are 
therefore  inherent  in  the  lucocyte  interferon  type 
selected  by  the  antibody.  The  authors  used  two 
different  ty|x;s  of  interferon,  one  a partially  puri- 
fied product  and  the  other  a relatively  pure 
j)roduct;  both  preparations  induce  the  influenza 
like  syndrome  and  the  changes  in  the  blood  count. 
Among  the  symptoms  reported,  were  headaches, 
malaise,  fever,  chills,  fatigue,  myalgia,  low  back 
pain,  joint  pains,  anorexia,  etc.  One  interesting 
feature  of  this  investigation  was  that  they  gave 
two  volunteers  an  injection  of  interferon  while 
simultaneously  administered  Indomethacin  50 
mg.  every  six  hours.  The  authors  reported  that 
there  was  no  rise  in  pulse  rate  or  body  tempera- 
ture in  these  two  individuals;  the  symptoms 
which  the  individuals  perceived  subjectively  were 
greatly  reduced.  Indomethacin  is  a known  anti- 
prostaglandin substance. 

The  authors  do  not  venture  in  opinion  as  to 
whether  or  not  the  use  of  Indomethacin  with 
interferon  reduces  its  effectiveness  as  a therapeutic 
agent  for  infection  in  cancer. 

The  field  of  immunology  is  rapidly  moving 
and  there  is  a wealth  of  literature  concerning 
various  aspects  of  immunology.  The  changes  with 
aging  and  the  use  of  interferon  are  receiving  a 
great  deal  of  attention  from  the  research  labora- 
tories but  finer  answers  in  both  areas  are  not  yet 
forthcoming. 


ANSWER  — Electrocardiogram  of  the  Month 

DISCUSSION:  Her  electrocardiogram  shows  a sinus  rhythm 
with  large  and  wide  P waves.  The  ST  segments  are  de- 
pressed and  the  T waves  are  flat  in  II,  III,  AVF,  and 
Vi-V(i.  The  QT  interval  is  prolonged  and  a U wave  is 
seen  in  V2  - V4,  These  changes  make  one  suspect  hypo- 
kalemia and/or  hypomagnesemia.  Her  clinical  setting  is 
compatible  with  either  or  both  disturbances.  The  feature 
editor  wishes  to  thank  Dr.  Andy  Henry  of  the  UAMS  Di- 
vision of  Cardiology  for  his  assistance  with  this  month's 
feature. 
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Journal  of  the  Arkansas  Medical  Society 
6(No.  5): 222  November,  1895 
THE  GREENE  COUNTY  MEDICAL  SOCIETY 
The  Journal  has  received  from  Doctor  J.  H. 
Kinsworthy,  of  Paragould,  the  information  that 
a county  medical  society  has  just  been  organized 
in  the  county  of  Greene.  We  believe  there  has 
never  before  Ijeen  a medical  society  in  that  county. 
This  is  the  first  gun  of  the  fall  campaign  recently 
referred  to  in  these  pages.  The  Journal  hopes  the 
reverberation  from  the  explosion  will  awaken  the 
medical  men  in  other  counties. 

THE  LITTLE  ROCK  MEDICAL  SOCIETY 
At  the  November  meeting  of  the  Little  Rock 
Medical  Society,  Doctor  A.  H.  Scott  was  elected 
president.  Doctor  1.  J.  Newton,  vice  president; 
Doctor  F.  Vinsonhaler,  secretary,  and  Doctor  J.  H. 
Southall,  treasurer. 

After  the  meeting  the  president,  though  his 
election  took  him  unawares,  invited  the  members 
who  were  present  to  an  elegant  collation  at  the 
Gem  Cafe.  The  social  feature  was  an  occasion  of 
much  enjoyment  to  those  who  attended  the  meet- 
ing, but  must  have  been  a disappointment  to  some 
of  the  absentees  that  night  who  may  have  been  in 
the  habit  of  attending  only  the  elections  and  social 

reunions  of  the  society. 

# # # * 

Journal  of  the  Arkansas  Medical  Society 
6(No.  5);228  November,  1895 
TYPHOID  GERMS  IN  THE  AIR 
The  Medical  Times  for  October  contains  an 
account  of  experiments  conducted  by  Doctor 
Licard  to  determine  the  possibility  of  transmission 
of  typhoid  germs  by  air. 

His  plan  of  experimenting  w’as  to  have  patients 
suffering  from  this  disease  breathe  through  tubes 
into  water  that  had  previously  been  sterilized. 
Specimens  of  water  thus  treated  were  frequently 
found  to  contain  bacilli  upon  examination.  The 
results  were  not  uniform,  but  sufficiently  so  to 
warrant  the  belief  that  typhoid  may  be  so  con- 
veyed by  the  breath  of  the  patient  or  by  contami- 
nated air  arising  from  infected  sources. 

* # * * 

Journal  of  the  Arkansas  Medical  Society 
6 (No.  7):  307  January,  1896 

EDITORIAL  NOTES 

Smallpox  is  now  prevalent  in  North  Little 
Rock,  3 cases;  Faulkner  County,  11  cases;  St. 
Francis  County,  9 cases;  Lee  and  Crittenden  coun- 
ties, several  cases  each.  All  in  Arkansas. 

* * * * 


Journal  of  the  Arkansas  Medical  Society 
6(No.  7):319  January,  1896 
THE  PHILLIPS  COUNTY  MEDICAL 
ASSOCIATION,  TWENTY-FIFTH 
ANNIVERSARY 

Helena,  Ark.,  January  7,  1896 
l ire  Phillips  County  Medical  Association  held 
its  regular  monthly  meeting  at  the  city  hall  Tues- 
tlay  morning  at  10  o'clock.  President  M.  L.  Pear- 
son presided.  Drs.  F.  N.  Burke,  D.  A.  Linthicum, 
A.  A.  Hornor,  J.  H.  Vineyard,  M.  L.  Pearson, 
W.  C.  Russwurm,  C.  R.  Shinault,  G.  E.  Penn  and 
M.  Fink  were  present,  and  Drs.  H.  M.  Thompson, 
T.  C.  Linthicum  and  J.  W.  Bean  absent.  This 
being  the  meeting  for  the  election  of  officers  the 
following  were  elected  for  the  ensuing  term,  viz; 
President,  Dr.  D.  A.  Linthicum;  Vice  President, 
Dr.  H.  M.  Thompson,  of  Marvell;  Secretary  and 
Treasurer,  Dr.  M.  Fink.  The  reports  of  the  treas- 
urer and  secretary  showed  that  the  society  is  in  a 

highly  prosperous  condition. 

* * * # 

Journal  of  the  Arkansas  Medical  Society 
6(No.  7):321-2  January,  1896 
SEBASTIAN  COUNTY  MEDICAL  SOCIETY 
-OFFICERS  FOR  1896 
Fort  Smith,  .\rk.,  December  20,  1895 
Our  society  has  enjoyed  a very  prosperous  year; 
we  have  had  twelve  regular  and  two  special  meet- 
ings with  an  average  attendance  at  the  regular 
meetings  of  eleven.  We  have  had  eight  regular 
essays  and  a number  of  reports  from  the  various 
sections.  We  have  received  four  new  and  valuable 
members,  viz:  Drs.  W.  R.  Brooksher,  Thomas 
Douglass,  St.  Clair  Cooper  and— Reamy,  all  young 
and  active  in  society  work.  We  now  have  twenty- 
six  active  members,  and  our  society,  as  may  be 
judged  from  the  above  figures,  is  thoroughly  alive 
and  as  full  of  interest  and  enthusiasm  as  any 
medical  society  perhaps  in  the  country,  and  all 
those  who  honor  us  with  their  presence  at  the 
approaching  meeting  of  the  Arkansas  Medical 
Society  will  find  everything  in  readiness,  and  may 
be  assured  of  receiving  a hearty,  whole-souled 
welcome  by  both  the  Sebastian  County  Medical 
Society  and  the  citizens  of  Fort  Smith. 

At  our  last  meeting  held  December  12,  the 
following  officers  were  elected  for  1896:  E.  G. 
Epler,  M.D.,  president;  H.  Moulton,  M.D.,  first 
vice  president;  A.  E.  Hardin,  M.D.,  second  vice 
president;  J.  D.  Southard,  M.D.,  secretary  (re- 
elected); J.  W.  Breedlove,  M.D.,  treasurer 
(reelected). 
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THE  MONTH  IN  WASHINGTON 

Note  to  Editors:  The  Medicare  trust  fund  is 
])reilicted  to  go  broke  Iiy  1988  or  1990.  Earlier 
this  year  the  Congress  passed  a Social  Security  Act 
Amendment  that  set  in  place  a prosjiective  pricing 
system  for  hospitals  based  on  diagnosis  related 
groups  (DRGs)  and  called  on  the  Department  of 
Health  and  Human  Services  to  study  the  advis- 
ability and  feasibility  of  extending  the  concept  to 
cover  physicians  payments  under  MedicaiT.  As 
October  ended  in  Washington,  the  Congress  and 
the  Administration  were  grapjjling  with  a number 
of  proposals  to  cut  Medicare  costs.  This  Month 
in  Washington  provides  a sketch  of  current  ac- 
tivities, with  overtones  of  things  to  come. 

* # * * 

Budget  Reconciliation  Reflects 
Piecemeal  Cost  Cutting 

A proposal  to  freeze  some  Medicare  payments 
to  physicians  and  require  assignment  of  claims 
for  these  services  will  be  submitted  by  the  House 
Ways  and  Means  Committee  for  debate  on  the 
floor  of  the  House  despite  the  proposal’s  failure 
to  win  the  committee’s  endorsement.  House  de- 
bate on  the  issue  was  expected  in  early  November. 

The  proposal  initially  would  have  rolled  back 
and  frozen  for  six  months  Medicare  payments  to 
})hysicians  for  services  to  hospital  injxuients.  Phy- 
sicians would  have  been  required  to  accejn  as- 
signment of  claims  for  inpatient  services.  Savings 
were  estimated  at  $920  over  the  next  three  years. 

Although  the  plan  was  adopted  with  little  de- 
bate and  no  hearings  in  the  Ways  and  Means 
Health  Subcommittee,  it  was  rejected  in  lengthy 
secret  sessions  by  the  parent  committee  after  the 
assignment  and  freeze  issues  were  divided  for 
separate  votes.  Ehe  mandatory  assignment  pro- 
\ ision  was  rejectetl  by  a small  margin,  after  which 
the  freeze  was  defeated  by  a larger  majority,  pri- 
marily because  it  was  feared  tlie  freeze  without 
mandatory  assignment  would  penalize  liene- 
ficiaries. 

Ways  and  Means  Chairman  Rep.  Dan  Rosten- 
kowski  (D-IL)  then  mounted  a last  ditch  effort  to 
con\'ince  Democrats  who  had  voted  against  the 
jiroposals  to  support  an  even-tougher  alternative. 


The  alternative  would  have  added  a requirement 
that  hospitals  deny  admitting  jnivileges  to  jihy- 
sicians  who  refused  to  commit  to  taking  Medicare 
inpatient  cases  on  assignment.  Medicare’s  crim- 
inal penalties  would  have  been  assessed  against 
any  physician  who  made,  but  didn’t  honor  such 
a commitment. 

Although  he  was  unable  to  garner  sufficient 
support  for  adoption,  Rostenkowski  won  agree- 
ment to  allow  him  to  take  the  proposal  to  the 
House  floor  as  a separate  amendment.  The  House 
debate,  which  had  been  scheduled  for  October  28, 
was  postponed  due  tcj  another  controversial  por- 
tion of  the  Ways  and  Means  package  — industrial 
development  bonds. 

Other  Ways  and  Means  provisions  involve 
Medicare  payment  for  cardiac  jDacemakers  and 
clinical  lab  services.  These  jnovisions  are  also 
included  in  a package  adopted  by  the  House  Com- 
merce Committee.  Both  committees’  proposals 
are  intended  to  bring  health  programs  into  com- 
pliance with  spending  targets  in  the  congressional 
budget  resolution.  The  Senate  Einance  Commit- 
tee has  not  completed  deliberations  on  its  recon- 
ciliation package. 

# * # # 

PROs  Overemphasize  Cost,  Government  Told 

When  Medicare  officials  designed  their  new 
diagnosis-related,  fixed  price  hospital  payment 
plan,  they  relied  heavily  on  new  review  teams 
called  professional  review  organizations  (PROs)  to 
make  sure  that  hospitals  didn’t  try  to  get  around 
the  system  by  admitting  more  patients  and  skimp- 
ing on  the  cjuality  cd  care  they  jjioc  icle. 

Now  hospittds,  physicians  and  some  of  the  pro- 
fessional standards  review  organizations  (P.SROs) 
that  preceded  the  PROs  as  review  bodies  are  tell- 
ing the  government  that  the  bidding  principles 
it  outlined  in  August  for  the  would-be  PROs 
overemphasize  admission  controls  and  do  little  to 
protect  cpiality. 

Basically,  the  bidding  principle, s,  called  “scope 
of  work,”  require  the  PRO  to  detail  five  objec- 
tives aimed  at  reducing  admissions  and  one  in- 
tended to  protect  quality.  The  draft  also  includes 
a cost-benefit  ratio  and  an  “admissions  factor” 
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that  rates  a PRO  by  its  ability  to  reduce  admis- 
sions and  cut  costs.  A point  system  by  which  bids 
will  be  evaluated  accompanies  the  “scope  of 
work”  draft. 

In  general,  the  responding  groups  — including 
the  American  Medical  Association,  the  American 
Hospital  Association,  the  American  Society  of  In- 
ternal Medicine,  and  the  American  Medical  Peer 
Review  Association  — were  critical  of  the  “admis- 
sions factor”  formula  and  of  the  emphasis  on  cost 
over  quality. 

The  AMA  and  AH.\  also  urged  that  the  point 
system  be  redesigned  to  give  physician-sponsored 
organizations  a greater  advantage  in  the  bidding 
process.  The  AHA  recommended  that  PROs  be 
permitted  to  delegate  review  to  hospitals  and  said 
that  PROs  also  should  look  at  physician  services 
related  to  reviewed  hospital  services,  denying  pay- 
ment for  physician  services  to  any  patient  for 
which  payment  to  the  hospital  is  denied. 

Business  groups  and  AMPRA  said  PROs  should 
be  recjuired  to  include  a plan  for  review  of  the 
care  of  private  patients  in  their  bid.  All  of  the 
groups,  and  the  Blue  Cross  and  Blue  Shield  As- 
sociation as  well,  have  called  for  changes  in  a 
jjrovision  that  would  prohibit  officials,  owners  or 
board  members  of  a health  facility  from  partici- 
pating in  the  governance,  management  or  owner- 
ship of  a PRO. 

In  criticizing  the  quality  objectives  outlined  in 
the  principles,  the  AMA  warned  that  fixed  price 
jjayments  provide  a strong  incentive  for  under- 
provision of  services.  In  this  new  environment, 
the  association  commented,  “PROs  must  play  a 
vitally  important  role  in  ensuring  that  quality 
medical  care  is  provided  to  the  nation’s  elderly  by 
supporting  physicians  in  their  decisions  to  jiro- 
vide  medically  necessary  care.” 

* * * * 

Ancillary  Services  Unnecessary 

A General  Accounting  Office  review  of  16  hos- 
pitals has  concluded  that  6%  of  the  ancillary  hos- 
])ital  services  charged  to  Medicare  were  unneces- 
sary. 

As  a result,  GAO  already  is  stumping  for 
changes  in  the  rate  structure  in  Medicare’s  new 
diagnosis  related  groups  (DRGs)  payment  plan. 

The  study,  performed  for  GAO  by  eight  Profes- 
sional Standards  Review  Organizations  (PSROs), 
found  that  about  10%  of  laboratory  tests,  special 
services  and  radiology  were  not  needed.  Aljout 


32%  of  all  physical  therapy  and  6%  of  all  ancil- 
laries  were  considered  unnecessary.  Medicare 
paid  the  charges,  GAO  concluded,  because  the 
program  does  not  have  an  adequate  review  sys- 
tem for  medical  necessity. 

The  GAO  said  it  recognizes  that  the  new  fixed- 
priced  DRG  payments  are  expected  to  encourage 
hospitals  not  to  do  unnecessary  ancillary  services, 
but  it  recommended  that  Medicare  beef  up  its 
review  of  the  necessity  of  services  anyway.  About 
60%  of  all  hospital  charges  are  for  ancillary  serv- 
ices, and  in  1984  Medicaid  and  Medicare  will 
spend  over  $30  billion  for  ancillaries,  GAO  noted. 
Medicaid  will  not  be  under  a DRG  system  and 
data  gleaned  from  Medicare  cases  could  be  used 
to  rework  the  DRGs,  the  report  suggested. 

The  Department  of  Health  and  Human  Serv- 
ices is  required  to  recalibrate  DRGs  for  fiscal  1986 
and  GAO  says  that  the  recalibration  should  re- 
move from  the  DRG  rates  any  portion  attribu- 
table to  unnecessary  ancillary  services. 

* * # * 

Medicare  Deductibles  To  Rise  January  1 

The  nation’s  30  million  Medicare  beneficiaries 
will  have  to  pay  about  17%  more  out  of  pocket 
for  hospital  stays  in  1984  as  the  Medicare  hospital 
deductible  increases  from  $304  this  year  to  $356 
on  January  1,  the  Department  of  Health  and 
Human  Services  has  announced.  The  premium 
beneficiaries  pay  for  their  supplementary  medical 
insurance  (Part  B)  will  rise  from  $12.20  to  $14.60 
a month  on  January  1. 

# # * # 

Beyond  DRGs? 

Just  as  hospitals  across  the  country  were  gear- 
ing up  for  the  advent  of  Medicare’s  new  diagnosis 
related  groups  (DRGs)  payment  scheme  on  Oc- 
tober 1,  organized  labor  and  some  of  its  con- 
gressional supporters  staged  a hearing  to  promote 
a labor-backed  bill  that  goes  far  beyond  the  new 
Medicare  plan. 

Called  the  “Health  Care  Cost  Control  Act  of 
1983,”  the  bill  would  establish  federal  caps  on 
payments  to  both  physicians  and  hospitals,  re- 
quire physicians  to  take  all  Medicare  claims  on 
assignment,  and  increase  federal  Medicaid  pay- 
ments to  states  that  set  up  their  own  systems  to 
control  hospital  and  physician  fees.  Both  the 
federal  and  state  controls  would  apply  to  all  pa- 
tients — not  just  Medicare  and  Medicaid  bene- 
ficiaries. 
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Introduced  earlier  this  year  by  Sen.  Edwaid 
Kentiedy  (DMA)  and  Re]>s.  James  Sliannon  (I)- 
MA)  attd  Barliara  Mikidski  (l)-MD),  the  bill  was 
the  subject  o!  a hearing  by  the  House  "Ways  and 
Means  Health  Subcommittee.  It  was  endorsed  by 
labor  groups  and  supported  in  part  by  the  Health 
Insurance  Association  of  America. 

It  was  o|)poscd  by  the  American  Hospital  As- 
sociation, the  Blue  Cross  and  Blue  Shield  Associa- 
tion and  the  American  Medical  Association,  whose 
representatives  called  it  an  extension  of  the  hos- 
])ital  cost  cap  proposed  by  the  Carter  Administra- 
tion and  rejected  by  Congress. 

The  cost  cap  plan  is  not  likely  to  be  seriously 
considered  this  year  in  a Congress  waiting  to  see 
how  effective  hospital  DRGs  will  prove.  But 
since  DRGs  are  expected  to  delay  Medicare  bank- 
ruptcy only  to  1990  at  best,  Congress  soon  will 
have  to  seriously  address  Medicare’s  financial 
problems  and  Kennedy  appears  to  be  positioning 
for  that  debate. 

Kennedy  reportedly  will  offer  another  alterna- 
tive Avhich  he  considers  a “refinement”  of  that 
plan.  He  and  Rep.  Richard  Gephardt  (D-MO) 
plan  to  introduce  a proposal  to  extend  DRGs  to 
all  payers  and  apply  it  to  physician  fees  as  well 
as  to  hospitals. 

AMA  Board  member  Alan  R.  Nelson,  M.D., 
testifying  in  October,  said  the  Kennedy-.Shannon 
approach  is  based  on  “strict  regulatory  controls, 
arbitrary  and  rigid  caps,  massive  bureaucratic 
administration,  and  harsh  penalties.  Administra- 
tion of  the  program  would  be  highly  complex  and 
intrusive  into  the  management  of  hospitals  and 
the  delivery  of  Medicare  in  this  country,”  and 
“would  provide  no  safeguards  to  assure  quality 
care,”  Dr.  Nelson  said. 

Dr.  Nelson,  a Salt  Lake  City  physician  sjjecializ- 
ing  in  internal  medicine,  called  the  proposal  to 
limit  physician  fees  “counter-productive”  and 
“unfair”  since  it  would  restrain  physician  charges 
while  placing  “no  such  restraints  on  the  rest  of 
the  economy.”  He  also  warned  that  mandated 
assignment  of  Medicare  claims,  in  conjunction 
with  proposals  to  hold  down  Medicare  reimburse- 
ment to  physicians,  could  adversely  “affect  access 
of  Medicare  patients  to  the  physician  of  their 
choice.” 

* * * # 

Congress  To  Deal  With  Malpractice 

Rep.  Richard  Gephardt  (D-MO)  and  other 
members  of  the  House  Ways  and  Means  Commit- 


tee may  introduce  “in  the  near  future”  a jiroposal 
that  “will  radically  change”  the  way  medical  mal- 
practice claims  are  treated,  Gephardt  reported 
recently. 

Gephardt,  who  described  the  proposal  at  a re- 
cent meeting  of  the  National  Health  Council  in 
W^ashington,  apparently  was  referring  to  a plan 
being  drawn  up  by  Louisiana  Rej)ublican  Rep. 
Henson  Moore  who,  like  Gephardt,  is  a member 
of  the  House  "Ways  and  Means  Committee. 

Characterized  by  Gephardt  as  the  application 
of  the  no-fault  insurance  concept  to  medical  mal- 
practice, the  Moore  proposal  reportedly  would 
give  the  physician  or  health  care  provider  in- 
volved in  a maljrractice  case  the  right  to  offer 
prior  to  court  action,  a settlement  based  primarily 
on  the  plaintiff's  economic  loss  as  a result  of  the 
alleged  malpractice.  Acceptance  of  the  offer 
would  eliminate  the  plaintiff’s  right  to  further 
legal  action  except  in  certain  specific  instances. 
The  proposal  might  be  applied  only  to  cases  filed 
by  Medicare  and  Medicaid  patients. 

“A  number  of  us  in  the  House  have  l^een  study- 
ing” the  malpractice  issue  and  its  potential  im- 
pact on  health  costs,  Gephardt  said.  There  “are 
still  a lot  of  problems”  wdth  our  proposal,  he  con- 
ceded, and  “I  don’t  know  if  we  can  even  begin 
to  pass  such  legislation.  But  I think  it  is  an  in- 
tegral part  of  any  solution. 

“I’m  convinced  that  we've  got  to  give  relief  to 
the  medical  practitioner  and  come  up  with  a 
new  system  for  com]>ensating  victims  of  malprac- 
tice that  will  give  incentives  to  physicians  to  not 
practice  as  elaborate  and  as  defensive  a medicine 
as  the)  now  logically  feel  they  ha^■e  to.” 

# * * # 

Medicare  Council  Nears  Final  Vote 

A Medicare  advisory  committee  has  backed 
away  from  its  earlier  tentative  recommendation 
that  Medicare  reduce  payments  to  physicians  who 
do  not  accept  all  Medicare  claims  on  assignment 
as  it  wound  down  toward  a final  vote  on  its  work 
November  3 and  4. 

'Lhe  advisory  committee,  chaired  by  former 
Indiana  Governor  Otis  Bowen  and  known  as  the 
Social  Security  Advisory  Council,  is  charged  with 
suggesting  solutions  to  Medicare’s  financial 
problems. 

Earlier,  the  council  liad  agreed  to  a proposal  in 
which  physicians  could  have  chosen  on  an  annual 
basis  to  become  “particijiating  physicians.”  “Par- 
ticipating physicians”  would  agree  to  accept 
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Medicare's  reasonable  charge  as  payment  in  full 
and  Medicare  would  continue  to  pay,  as  it  does 
today,  80%  of  the  reasonable  charge.  Billing  and 
payment  procetlures  for  these  physicians  would 
be  streamlined  and  their  names  would  be  pub- 
lished in  an  annual  directory.  Medicare  payments 
to  “non-participating  physicians”  would  have 
been  reduced  to  75%  of  the  program's  reasonable 
charge  limit. 

Meeting  on  October  16  and  17,  however,  the 
Council  reversed  its  earlier  decision  to  call  for 
lower  payments  to  non-participating  physicians 
becatise  it  viewed  the  proposal  as  a shift  of  costs 
to  beneficiaries,  which  some  members  opposed. 
The  recommendation  to  set  up  a “participating 
physicians”  concept  and  the  other  incentives  were 
retained. 

The  Council  also  tentatively  decided  at  its  Oc- 
tober meeting  to  recommend  substantial  increases 
in  the  Medicare  Part  B deductil>le.  Under  this 
proposal,  the  deductible  would  increase  each  year 
by  the  same  amount  as  the  consumer  price  index 
rises  and  the  increase  would  be  retroactive  to 
1974.  The  Part  B deductible  would  increase  from 
its  current  $75  annual  level  to  an  estimated  $120 
beginning  in  1985  under  the  proposal. 

At  a late  September  meeting,  the  Council  also 
reversed  another  earlier  recommendation  which 
opposed  taxing  a portion  of  employer-paid  health 
instirance  premiums.  At  the  September  meeting, 
the  Council  decided  to  support  a tax  on  premiums 
exceeding  $75  a month  for  individuals  and  $175 
a month  for  families.  The  Council  also  has  called 
for  a restructuring  of  Medicare  paid  for  by  in- 
creased jtremiums  and  a sttidy  on  the  financing 
of  medical  education  “in  order  to  provide  for  an 
orderly  withdrawal  of  Medicare  funds  from  edu- 
cation and  training  support  activities. 

* # # # 

Role  For  Physicians  In  Hospice  Urged 

A new  hospice  Itenefit  Medicare  to  be  initiated 
on  November  1 will  be  “beneficial”  to  many  pa- 
tients but  regulations  to  implement  it  should  be 
modified  “to  give  greater  recognition  to  the  role 
of  the  patient's  attending  physician,”  the  Ameri- 
can Medical  Association  has  told  Medicare 
officials. 

In  commenting  on  the  regulations,  the  AMA 
suggested  several  specific  areas  where  the  role  of 
the  attending  physician  should  be  strengthened. 
The  comments  note  that  hospices  will  be  paid  a 


flat  per  diem  rate  and  call  for  the  continued  in- 
volvement of  the  attending  physician  as  a “safe- 
guard because  the  hospice  has  a significant  in- 
centive not  to  provide  care  that  would  result  in 
incurring  expenses  in  excess  of  the  reimbursement 
amount.” 

* # * # 

Elderly  Groups  Hit  Medicaid  Proposal 

Groups  representing  children  and  the  elderly 
charged  in  October  tliat  new  Medicaid  rules  pro- 
posed by  the  Reagan  Administration  could  force 
many  low-income  individuals  to  spend  more  for 
their  medical  care  and  leave  them  less  to  spend 
on  food  and  shelter. 

The  rules,  proposed  in  the  September  2 Federal 
Register^  would  permit  states  to  revise  the  way 
they  determine  eligibility  for  the  so-called  medi- 
cally indigent.  About  3.7  million  of  the  21.9  mil- 
lion Medicaid  recipients  fit  in  this  category  which 
gives  states  the  option  of  providing  Medicaid  to 
low-income  individuals  with  high  medical  bills. 

The  new  rules  would  allow  states  to  restrict  the 
medical  expenses  that  can  be  counted  in  determin- 
ing eligibility.  For  instance,  the  state  comld  now 
refuse  to  count  as  a medical  expense  bills  for  serv- 
ices provided  more  than  three  months  earlier  or 
for  any  services  not  covered  by  the  state  Medicaid 
plan  except  for  health  insurance  premiums  and 
copayments.  In  calculating  the  individual’s  po- 
tential cost  of  nursing  home  services,  the  state 
could  assume'  costs  equal  to  what  Medicaid  pays 
the  nursing  homes  rather  than  what  private  pa- 
tients pay. 

* * # * 

Compromise  On  Health  Planning 

Progress  toward  a compromise  bill  to  reauthor- 
ize the  health  planning  program  continued  slowly 
but  surely  in  late  September  and  October  as  major 
congressional  players  appeared  to  be  moving 
toward  an  agreement  and  the  White  House  clari- 
fied its  position  on  planning. 

Representatives  of  several  key  legislators,  in- 
cluding Sens.  Edward  Kennedy  (D  MA),  Orrin 
Hatch  (R-UT)  and  Dan  Ouayle  (R-IN)  and  Reps. 
Henry  Waxman  (D-CA)  and  Edward  Madigan 
(R-IL),  have  met  and  reportedly  are  discussing  a 
three-year  reautliorization  that  would  amend  the 
present  planning  legislation  rather  than  repeal- 
ing it  and  replacing  it  with  a block  grant.  Fund- 
ing apparently  would  be  near  the  current  level  of 
$64  million. 

Meanwhile,  White  House  Office  of  Manage- 
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ment  and  Biulj^ct  Director  David  Stockman  has 
written  to  Madigan  to  clarify  an  earlier  OMB 
letter  on  health  jilanning. 

In  the  second  letter,  Stockman  pledged  that  the 
Reagan  Administration  will  “not  oppose  a sub- 
stitute” with  CON  levels  of  ,|1  million  for  in- 
stitutional health  services;  ,|5  million  for  capital 
expenditures  and  $2  million  for  major  medical 
equipment.  He  urged  Madigan  to  “use  your  lead- 
ership to  gain  further  consideration  of  your  sub- 
stitute hill  with  these  higher  CON  thresholds.” 

# * # * 

Open  Season  For  Feds 

Federal  employees’  annual  opportunity  to 
change  health  plans  begins  soon  and  federal  offi- 
cials exj:)ect  the  trend  to  continue  among  em- 
ployees to  switch  to  lower-cost  plans,  often  with 
higher  cost-sharing  amounts. 

In  1983,  about  one  million  employees  shifted  to 
low’er  cost  plans  rather  than  face  premium  con- 
tribution increases  averaging  about  24%.  As  a 
result,  the  Office  of  Personnel  Management  re- 
ported that  overall  increases  in  w'hat  federal  work- 
ers paid  for  coverage  actually  went  up  by  only 
about  4%. 

For  1984,  employee  premium  contributions  in 
the  150  federal  health  plans  will  increase  on  an 
average  by  about  19%.  The  federal  government, 
which  pays  about  60%  of  most  employees’  health 
insurance  premiums,  wdll  increase  its  contribu- 
tion by  13%. 

The  actual  increases  among  the  plans  will  vary 
widely,  however,  with  the  employee’s  cost  of  the 
.^etna  government-wide,  high  option  family  plan 
rising  by  about  87%  to  .$109.01  a month  while 
the  employee’s  cost  of  the  Blue  Cross  and  Blue 
Shield  government-wide  high  option  family  plan 
will  rise  to  $140.97  a month,  or  about  16%  more 
than  this  year.  The  largest  HMO  in  the  pro- 
gram — the  Kaiser  plan  in  Oakland,  CA  — will 
cost  the  emjdoyee  $41.69  per  month  for  family 
coverage,  17.6%  more  than  this  year.  Many  of 
the  other  130  HMOs  in  the  federal  health  pro- 
gram will  have  even  lower  increases  and  some  will 
actually  reduce  prices. 

The  new  plans  become  effective  January  1. 
The  selection  period,  called  an  open  season,  be- 
gins November  14  and  runs  to  December  9. 
About  10  million  federal  employees,  retirees  and 
dependents  are  covered  by  the  federal  health 
plans. 

* # * * 


HHS  Appropriations  Bill  Passed 
First  Time  In  Five  Years 

For  the  first  time  in  five  years.  Congress  ga\e 
final  approval  to  an  appropriations  bill  for  the 
Departments  of  Health  ;md  Human  Services, 
Labor  and  Education.  The  $104.4  billion  meas- 
ure, passed  on  October  20,  provides  funding  for 
fiscal  1984.  The  President  was  expected  to  sign 
it  even  though  it  exceeded  his  budget  request. 

The  bill  contains  about  $64.7  billion  for  HkIS, 
including  $13  million  for  the  professional  stand- 
ards re\'iew  organization  (PSRO)  program,  which 
the  \Vhite  House  Office  of  Management  and 
Budget  had  tried  to  eliminate  through  the  ap- 
propriations process.  Funding  for  several  pro- 
grams, including  health  j^lanning  and  nurse  train- 
ing, was  deferred  since  the  jjrograms  have  not 
been  reauthorized  by  Congress.  These  programs 
will  continue  to  operate  for  the  time  being  under 
a continuing  resolution  that  fttnded  them  through 
November  10. 

The  bill  also  includes: 

• $1.3  billion  for  the  Health  Resources  and 
Services  Administration  which  encompasses  the 
maternal  and  child  health  block  grant  funded  at 
$399  million,  community  health  centers  which 
will  get  $327  million,  and  the  National  Health 
Service  Corps  funded  at  $89.3  million. 

• $374.5  million  for  the  Centers  for  Disease 
Control,  including  $88  million  for  a disease  jne- 
vention  block  grant.  CDC  and  the  National  In- 
stitutes of  Health  will  share  some  $41.6  million 
in  funds  to  address  the  Acejuired  Immune  De- 
ficiency (AIDS)  problem. 

• $1.4  billion  for  the  National  Institutes  of 
Health,  including  $1  billion  for  the  Cancer  In- 
stitute and  $674.6  million  for  the  Heart,  Lung 
and  Blood  Institute.  I’he  bill  also  includes  $3.5 
million  for  up  to  five  Alzheimei  Disease  Research 
Centers  and  sets  aside  $10  million  for  research  on 
neurological  disorders  in  “honor”  of  former  Sen. 
Jacob  Javits  who  suffers  from  Lou  Gehrig’s 
disease. 

• $34.4  billion  for  the  Health  Care  Financing 
Administration,  including  $15.6  billion  in  Med- 
icaid giants  to  states,  $17.7  billion  in  payments 
to  the  health  trust  funds,  and  $13  million  lor 
PSROs. 

The  PSRO  money  is  intended  to  keep  approxi- 
mately 140  PSROs  still  in  ojieration  going  until 
they  are  replaced  by  Peer  Review  Organizations 
(PROs).  OMB  wanted  to  eliminate  the  PSROs 
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Init  HCFA  argued  that  they  were  necessary  to 
keep  tabs  on  hospital  performance  under  Medi- 
care’s new  prospective  pricing  scheme  until  the 
PROs  are  in  place.  The  House  bill  contained  no 
money  for  PSROs  and  the  Senate  included  $17 
million.  PSROs  had  said  they  needed  at  least 
$15  million  to  conduct  reviews  until  the  PROs 
are  up  and  running.  The  final  appropriations 
measure  also  deletes  House  language  that  would 
have  prohibited  future  funding  for  PROs.  I'he 
PROs  will  be  funded  through  the  Medicare  trust 
funds. 

* * * * 

New  Ethics  Commission  Proposed  In  Congress 

Six  months  after  the  demise  of  the  President’s 
Commission  for  the  Study  of  Ethical  Problems 
in  Medicine,  memljers  of  Congress  are  drafting 
jtroposals  to  form  another  decision-making  body. 

I’hese  preliminary  proposals,  however,  are  dra- 
matically different.  One  proposal,  drafted  by 
Sen.  Edward  Kennedy  (D-MA),  would  place  the 
commission  within  the  Institute  of  Medicine. 
I'he  second,  drawn  up  by  Sen.  Jeremiah  Denton 
(R-AL),  would  place  it  under  the  wing  of  the 
Office  of  Technology  Assessment. 

The  differences  originate  with  one  basic  dis- 
agreement: who  should  influence  commission 
decisions.  Sen.  Kennedy  believes  that  the  com- 
mission should  stand  apart  from  Congress;  any 
j)olitical  influence  would  threaten  the  objectivity 
of  a commission,  he  says.  Sen  Denton  believes 
that  the  commission  should  be  responsive  to  the 
concerns  of  Congress;  elected  officials  have  a re- 
sponsibility to  guide  the  decision-making  process, 
he  (ounters. 

“We  w'ant  the  commission  to  be  composed  of 
people  in  tlie  (scientific)  field,  who  can  operate 
freely  regardless  of  the  nature  of  their  con- 
clusions,’’ says  a Kennedy  spokesman.  Under  the 
Kennedy  plan,  the  commission  would  be  funded 
by  a grant  that  could  lie  discontinued  if  Congress 
is  dissatisfied  with  its  work.  Members  of  the  com- 
mission w'ould  be  appointed  by  the  Institute  of 
Medicine. 

In  contrast.  Sen.  Denton  wants  the  commission 
to  Ije  composed  of  members  of  the  OTA  staff, 
who  would  participate  according  to  their  area  of 
exjjertise.  Consultants  and  outside  specialists 
would  be  called  in  to  offer  their  opinions.  “(The 
former  commission)  became  an  extra-legislative 
body,  with  no  process  of  ratification.  We  don't 


want  it  to  have  that  stamp  of  authority,”  said  a 
Denton  staffer. 

* # * # 

FDA's  OTC  Drug  Review  Winds  Down 

After  11  years  of  effort,  the  Food  and  Drug 
Administration  has  compiled  a new  list  of  the 
nation’s  safe  and  effective  nonprescription  drugs. 

Only  one-third  of  the  700  key  ingredients  re- 
viewed w'ere  found  to  be  safe  and  effective.  How- 
ever, many  popular  products  contain  both  effec- 
tive ingredients  and  ineffective  ingredients  which 
are  still  being  tested. 

As  a result  of  the  study’s  recommendations, 
consumers  can  now  buy  many  former  prescrip- 
tion drug  products  over-the-counter,  such  as: 
hydrocortisone;  tw'o  antifungals;  seven  antihista- 
mine or  nasal  decongestant  ingredients;  diphen- 
hydramine hydrochloride  and  diphenhydramine 
monocitrate  as  nighttime  sleep-aid  ingredients; 
and  dyclonine  hydrochloride  as  a pain  reliever 
and  anesthetic  in  mouthwashes,  gargles,  and 
lozenges. 

But  the  review  also  pulled  many  over-the- 
counter  jjroducts  from  the  market,  such  as:  sweet 
spirits  of  nitre;  camphorated  oil;  hexachloro- 
phene,  and  all  daytime  sedative  products  pro- 
moted to  relieve  “simple  nervous  tension.” 

Many  manufacturers  have  reformulated  prod- 
ucts to  take  advantage  of  the  study’s  recommen- 
dations. Additionally,  some  manufacturers  im- 
proved directions,  warnings,  or  consumer  infor- 
mation on  product  lalrels.  Much  work  still  re- 
mains, however,  to  convert  the  study’s  recom- 
mendations into  regulatory  action,  the  FDA  says. 
* * * * 

Direct-To-Consumer  Rx  Ads  Nixed 
By  Consumers 

A Food  and  Drug  Administration  survey  shows 
that  the  vast  majority  of  consumers  attending 
FDA  public  hearings  around  the  country  have 
serious  concerns  about  direct-to-consumer  adver- 
tising of  prescription  drugs. 

“Opposition  to  direct-to-consumer  drug  adver- 
tising is  surprisingly  unified.  It  is  also  clear  that 
consumers  want  to  participate  in  the  development 
of  a policy  on  direct-to-consumer  advertising  as 
it  develops,”  concluded  Alexander  Grant,  of  the 
FDA’s  Office  of  Cionsumer  Affairs. 

Approximately  60%  of  the  surveyed  public  — 
950  persons  attending  38  FDA  hearings  last  sum- 
mer — opposed  advertising  under  any  circum- 
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stances.  Armiiul  20%  opposed  advertising  unless 
controlled  by  strict  FDA  regulations.  Only  20% 
of  the  public  voic  ed  support  lor  direct-to-consnnier 
advertising. 

Persons  opjiosed  to  advertising  without  strict 
suj)ervision  said  that  FD.\  should  prohibit  ad- 
vertising of  brand-name  jiroducts,  drugs  for  seri- 
ous or  chronic  conditions,  or  new  products  not 
yet  evaluated  by  physicians.  Opposition  was  cited 
because  they  thought  such  advertising  would  in- 
crease drug  prices,  confuse  the  public,  disrujn  the 
patient-physician  relationships,  and  present  an 
unbalanced  picture  of  drug  ri.sks  and  benefits. 

"Fhe  survey  received  a mixed  reaction  at  FDA, 
which  is  struggling  to  design  a formal  policy  on 
this  new  form  of  promotion.  .Some  experts  said 
it  does  not  represent  general  public  opinion,  be- 
cause only  more  vocal  consumers  attended  the 
hearings.  Ffowever,  others  said  that  the  audiences 
were  well-balanced,  containing  not  only  consumer 
advocates  but  health  jrrofessionals,  academicians, 
and  drug  and  advertising  industry  representatives 
as  well. 

# # * * 

Infant  Formula  Labeling  Change 

The  Food  and  Drug  Administration  reviewed 
•comments  this  month  on  its  proposed  revisions 
to  the  labeling  of  proposed  infant  formula. 

F'DA  w'ants  to  add  a list  of  all  nutrients,  the 
expiration  date,  and  a pictogram  to  indicate  the 
need  for  dilution.  Under  the  proposal,  the  state- 
ment “Do  Not  Add  Water”  or  “Add  Water” 
would  be  displayed  jrrominently  on  the  formula’s 
display  panel,  reducing  confusion  between  con- 
centrated and  leady-to-feed  formulas.  A picto- 
gram will  help  mothers  who  do  not  read;  for  ex- 
ample, dilution  would  be  displayed  in  three  draw- 
ings: a boiling  teapot,  boiling  water  being  |roured 
into  a measuring  cup,  and  a cup  full  of  water 
poured  into  a baby  bottle. 

Other  changes  recommended  earlier  by  con- 
sumer groups  — such  as  bilingual  labeling,  a label 
that  endorses  breastfeeding,  and  a list  of  possible 
side  effects  of  formula  use  — were  rejected  by  the 
FDA. 

The  regulation  is  one  of  final  amendment  to 
the  now-famous  Infant  Formula  Act  of  1980, 
passed  after  an  outbreak  of  metabolic  alkalosis 
caused  by  nutritional  deficiencies.  Previous 
amendments  revised  jrrocedures  in  recall  and 
cpiality  control. 


d’hese  changes  — proposed  after  < onsultations 
with  the  American  Academy  of  Pediatrics,  the 
\Vorld  Health  Organizatiem,  infant  formula  man- 
id’acturcrs,  and  l.-l  consumer,  women’s  and  mi- 
nority groups  — are  expected  to  add  a one-time 
charge  of  $50,000  to  the  formida  industry’s  esti- 
mated ,$500  million  revenue  this  year. 

# # * # 

New  Researchers  In  Short  Supply 

I’here  is  a serious  shortage  of  physicians  in 
biomedical  research,  according  to  authorities  at 
the  Ntitional  Institutes  of  Health.  'Fhe  con- 
setjuence,  they  fear,  may  be  a breakdown  in  the 
transfer  of  knowdedge  from  the  lab  to  the  bedside. 

In  the  past,  many  of  the  greatest  leaps  in  clinical 
medicine  could  he  traced  back  to  the  small  and 
slow  steps  of  jrhysicians  in  the  laboratory.  For 
instance,  Jesse  Roth,  M.D.,  explained  the  basic 
defect  in  cell  receptors  in  diabetes  of  the  obese. 
Henry  Kunkel,  M.D.,  revealed  the  role  of  circu- 
lating immune  complexes  in  disease.  Emil  Frei, 
M.D.,  and  Emil  J.  Freireich,  M.D.,  developed  the 
curative  treatment  for  childhood  leukemia. 

But  this  once-heated  love  affair  between  medi- 
cine and  basic  research  has  cooled  in  recent  years. 
In  1960,  39%  of  medical  student  seniors  favored 
research  careers,  compared  to  25%  in  1983.  Phy- 
sicians were  the  principal  investigators  of  31.1% 
of  all  investigator-initiated  NIH  grants  in  1972, 
but  w’ere  the  principal  investigators  of  only  20.2% 
of  grants  in  1982.  In  1968,  there  were  5,303  young 
physicians  enrolled  in  NIH’s  National  Research 
Service  Award  program;  in  1983,  there  are  1,959 
enrollees,  500  fewer  than  adequate. 

Part  of  the  problem,  say  experts,  is  low  funding. 
Current  NIH  funding,  in  1983  dollars,  remains  at 
1971  levels.  Many  of  the  Institutes’  chief  j)ro- 
ponents  have  either  retired  or  been  voted  out  of 
office.  Loss  of  federal  support  — part  of  the  cur- 
rent Administration’s  “balance  the  budget”  cam- 
])aign  — is  a major  contributor. 

Academic  institutions  are  limiting  repair  and 
renovation  to  research  facilities  in  the  greatest 
need.  Institutions  are  often  unable  to  jtrovide 
their  basic  science  researchers  and  students  with 
the  modern  labs  or  ecjuipment  needed  to  conduct 
state-of-the-art  research,  says  a report  by  the  As- 
sociation of  American  Universities. 

Low  salary  levels  often  fail  to  attract  “the  best 
and  the  brightest.”  Roughly  $6,000  separates  the 
salaries  of  a third-year  resident  and  a first-year 
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research  trainee.  Physicians  employed  by  medical 
school  faculty  on  base  salary  sustain  a lifetime 
economic  loss  of  $70,000;  physicians  employed  by 
NIH  sustain  an  average  loss  of  $170,000. 

Another  concern  is  competition  for  research 
money.  Physicians  entering  the  research  arena 
find  it  glutted  with  Ph.D.s,  many  of  them  adept 
at  grantsmanship.  The  number  of  grants  has 
stayed  constant,  while  the  number  of  grant  ap- 
plicants has  jumped.  Moreover,  new  M.D.  appli- 
cants compete  less  well  than  new  Ph.D.  applicants, 
and  both  groups  have  a tougher  time  than  M.D./ 
Ph.D.  applicants. 

I'he  new  “humanization”  of  medical  school 
also  works  to  the  young  physician’s  disadvantage. 
An  emphasis  on  primary  care  causes  students  to 
focus  on  the  clinical  side  of  medicine;  training 
in  the  techniques  and  methodology  of  research  is 
overlooked.  Students  are  not  only  less  interested 
in  a research  career,  but  are  also  less  qualified. 

But  the  need  for  M.D.s  in  biomedical  research 
is  greater  than  ever,  say  experts.  The  exjjanding 
frontiers  of  virology,  molecular  biology,  pharma- 
cology, cell  biology,  and  immunology  open  up 
new  opportunities  in  clinical  investigation. 
“Never  before  has  an  excitement  seemed  so  in- 
tense — both  about  recent  accomplishments  of 
clinical  investigators  and  about  opportunities  to 
come  in  the  next  several  decades,”  said  NIH  Di- 
rector James  Wyngaarden,  M.D. 

“By  every  yardstick,  we  are  failing  to  attract  the 
number  of  cpialified  physicians  into  research 
training.  This  shortfall  of  physician  investigators 
alters  the  balance  between  M.D.  and  Ph.D.  investi- 
gators deemed  essential  for  a coordinated  pro- 
gram in  basic  science  and  clinical  research,”  said 
Dr.  Wyngaarden. 

* # * # 

Congressional  Attempt  To 
Reschedule  Quaaludes 

Two  new"  bills  — HR  1055,  introduced  by  Rep. 
Larry  Smith  (D-FL),  and  HR  1097,  sponsored  by 
Rep.  J.  Roy  Rowland,  M.D.  (D-GA)  — would 
change  the  status  of  methaqualone  (Quaalude) 
from  Schedule  II  to  Schedule  I,  taking  it  out  of 
the  hands  of  physicians  and  putting  it  in  the  same 
category  as  other  drugs  with  no  accepted  medical 
usage,  such  as  heroin,  LSD  and  marijuana. 

The  dangers  and  advantages  of  the  drug  were 
recently  debated  at  hearings  before  a subcommit- 
tee of  the  House  Energy  and  Commerce  Commit- 
tee. Supporters  of  the  proposed  legislation  say 


that  methaqualone  has  limited  therapeutic  ad- 
vantages and  can  be  easily  substituted.  Opponents 
of  the  legislation  contend  that  the  drug  offers 
distinct  advantages;  for  instance,  it  may  be  used 
in  conjunction  with  anticoagulant  therapy  and 
can  be  used  safely  for  longer  periods  of  time  than 
barbiturates. 

Because  virtually  all  sedative  and  hypnotic 
drugs  have  the  potential  to  cause  psychic  and 
physical  dependence,  methaqualone  should  stay 
on  the  market,  says  Mark  Novitch,  Af.D.,  Acting 
Commissioner  of  the  Food  and  Drug  Administra- 
tion. Besides,  the  drug  is  no  longer  frequently 
prescribed  by  physicians,  causing  a decline  in 
street  abuse  also,  he  says. 

The  change  in  scheduling  is  also  opposed  by 
the  American  Medical  Association,  which  argues 
that  the  best  approach  to  stop  drug  abuse  is  to 
eliminate  the  source  of  illicit  drug  diversion 
rather  than  banning  the  product.  Moreover, 
Quaalude  has  an  accepted  use  as  a hypnotic  agent, 
and  does  not  satisfy  the  criteria  for  rescheduling. 
The  AM  A adds  that  the  appropriate  route  for  re- 
scheduling is  through  the  administrative  process, 
not  through  legislation. 

# * # # 

MINUTES 

COUNCIL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 
OCTOBER  30,  1983 

The  Council  of  the  Arkansas  Medical  Society 
met  at  12:00  noon  on  Sunday,  October  30,  1983, 
in  the  Camelot  Hotel,  Little  Rock.  Present  w'ere: 
Burge,  Crow,  Wilkins,  Weber,  J.  Kolb,  Douglas, 
Lawson,  Lytle,  Hestir,  Langston,  Sanders,  Warren, 
Joyce,  Bracken,  Clardy,  Jouett,  Jones,  Morgan, 
Logan,  Williams,  Lilly,  Phillips,  Chudy,  Saltz- 
man,  Fowler,  Andrew's,  P.  Kolb,  P.  Smith,  Mil- 
ton  Deneke,  Thomas  Bruce,  Robert  Benafield, 
Charles  Rodgers,  Dan  Berry,  W.  R.  Mashburn, 
Mrs.  Paul  Cornell,  Ms.  Nancy  Kintzel,  Mr.  La- 
Alastus,  Mr.  Wroten,  Mr.  Mitchell,  Miss  Rich- 
mond, and  C.  C.  Long. 

The  Council  transacted  business  as  follows: 

1.  Heard  a report  on  the  recent  meeting  of  the 
AMA  House  of  Delegates  by  A.  E.  Andrews. 

2.  Received  information  from  the  AMA  field 
representative,  Ms.  Kintzel,  on  recent  activi- 
ties of  the  AMA. 

3.  The  Council  approved  actions  of  the  Execu- 
tive Committee  held  August  1,  1983,  August 
24,  1983,  and  September  12,  1983,  as  presented 
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with  the  exception  ot  the  action  ol  Angnsl 
21th  pertaining  to  the  feasibility  stnily  rec- 
onnnendetl  by  the  Long  Range  Planning 
(ionnnittee.  I'pon  motion  of  Langston,  the 
Clonncil  \oted  to  retpiest  that  Dr.  Long  go 
back  to  some  of  the  experts  in  the  area  and 
tliscnss  with  them  in  more  depth  what  is 
needed  from  the  feasibility  study  and  again 
request  Itids  on  a study. 

•f.  Secretary  W'eber  gave  the  Council  a brief 
report  on  the  special  session  of  the  Legisla- 
ture and  the  State  Legislative  Program. 

f).  Bob  Benafield,  chairman  of  the  Hospital 
Committee,  presented  recommendations  of 
his  committee  as  follotvs: 

(A)  The  Council  should  approach  the  Ar- 
kansas Hospital  Association  to  establish 
an  on-going  committee  to  work  closely 
together  in  matters  related  to  DRG’s  and 
also  to  suggest  to  them  that  they  have 
regular  meetings  concerning  this  matter 
(with  the  chairman  of  the  Society’s  Hos- 
pital Committee  serving  on  the  joint 
liaison  committee). 

(B)  The  committee  felt  it  was  extremely  im- 
portant that  physician  education  con- 
cerning DRG’s  be  included  in  the  PR 
regional  front  office  meetings.  The 
committee  also  recommended  that  the 
Society  take  the  role  in  matters  concern- 
ing DRG’s  and  set  iqa  workshops,  semi- 
nars, etc.,  to  accomplish  this  physician 
education. 

(C)  The  committee  also  felt  it  would  be 
worthwhile  to  discuss  the  possibility  of 
including  speakers  who  are  knowledge- 
able about  DRG’s  for  the  program  of  the 
next  Medical  Society  convention. 

I'pon  motion  of  Jouett,  the  Council  approved 
the  committee's  recommendations. 

6.  James  M.  Kolb,  Jr.,  Chairman  of  the  Position 
Papers  Committee,  presented  papers  for  con- 
sideration of  the  Council. 

L^pon  motion  of  Wilkins,  the  Council  approved 
the  paper  on  Lethal  Injection  and  commended 
the  Committee  for  its  work. 

I'pon  motion  of  Langston,  the  Council  ap- 
proved the  paper  on  the  Supply  and  Distribution 
of  Physicians  with  one  editorial  change. 

Upon  motion  of  Crow,  the  Council  approved 
the  paper  on  Lay  Midwifery. 

7.  Purcell  Smith,  Jr.,  chairman  of  the  Medicine- 


Business  Liaison  Committee,  reported  hji  his 
committee.  He  reported  to  the  Council  that 
he  felt  it  unlikely  that  a medicine-l)usiness 
coalition  would  be  established;  he  expressed 
the  0{)inion  that  a more  active  informal 
liaison  between  medicine  and  business  would 
be  ajjpropriate  and  such  activity  would  be 
more  effective  on  a local  basis.  He  pre.sented 
recommendations  from  his  committee  that 
(1)  the  Council  endorse  the  concept  ol  alter- 
nate delivery  systems  and  (2)  encourage  the 
members  to  communicate  with  their  local 
business  representatives,  making  it  known 
that  Society  staff  personnel  and  Medical 
Liaison  Committee  members  would  be  avail- 
able for  advice,  information,  and  suggestions. 

Upon  motion  of  ^Ailkins,  the  Council  voted  to 
accept  the  report  of  the  committee  with  a change 
in  the  terminology  of  recommendation  (1)  to  “the 
Council  directs  continued  study  of  and  experi- 
mentation with  the  concept  of  alternate  delivery 
systems.’’ 

8.  Upon  motion  of  Joyce,  the  Council  approved 
appointments  to  the  Professional  Relations 
Committee  as  follows: 

Fifth  District— John  .Alexander,  Magnolia 
Sixth  District— Herb  AVren,  Texarkana 

9.  The  Council  named  Ray  Jouett  to  succeed 
Joe  Rushton  as  a member  of  the  Board  of 
Trustees  of  the  Medical  Education  Founda- 
tion for  .Arkansas. 

10.  Upon  motion  of  AVilkins,  the  Council  ap- 
proved the  granting  of  a charter  to  the  Carroll 
County  Medical  Society. 

11.  Charles  Logan  reported  for  the  Board  of 
Trustees  of  the  Employee  Pension  Plan.  He 
recommended  to  the  Council  that  the  funds 
in  the  pension  trust  be  invested  with  AVorthen 
Bank’s  Collective  Investment  Fund.  There 
will  be  an  annual  management  charge  of  6 TO 
of  1%  for  the  first  8.500,000  or  a minimum  of 
8300.  There  tvould  be  an  additional  charge 
of  87.50  })er  participant  for  maintaining  and 
providing  participant  records  annually,  83 
per  distribution  check  issued,  and  a fee  of  1% 
upon  transfer  or  termination  of  the  plan. 

Upon  motion  of  AVhlkins,  the  Council  approved 
the  recommendation  of  the  Board  of  Trustees. 

Dr.  Logan  presented  a further  recommendation 
from  the  Trustees  that  the  plan  be  modified 
to  allow  participants  to  have  an  individually- 
directed  participant  account.  The  charge  on  an 
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individually-directed  account  would  be  $75  iniui- 
luum  per  year  up  to  $12,5bd  and  the  regular  6/ 10 
of  1%  above  that  amount.  The  trustees  stipulated 
that  the  employee  would  be  required  to  notify  the 
pension  trustees  of  an  election  to  utilize  the 
participant-directed  option  and  that  all  costs 
related  to  the  participant-directed  account  would 
be  borne  by  the  participant. 

12.  Upon  motion  of  Jones,  the  Council  voted  to 
write  Mr.  Glen  Owens  thanking  him  for  his 
past  service  and  dismissing  him  from  any 
further  service  with  the  employee  pension 
plan. 

d'he  Council,  in  executive  session,  took  the 
following  actions: 

1.  The  Council  considered  the  budget  as  pre- 
sented by  the  chairman  of  the  Budget  Com- 


mittee, John  Hestir.  The  Council  voted  to 
accept  the  budget  as  presented  with  one 
objector. 

2.  Dr.  Hestir  discussed  the  need  for  action  per- 
taining to  resolution  of  the  problem  of  the 
future  home  office  site  and  after  much  dis- 
cussion by  various  members  of  the  Council, 
it  was  voted  that  the  Long  Range  Planning 
Committee  would  be  directed  to  contact  vari- 
ous firms  that  could  make  a survey  and  make 
recommendations  and  bring  these  recom- 
mendations back  to  the  Council  at  the  next 
Council  meeting. 

There  being  no  further  action,  the  Council 
adjourned. 

/s/  John  P.  Burge,  M.D. 

Chairman 


keeping  up 


Category  1 

Continuing  Medicai  Education 
Programs  Avaiiabie  in 
Arkansas 


MANAGEMENT  OF  PSYCHIATRIC  DISORDERS 
IN  PRIMARY  CARE 

Presented  by  G.  Richard  Smith,  M.D.,  February 
11,  8:15  a.m.  to  1:30  p.m.,  UAMS  Ed.  II  Building, 
Room  G/141  A &:  B.  Six  hours  Category  I credit. 
Registration  fee  $50;  UAMS  residents  and  faculty 
$7.50. 

HYPERTENSION  UPDATE 

Sponsored  by  Baptist  Medical  Center  Depart- 
ment of  Medical  Education,  February  18,  8:00 
a.m.  to  12:00  noon,  Shuffielcl  Auditorium,  BMC. 
Eour  hours  Category  I credit.  $10  fee. 

PRE-OPERATIVE  PULMONARY  EVALUATION 

Presented  by  Pete  Marvin,  M.D.,  February  20, 


6:30  p.m..  Dining  Room,  Memorial  Hospital, 
North  I.ittle  Rock.  One  hour  Category  I credit. 
No  fee. 

NEW  TRENDS  IN  ANTIARRHYTHMIC  AGENTS 

Presented  by  James  E.  Doherty,  M.D.,  March  2, 
Excelsior  Hotel,  Little  Rock.  Sponsored  by  Uni- 
versity of  Arkansas  for  Medical  Sciences.  No  other 
information  available  at  this  time. 

SURGEON'S  SYMPOSIUM 

Presented  by  Robert  Barnes,  M.D.,  March  29, 
Arlington  Hotel,  Hot  Springs.  Sponsored  by  Uni- 
versity of  Arkansas  for  Medical  Sciences.  No  other 
information  available  at  this  time. 


RECURRING  EDUCATION  PROGRAMS 

Unless  otherwise  indicated,  programs  are  for  one  to  two  hours  Category  I Credit. 

EL  DORADO  — AHEC- SOUTH  ARKANSAS 

Surgical  Conference,  first,  second  and  third  Monday,  12:45  p.m.  to  1:30  p.m.,  AHEC-South  Arkansas. 

Pathology  Conference,  second  Tuesday,  12:30  p.m.  to  1:30  p.m.,  AHEC-South  Arkansas. 

As  organizaxions  accredited  for  continuing  medical  education  by  the  Liaison  (Committee  on  Continuing  Medical  Education,  the  organizations 
nam^  certify  that  these  continuing  medical  education  activities  meet  the  criteria  for  the  credit  hours  specified  in  Category  I of  the  Physician’s 
Recognition  Award  of  the  American  Medical  Association. 
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Coll)osr(>l)y-l’(i{)  Smciir  Clinic,  loinlli  I’licsdaN,  12:(I0  noon  to  I :()()  p.m.,  AH  1-X; ■ Sonlli  Arkansas, 

Internal  Medicine  Conference,  first,  sotond,  and  fonrili  W'cdncsilay,  12:15  p.in.  to  1:30  p.ni.,  AlIKCASonth  Arkansa.s. 

Chest  Conference,  lliird  Wednesday,  12:30  p.in.  to  1:30  p.ni.,  Warner  llrown  Hospital. 

Obstetrics-Cynecolofry  Confeience,  second  and  fonrtli  1 hnrsday,  12:-15  p.ni.  to  1:30  AHKC-Sonth  Arkansas. 

Itehavioral  Sciences  Conferences,  first  anil  lonrth  Friday,  12:45  |).m.  to  1:30  p.ni.,  AHF.C-.Soutli  .\ikan.sas. 

Pediatric  Conference,  second  and  third  Friday,  12:30  jr.ni.  to  1:30  p.m.,  (second  Fritlay,  Warner  Hrotvn  Hosjntal,  third  Fiiday, 
I'nion  .Medical  Center). 

FAYETTEVILLE  — AHEC-  Northwest 

Medicine  Teaching  Conference,  first,  third  and  fifth  1 hursday,  7:30  a.in.  to  8:30  a.ni..  Raker  Conference  Room,  Washington 
Regional  Medical  Outer. 

FAYETTEVILLE  — VA  MEDICAL  CENTER 

Radiology  Conference,  first  and  third  Thursday,  1:00  p.in..  Conference  Room. 

Pathology  Conference,  second  Fhnrsday,  3:00  p.m..  Conference  Room. 

Peer  Exchange,  February:  "Endocrinology”;  March:  "Infections  Diseases”. 

FORT  SMITH  — AHEC 

Cancer  Conference,  each  4 nesday,  12:00  noon,  Fotirth  Floor  Conference  Room,  Sparks  Regional  Medical  Center. 

JONESBORO  — AHEC  - NORTHEAST 

Interesting  Case  Conference,  second  and  fourth  Tuesday,  12:00  noon,  St.  Bernard’s  Dietary  Conference  Room. 

Methodist  Hospital  of  Jonesboro  CME  Staff  Conference,  second  Tuesday,  7:30  p.m.,  Methodist  Hospital  of  Jonesboro 
Cafeteria. 

Monthly  Medical  Lecture  Series,  third  Tuesday,  7:30  p.m.,  rotates  each  month  between  4Valnut  Ridge  and  Pocahontas. 
Monthly  Perinatal  Conference,  second  W’ednesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room. 

Tumor  Conference,  fourth  Wednesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room. 

Weekly  Medical  Lecture  Series,  each  Friday.  12:00  nexm,  Stroud  Hall,  St.  Bernard's  .Annex  Building. 

Chest  Conference,  third  Friday,  12:00  noon,  St.  Bernard’s  Dietary  Conference  Room. 

Arkansas  Methodist  Hospital  CME  Conference,  last  Friday,  7:00  a.m.,  AMH,  Paragould. 

LITTLE  ROCK  — ARKANSAS  CHILDREN’S  HOSPITAL 

Pediatric  Radiology j Genetics  Conference,  each  Monday,  12:00  noon.  Second  Floor  Classroom. 

Pediatric  Grand  Rounds,  each  Tuesday,  8:00  a.m.,  Second  Floor  Classroom. 

Respiratory  Care  Case  Conference,  each  Wednesday,  1:(K)  p.m.,  Polly  4 homas  Dining  Room. 

Infectious  Disease  Conference,  second  AV'ednesday,  12:00  noon.  Second  Floor  Classroom. 

Pediatric  Pharmacology  Conference,  third  Wednesday,  12:00  noon.  Second  Floor  Classroom. 

Problem  Case  Conference,  each  Thursday,  12:00  noon.  Second  Floor  Classroom. 

Primary  Care  Seminar  and  Case  Presentation,  each  Friday,  12:00  noon.  Second  Floor  Classroom. 

LITTLE  ROCK  — BAPTIST  MEDICAL  CENTER 

Pulmonary  Conference,  each  Tuesday,  12:00  noon  to  1:00  p.m..  Auditorium. 

Emergency  Medicine  Conference,  first  Wedne.sday,  12:30  p.m.  to  1:30  p.m..  Conference  Room  #1. 

Case  of  the  Month,  second  and  fourth  Wednesday,  12:00  noon  to  1:00  p.m..  Conference  Room  # 1 . 

General  Internal  Medicine  Conference,  third  Wednesday,  12:00  noon  to  1:00  p.m..  Conference  Room  #1. 

Renal  Conference,  fifth  or  last  Wednesday  each  month,  12:00  noon  to  1:00  p.m..  Conference  Room  #1.  (When  there  are 
four  Wednesdays  in  the  month,  conference  will  be  on  fourth  Wednesday  and  there  will  only  be  one  Case  of  the  Month 
Cionference.) 

Morbidity  and  Mortality  Conference,  first  Thursday,  8:00  a.m.  to  9:00  a.m..  Conference  Room  #1. 

Surgery  Conference,  second,  third,  fourth  and  fifth  Thursday,  8:00  a.m.  to  9:00  a.m..  Conference  Room  #1. 

Anesthesiology  Conference,  third  I hursday,  7:(M)  a.m.  to  8:00  a.m..  Conference  Room  #1. 

Cardiology  Conference,  fourth  Tliursday,  7:00  a.m.  to  8:00  a.m..  Conference  Room  #1. 

Cardiopulmonary  Resuscitation  Course,  fourth  I hursday,  7:00  p.m.  to  1:00  a.m.,  Shuffielcl  .Auditorium.  Six  hours  Category 
I credit.  (Pre-registration  with  Department  of  Medical  Education  reipiiied,  phone  227-2072. 

LITTLE  ROCK  — ST.  VINCENT  INFIRMARY 

Interhospital  GI  Problems  Conference,  first  Monday,  6:00  p.m.  to  7:30  p.m..  Room  F,-155,  Education  Wing. 

Pediatric  Conference,  first  4 uesday,  12:30  p.m.  to  1:30  p.m.,  Room  EI59,  Eduiation  4Ving. 

Interhospital  Urology  Grand  Rounds,  first  Tuesday,  5:30  p.m,  to  6:30  p.m..  Room  E159,  Education  AVing. 

Gynecology  Conference,  second  Tuesday,  5:30  p.m.  to  6:30  p.m..  Doctors  Hos|)ital. 

Neuropathology  Conference,  third  4 uesday,  5:30  p.m.  to  6:30  p.m..  Room  S-1169,  Laboratory. 

Peripheral  Vascular  Disease  Conference,  third  Fuesday,  6:00  p.m.  to  7:00  p.m..  Room  E-159,  Education  AVing. 

Pulmonary  Conference,  first  and  third  Thursday,  12:00  noon  to  1:00  p.m..  Room  EI59,  Education  AVing. 
Hematology-Oncology  Conference,  second  Fhursday,  12:00  noon  to  1:00  p.m..  Room  S-1169,  Laboratory. 

TEXARKANA  — AHEC-  SOUTHWEST 

Tumor  Conference,  first  AVednesday,  7:00  a.m.,  St.  Michael  Hospital. 

Chest  Conference,  third  AA’ednesday,  12:30  p.m.,  St.  Michael  Hospital. 
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GTE  TELENET  PROGRAM 

The  Pulaski  Couiuy  Medical  Sociely  recently 
signed  a contract  with  GTE  Telenet  Medical 
Information  Network  to  become  the  distributor 
lor  the  State  of  Arkansas  for  the  new  AMA  'GTE 
l elenet  Program. 

Services  available  to  sidtscribers  of  the  system 
include  Disease  Information,  Drug  Information, 
Medical  Procedure  Coding  and  Nomenclature 
(CPT),  Socioeconomic  Bibliographical  Informa- 
tion, Clinical  Literature  Infonnation  and  Con- 
tinuing Medical  Education  Programs  through 
Massachusetts  General  Hospital.  The  system  also 
features  an  electronic  mail  service  entitled  MED/ 
M.\IL.  Other  programs  are  schedided  to  be  added 
in  the  near  future. 

Randall  F.  Ort  of  North  Little  Rock  will  head 
the  marketing  program  for  the  Society.  For 
further  information  or  demonstration  programs, 
contact  Mr.  Ort  at  590  South  University,  Suite  311, 
Little  Rock  72205;  telephone  664-3402. 

DR.  ROY  HONORED 

Dr.  F.  Hampton  Roy  of  Little  Rock  was  pre- 
sented an  Honorary  Professorship  by  the  Rector 
of  the  University  of  San  Simon  Medical  School  in 
Cochabamba,  Bolivia,  in  recognition  of  his  work 
in  that  cotmtry  during  the  last  ten  years.  Through 
the  AVorld  Eye  Foundation,  Dr.  Roy  has  been 
assisting  the  ophthalmologists  in  improving  their 
training  programs. 

DR.  McDOUGAL 

Dr.  Richard  L.  McDougal  will  be  in  Dr.  Keith 
Lipsmeyer’s  Clinic  in  Morrilton  for  the  practice 
of  Ophthalmology  two  days  per  week. 

DR.  GRESHAM  NAMED  FELLOW 

Dr.  Edward  A.  Gre.sham  of  Crossett  was  named 
a fellow  of  the  American  Academy  of  Family 
Physicians  during  a ceremony  at  the  Academy’s 
annual  convention. 

BR.  STEADMAN  SPEAKS 

Dr.  Hunter  Steadman  of  Bentonville  recently 
spoke  at  a meeting  of  the  Bates  Development 
Associates. 

DR.  HARDEN  MOVES 

Dr.  Charles  M.  Harden,  Jr.,  previously  of  Gur- 
don,  has  opened  an  office  at  509  South  Main  in 
Hope. 


DR.  FAIRLEY  HONORED 

Dr.  Eldon  Fairley  of  Osceola  was  honored  at  a 
reception  in  recognition  of  his  long  .service  to  the 
community. 

DR.  SWINGLE 

Dr.  C.  G.  Swingle  of  Marked  Tree  participated 
in  a career  seminar  held  for  students  at  Marked 
Tree  High  School. 

DR.  SPEED  LOCATES 

Dr.  Gene  Speed  has  opened  an  office  in  the 
Medical  Associates  Building  in  England. 

DR.  ROBINSON  RECEIVES  AWARDS 

Dr.  Guy  U.  Robinson  of  Dumas  has  received 
the  Legion  of  Merit  award,  the  Nation’s  third 
highest  military  decoration,  and  the  Arkansas 
Distinguished  Service  Award.  Dr.  Robinson  re- 
tired from  the  Arkansas  National  Gtiard  after 
forty  years  of  service.  At  the  time  of  his  retire- 
ment, Dr.  Robinson  held  the  rank  of  Colonel. 

DRS.  QUEVILLON  AND  WILSON  SPEAK 

Drs.  Robert  Quevillon  and  Steve  Wilson  of 
Walnut  Ridge  spoke  at  recent  meetings  of  the 
Kiwanis  Club.  Dr.  Quevillon  spoke  on  blood 
pressure  and  Dr.  Wilson  showed  slides  made  while 
in  Africa. 

DR.  HERSEY  IN  FORREST  CITY 

Dr.  Jerry  R.  Hersey  has  opened  an  office  for 
the  practice  of  Family  Medicine  at  1636  Lindauer 
Road  in  Forrest  City. 

DR.  NELSON  SEMINAR  SPEAKER 

Dr.  Robert  Nelson  of  Little  Rock  was  one  of  the 
speakers  for  a seminar  on  “Rehabilitation;  A 
Living  Process”  sponsored  by  St.  Bernard's  Re- 
gional Medical  Center  in  Jonesboro. 

DR.  HENDERSON  SPEAKS 
Dr.  John  Henderson  of  Searcy  spoke  to  the 
Lions  Club  on  the  problems  and  treatments  of 
heart  and  circulatory  diseases. 

BOOK  COLLECTION  AT  UNIVERSITY 
The  Hans  G.  Schlumberger  Collection  of  his- 
torical scientific/medical  books  was  formally 
opened  for  public  use  at  the  University  of  Arkan- 
sas for  Aledical  Sciences  on  November  3rd.  The 
450-volume  collection  was  presented  by  the  son 
and  widow  of  Dr.  Hans  G.  Schlumberger,  Charles 
Schlumberger  and  Mrs.  Edd  Turner.  The  family 
made  two  additions  to  the  collection  at  the  cere- 
mony—a Holmes  Microscope  (ca  1895)  and  an 
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autograplied  pliologi  aph  ol  Rucloll  X'ii'chow.  Dr. 
Schlumberger  was  chairniaii  ol'  Pathology  at 
IhVMS  from  lOTa  until  1961  and  was  a pioneer  in 
comparative  Oncology. 

DR.  FRIED  IN  GHANA 

Dr.  and  Mrs.  David  D.  Fried  spent  the  month 
of  August  1983  working  in  the  Nclarigu  Baptist 
Hospital  in  northern  (ihana.  West  Africa.  The 
mission  hospital  is  in  a remote  part  of  West  Africa 
just  .south  of  the  Sahara  Desert.  At  the  present 
time,  there  is  a famine  in  that  part  of  .Africa. 

DR.  WAS  RECERTIFIED 

Dr.  Dileepkumar  Vyas  of  El  Dorado  has  been 
recertified  in  general  comprehensive  Pediatrics 
by  the  American  Board  of  Pediatrics. 

PULASKI  COUNTY  SCHOLARSHIP 

Dr.  Kelsy  J.  Caplinger,  president  of  the  Pulaski 
County  Medical  Society,  has  announced  the 
awarding  of  a ,'53,500  scholarship  to  Clint  H.  Hen- 
sen,  a freshman  medical  student  at  the  FIniversity 
of  Arkansas  College  of  Medicine.  Mr.  Hensen 
attended  Christian  Brothers  College  in  Memphis 
and  completed  his  undergraduate  degree  at  Ar- 
kansas Tech  University  in  Russellville. 

The  award  was  presented  by  Dr.  Harold  D. 
Purdy  of  Little  Rock,  chairman  of  the  county 
society’s  scholarship  committee,  at  the  Society’s 
recent  annual  meeting. 

DR.  WILSON  CHIEF  OF  STAFF 

Dr.  Harold  Wilson  of  Monticello  has  been 
elected  Chief  of  Staff  at  Drew  Memorial  Hospital. 

DR.  JOHNSON  SPEAKS 

Dr.  Paulette  Johnson  of  Jacksonville  spoke  to 
the  PT.A  on  “The  Importance  of  Self  Esteem  in 
Children.’’ 

UNIVERSITY  RECEIVES  GRANT 

The  University  of  Arkansas  College  of  Medicine 
has  received  a Federal  grant  to  develop  an  “Ar- 
kansas Genetic  Program”  to  expand  current 
genetic  services.  Dr.  Gilbert  Buchanan  of  Little 
Rock,  director  of  Crippled  Children’s  Services, 
will  serve  as  co-director  of  the  |)rogram. 

DR.  HOFFMAN  SPEAKS 
Dr.  Carl  Hoffman  of  Rogers  spoke  to  the  Hos- 
pital .Auxiliary  on  medical  and  surgical  problems 
of  the  eyes. 

DR.  EANS  ON  CHAMBER  BOARD 

Dr.  Thomas  L.  Fans  has  been  elected  to  the 
1984  Board  of  Directors  of  the  Heber  Springs 
Chamber  of  Commerce. 


DR.  SALTZMAN  SPEAKS 

Dr.  Ben  Salt/man  ol  Little  Rock  was  one  of 
the  gtiest  speakers  for  a health  program  sponsored 
l)y  tlie  University  of  Arkansas  at  Pine  Bluff. 

DR.  NORTHCUTT  SPEAKS 

Dr.  Carl  Northeutt  of  Sttittgart  s{)okc  to  the 
Sttittgart  Business  and  Profe,ssional  ^Vomen’s 
Club  on  “Wellness.” 

SEMINAR  PARTICIPANTS 

Drs.  Horace  Green,  Linda  Haynie-Green  and 
F.  M.  Henderson  of  Pine  Bluff  were  jxai  t of  the 
faculty  for  a seminar,  “Science  and  Technology 
are  the  Cornerstones  of  Modern  Society,”  spon- 
sored by  the  Pine  Bluff  High  School  Science 
Department. 

DRS.  HARMON  AND  SELLERS 

Drs.  Harvey  Harmon  and  Kenneth  Sellers  of 
Blytheville  served  on  the  panel  of  examiners  for 
the  December  examinations  given  in  Memphis  by 
the  .American  Board  of  Surgery. 

DR.  WIKMAN  SPEAKS 

Dr.  John  Wikman  of  Fort  Smith  was  guest 
speaker  for  the  Sparks  Regional  Medical  Center’s 
fourth  annual  Ministers  Appreciation  Day 
breakfast. 

DR.  STONESIFER  GUEST  SPEAKER 

Dr.  Larry  Stonesifer  of  I.ittle  Rock  was  guest 
speaker  for  the  Hot  Springs  chapter  of  the  Arkan- 
sas Diabetes  .Association. 

/'X 

OBITUARY 

DR.  ROBERT  M.  BRANSFORD 

Dr.  Branslord  of  Texarkttna  died  December  10, 
1983.  He  was  born  .April  30,  1928,  in  Little  Rock. 

Dr.  Bransford  completed  three  years  of  pre- 
medical work  at  Hendrix  College  in  Conway;  he 
received  a B.S.M.  degree  from  the  ITniversity  of 
Arkansas  College  of  Medicine  in  1950.  In  1953, 
he  received  his  medical  degree  from  the  same 
institution. 

He  served  with  the  United  States  Air  Force 
Medical  Corps  from  1954  to  1956  and  was  a vet- 
eran of  the  Korean  \VFir.  Dr.  Bransford  had  served 
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as  an  instructor  in  Surgery  at  the  University  of 
Arkansas  Medical  Center. 

In  1961,  Dr.  Branslord  joined  the  Southern 
Clinic  in  Texarkana.  He  was  a former  member 
of  the  Board  of  Directors  of  Waclley  Hospital, 
seiY'ed  on  the  Board  of  Admissions  and  as  an  asso- 
ciate professor  of  Surgery  at  the  University  of 
Arkansas  College  of  Medicine,  and  served  as  a 
professional  adviser  for  Arkansas  Vocational  Re- 
habilitation Services.  Dr.  Bransford  was  a diplo- 
niate  of  the  American  Board  of  Surgery,  a fellow 
of  the  American  College  of  Surgeons,  and  a mem- 
ber of  the  Southwestern  Surgical  Congress. 

Dr.  Bransford  is  survived  by  his  wife,  Mary 
Bransford,  and  two  sons. 

DR.  R.  FRANK  BRYANT 

Dr.  Bryant  of  Pine  Bluff  died  November  29, 
1983.  He  was  born  October  25,  1922,  in  Pine 
Bluff. 

During  World  War  II,  Dr.  Bryant  served  with 
the  United  States  Army. 

He  was  a 1947  graduate  of  Arkansas  AM&N 
College  at  Pine  Bluff  and  did  post  gi  aduate  work 
at  St.  Louis  University.  He  received  his  medical 
degree  in  1955  from  Meharry  Medical  College  in 
Nashville,  Tennessee. 

Dr.  Bryant  began  General  Practice  in  Pine  Bluff 
in  1956.  He  served  as  the  school  physician  for  the 
University  of  Arkansas  at  Pine  Bluff  and  worked 
closely  with  the  athletic  program  as  team  doctor. 

Dr.  Bryant  was  a board  member  of  the  local 
chapter  of  the  March  of  Dimes,  a member  of  the 
Pine  Bluff-Jefferson  County  Chamber  of  Com- 
merce, treasurer  of  the  20th  Century  Club,  and  a 
member  of  the  Alpha  Phi  Alpha  and  Sigma  Pi  Phi 
fraternities.  He  was  an  accomplished  free-lance 
photographer.  Dr.  Bryant  was  a past  president  of 
the  Jefferson  County  Medical  Society. 

He  is  survived  by  his  wife,  Alice  Green  Bryant, 
two  sons  and  two  daughters. 

DR.  JOHN  H.  BURGE 

Dr.  Burge  died  November  17th  in  Lake  Village. 
He  was  born  in  1903. 

He  w’as  a 1927  graduate  of  the  University  of 
Arkansas  School  of  Medicine. 

Dr.  Btirge  began  practicing  in  Lake  Village  in 
1928  and  only  recently  began  to  give  up  his  prac- 
tice. He  had  owned  and  operated  the  Lake  Village 
Infirmary,  bringing  quality  medical  care  to  the 
area.  He  tised  many  modes  of  transportation  in 
his  many  years  of  practice.  He  worked  in  stirgery 


with  his  father-in-law.  Dr.  E.  P.  McGehee,  and 
earned  a reputation  as  a skilled  surgeon  dedicated 
to  serving  the  ill  and  disabled.  He  delivered  more 
than  2,000  babies  and  performed  more  than  15,000 
operations  in  his  career. 

In  addition  to  being  an  active  surgeon,  he  was 
a cit'ic  leader.  He  had  served  as  a member  of  the 
Arkansas  Game  and  Fish  Commission,  and  as  a 
member  of  the  I.ake  Village  School  Board.  He 
w'as  a director  of  the  Bank  of  Lake  Village  and  was 
a former  chairman  of  the  Chicot  County  Drainage 
District. 

Dr.  Burge  w'as  a member  of  the  Southwestern 
Surgical  Congress,  a member  of  the  International 
College  of  Surgeons  and  a Fellow  of  the  American 
College  of  Surgeons. 

Dr.  Burge  is  survived  by  his  wife,  Minnie  Mc- 
Gehee Burge,  tw'o  daughters  and  one  son  — Dr. 
John  P.  Burge,  who  is  chairman  of  the  Council  of 
the  Arkansas  Medical  Society. 

DR.  GEORGE  W.  DICKINSON 

Dr.  Dickinson  of  Fayetteville  died  November 
15,  1983.  He  was  born  October  12,  1902,  in 
Horatio. 

Dr.  Dickinson  was  a 1925  graduate  of  the  Uni- 
versity of  Arkansas  and  a 1929  graduate  of  the 
University  of  Arkansas  College  of  Medicine.  He 
joined  the  United  States  Navy  in  1929  and  served 
his  internship  with  the  United  States  Naval  Hos- 
pital, Mare  Island,  California. 

While  in  the  Navy,  Dr.  Dickinson  was  stationed 
at  Pearl  Harbor  in  December  1941.  He  retired 
from  the  Navy  in  1953  w’ith  the  rank  of  Rear 
Admiral. 

He  practiced  for  twenty-one  years  in  Palmyra, 
New  Jersey,  and  held  a life  membership  in  the 
Burlington  County  Medical  Society  in  New  Jer- 
sey. Dr.  Dickinson  moved  to  DeQueen  in  1974 
and  practiced  with  his  nephew's  at  the  DeQueen 
Clinic  until  his  retirement.  Dr.  Dickinson  was 
the  fifth  generation  of  the  Dickinson  family  to 
practice  in  Sevier  County.  He  was  a member  of 
the  Fifty  Year  Club  of  the  Arkansas  Medical 
Society  and  a life  member  of  the  Society.  In  1981, 
he  moved  to  Fayetteville. 

Dr.  Dickinson  is  survived  by  his  wife,  Lillian 
McDonald  Dickinson,  two  sons  and  one  daughter. 

DR.  CHALMERS  POOL 

Dr.  Chalmers  Pool  of  Little  Rock  died  Novem- 
ber 16,  1983.  He  was  born  November  27,  1909,  in 
Malvern. 
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His  pre-nicd  cilucation  was  at  Henderson  State 
I’niversity  in  Ai kadelphia;  he  was  graduated  from 
the  ITniversity  of  Arkansas  College  of  Medicine  in 
1910.  Dr.  Pool  practiced  in  Hamburg  and  Mal- 
vern before  joining  the  \'eterans’  Administration 
Ifospital  in  North  Little  Rock.  He  retired  from 
medical  practice  in  1978. 

Dr.  Pool  was  a Mason,  a member  of  the  Eastern 
Star  and  the  Radiology  Association  and  had  previ- 
ously served  as  a Health  Officer  for  the  State 
Board  of  Health. 

He  is  survived  by  his  wife,  Mathilde  Pool. 

DR.  ROBERT  E.  RICHARDSON 

Dr.  Richardson  of  Little  Rock  died  November 
19,  1983;  he  was  born  September  9,  1927,  in  Little 
Rock. 

He  received  his  pre-medical  education  at  Little 


Rock  junior  College  and  the  University  ol  Arkan- 
sas at  Fayetteville.  Dr.  Richardson  is  a 1919  grad- 
uate of  the  University  of  Arkansas  College  of 
Medicine.  He  served  his  internship  and  residency 
at  Scott  and  White  Clinic  in  Temple,  Texas.  Dr. 
Richardson  was  a member  of  the  United  States 
Army  from  1951  to  1953,  serving  with  a Mobile 
Army  Surgical  Hospital  in  Korea. 

He  moved  to  Little  Rock  in  1955  and  began  his 
practice  as  a General  Surgeon.  Dr.  Richardson 
was  the  first  Chief  of  Surgery  at  Doctors  Hospital. 

Dr.  Richardson  was  a member  of  the  Arkansas 
Arts  Center,  West  Little  Rock  Rotary  Club,  and 
the  Bayou  Meto  Hunting  Club.  He  had  been  an 
Eagle  Scout  and  received  the  Order  of  the  Arrow 
for  his  scouting  activities. 

He  is  survived  by  his  wife,  Joann  Travanthan 
Winters  Richardson,  one  son  and  four  daughters. 


DR.  ALLEN  J.  DUPLANTIS 

Dr.  Duplantis  is  a new  member  of  the  Craig- 
head-Poinsett  County  Medical  Society.  He  was 
born  in  Houston,  Texas. 

Dr.  Duplantis  received  his  pre-medical  educa- 
tion at  the  University  of  Houston.  He  was  grad- 
uated from  the  University  of  Texas  Medical 
.School  at  San  Antonio  in  1975. 

He  served  with  the  United  States  Army  from 
1975  to  1983.  \V9iile  in  the  Army,  he  served  his 
internship  at  Madigan  Army  Medical  Center.  At 
Brooke  Army  Medical  Center,  Dr.  Duplantis 
served  a residency  in  Internal  Medicine  and  a 
Fellowship  in  Cardiology.  From  1980  to  1983,  he 
was  on  the  staff  of  the  William  Beaumont  Army 
Medical  Center  in  El  Paso. 

Dr.  Duplantis  is  Itoard  certified  in  Internal 
Medicine  and  Cardiology. 


Dr.  Duplantis  specializes  in  Cardiology  and  has 
an  office  at  303  East  Matthews  in  Jonesboro. 

DR.  CHRISTOPHER  SULLIVAN 

Dr.  Sullivan,  a new  member  of  the  Franklin 
County  Medical  Society,  was  born  in  Providence, 
Rhode  Island. 

In  1975,  he  received  a Bachelor  of  Science  degree 
from  Boston  College.  Dr.  Sullivan  is  a 1980  grad- 
uate of  Tufts  LIniversity  School  of  Medicine  in 
Boston.  His  internship  and  residency  were  with 
Evanston  Hospital,  Evanston,  Illinois. 

Dr.  Sullivan  specializes  in  Internal  Medicine. 
He  is  associated  with  Ozark  Specialties  Clinic  at 
317  \\Tst  Commercial  in  Ozark. 

DR.  HENRIK  MADSEN,  II 

Dr.  Madsen,  a new  member  of  the  Garland 
County  Medical  Society,  was  born  in  Odense, 
Denmark. 

His  pre-medical  education  was  with  the  Uni- 
versity of  Copenhagen  in  Denmark.  He  received 
his  medical  degree  from  the  University  of  Copen- 
hagen in  1960. 

From  1960  to  1975,  Dr.  Madsen  practiceil  Pedi- 
atrics, General  Medicine  and  Public  Health  in 
Sweden.  He  also  taught  at  the  School  of  Occupa- 
tional Therapy  in  Jonkoping,  Sweden,  and  held 
the  position  of  Chief  Medical  Officer  in  Stock- 
holm, Sweden. 

Dr.  Madsen  received  residency  training  at 
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Baylor  University  Medical  Center  in  Dallas.  He 
moved  to  Hot  Springs  in  August  1982. 

Dr.  Madsen  specializes  in  Physical  Medicine  and 
Rehabilitation.  His  office  is  located  at  225  Linden 
in  Hot  Springs. 

DR.  STEPHEN  D.  SHORTS 

Dr.  Shorts  has  joined  the  Jefferson  County 
Medical  Society.  He  was  born  in  Lake  Charles, 
Louisiana. 

Dr.  Shorts  received  a Bachelor  of  Science  degree 
from  the  University  of  Notre  Dame  in  1969  and 
a Master  degree  in  Education  in  1973  from  the 
University  of  Miami,  Coral  Gables,  Florida.  He 
is  a 1978  graduate  of  the  Louisiana  State  Univer- 
sity College  of  Medicine,  New  Orleans.  Dr.  Shorts 
received  training  in  Otorhinolaryngology  at  the 
Baylor  College  of  Medicine. 

Dr.  Shorts  has  joined  the  Pine  Bluff  Ear,  Nose 
and  Throat  Clinic  at  1408  West  43rd  in  Pine 
Bluff. 

DR.  JANA  S.  ANGELES 

Dr.  Angeles,  a native  of  Ardmore,  Oklahoma, 
has  joined  the  Pulaski  County  Medical  Society. 

She  received  a Bachelor  of  Science  degree  from 
Northeast  l.ouisiana  University  in  Monroe  in 
1975.  She  was  graduated  from  the  Shreveport 


School  of  Medicine  of  Louisiana  State  University 
in  1979. 

Dr.  Angeles  served  a General  Surgery  internship 
at  Louisiana  State  University  Hospital  in  Shreve- 
port. She  tlien  served  a residency  in  Anesthesiolo- 
gy with  the  University  of  Arkansas  College  of 
Medicine  and  was  in  an  Anestliesiology  Fellowship 
at  the  University. 

Dr.  Angeles  has  joined  the  staff  at  Memorial 
Hospital  in  North  Little  Rock  where  she  practices 
Anesthesiology. 

DR.  CHARLES  F.  CALE 

Dr.  Cale  has  joined  the  Washington  County 
Medical  Society.  He  is  a native  of  Chickasha  (\"ell 
County). 

Dr.  Cale  received  his  pre-medical  education  at 
the  University  of  Arkansas  in  Little  Rock  from 
1957  to  1959.  He  is  a 1963  graduate  of  the  Uni- 
versity of  Arkansas  College  of  Medicine.  After  an 
internship  at  Hillcrest  Medical  Center  in  Tulsa, 
Oklahoma,  Dr.  Cale  returned  to  tlie  University 
for  residency  training  in  Anesthesiology. 

Dr.  Cale  practiced  for  twelve  years  in  Tulsa;  he 
has  been  practicing  in  Fayetteville  for  five  years. 

Dr.  Cale  specializes  in  Anesthesiology.  His 
office  is  located  at  968  Township  in  Fayetteville. 


DR.  ROBERT  E.  RICHARDSON 

WHEREAS,  the  members  of  the  Pulaski  County 
Medical  Society  note  with  sincere  sorrow  the  re- 
cent death  of  their  colleague,  Robert  E.  Richard- 
son, M.D.,  and 

WHEREAS,  he  was  a highly  respected  member 
of  this  organization  for  twenty-eight  years  and  had 
given  generously  of  his  time  and  talent  to  jxDsitions 
of  leadership  in  the  medical  community;  and 

WHEREAS,  the  devotion  felt  by  his  patients 
for  his  concern  and  empathy  to  their  individual 
problems  was  a hallmark  of  his  practice. 

BE  IT  THEREFORE  RESOLVED: 

TH.A.T,  this  resolution  be  adopted  and  made  a 
part  of  the  permanent  records  of  this  Society;  and 

THAT,  a copy  be  forwarded  to  Dr.  Richard- 


son’s family  as  an  expression  of  our  deep  sympa- 
thy; and 

THAT,  a copy  be  made  available  to  the  Journal 
of  the  Arkansas  Medical  Society  for  publication. 
.Adopted  by  Membership, 

Pulaski  County  Medical  Society 

/s/  Kelsy  J.  Caplinger,  M.D.,  President 
* # # # 

MR.  EUGENE  C.  SPRATT 

WHEREAS,  Eugene  C.  Spratt  devoted  a career 
of  distinguished  service  to  tlie  cause  of  public 
health  in  Arkansas  through  both  the  Arkansas 
Department  of  Health  and  the  Arkansas  Public 
Health  Association,  as  evidenced  by  his  being 
awarded  the  APHA  Outstanding  Achievement 
Award,  and 

WHEREAS,  Eugene  C.  Spratt  devoted  thirty- 
three  years  of  diligent  and  successful  service  in  the 
areas  of  hospital  construction  and  health  facilities 
services  in  Arkansas,  and 

WHEREAS,  Eugene  C.  Spratt  w'as  recognized 
by  the  health  professionals  as  a dedicated  leader 
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ill  the  regulation  ol  hospitals  and  other  health 
facilities  in  Arkansas,  earning  awards  of  merit  noi 
only  from  the  Arkansas  Hospital  Association  anti 
the  Arkansas  Nursing  Home  Association,  but  also 
from  the  United  States  Department  of  Health  and 
Human  Services  and  the  Arkansas  General  As- 
sembly, and 

WHEREAS,  The  Arkansas  Board  of  Health, 
the  Arkansas  Department  of  Health  and  his  many 
friends  deeply  mourn  his  death  and  wish  to  ex- 
press gratitude  for  his  service, 

THEREFORE,  BE  IT  RESOLVED  by  the 


Arkansas  Board  of  Health,  in  its  regular  quarterly 
meeting,  assembled  on  October  27,  1983,  to  adopt 
this  resolution  and  to  express  the  sadness  but 
gratitude  of  the  Arkansas  Department  of  Health 
and  its  ninety-six  local  health  units  in  seventy-five 
counties,  and  to  direct  that  a copy  be  included  in 
the  minutes  of  the  Board  of  Health,  a copy  be 
sent  to  his  family,  and  a copy  be  published  in  the 
Journal  of  the  Arkansas  Medical  Society. 

/s/  James  E.  McClelland,  President 
Arkansas  Board  of  Health 
/s/  Ben  N.  Saltzman,  M.D.,  Director 
Arkansas  Department  of  Health 


THINGS 


V 

COME 


The  University  of  Kansas  College  of  Health 
Sciences  and  Hospital  in  Kansas  City  has  an- 
nounced programs  as  listed  below.  For  informa- 
tion not  given,  contact  Jan  Johnston,  Office  of 
Continuing  Education,  University  of  Kansas  Med- 
ical Center,  Rainbow  at  Olathe  Boulevard,  Kansas 
City,  Kansas  66103;  telephone  913-588-4480. 

March  1-2 

The  MicrocoTtipiiter  Jungle:  Impact  on  Health 
Care.  Battenfeld  Auditorium,  University  of  Kan- 
sas Medical  Center,  39th  and  Rainbow,  Kansas 
City,  Kansas.  15  hours  AMA,  CNE,  PT,  SW;  13.5 
hours  AAFP.  Registration  fee:  $90  for  physicians, 
nurses,  therapists;  $45  for  students  and  residents. 

March  15 

Sports  Medicine:  Rehabilitation  of  the  Injured 
Athlete.  Westin-Crown  Center,  Kansas  City,  Mis- 
souri. CME  credit:  pending.  Registration  fee: 
$75  for  health  professionals;  $30  for  students  and 
residents.  (Reduced  fees  for  registering  for  both 
this  and  the  Midwest  Pain  Society  Meeting  in 
advance.) 

March  16-17 

Midwest  Pain  Society  8th  Amiual  Scie7itific 
Meeting;  “Practical  Management  of  Common 
Pain  Syndromes.  Westin-Crown  Center,  Kansas 


City,  Missouri.  CME  Credit:  pending.  Registra- 
tion fee:  $90  for  non-members.  Midwest  Pain 
Society;  $80  members,  Midwest  Pain  Society;  $40 
full  time  students  and  residents.  (Reduced  fees 
for  registering  for  both  this  and  the  Sports  Medi- 
cine meeting  in  advance.) 

March  29-31 

Arkansas  Chapter,  American  College  of  Sur- 
geons. Arlington  Hotel,  Hot  Springs. 

April  1-4 

Pediatric  Ophthalmology  a7id  Strab  ismus . 
Sponsored  by  the  American  Association  of  Certi- 
fied Orthoptists  and  the  Department  of  Opthal- 
mology,  Arkansas  Children's  Hospital,  University 
of  Arkansas  for  Medical  Sciences.  Excelsior  Hotel, 
Little  Rock.  15  hours  AM.\  Category  1.  Registra- 
tion fee:  $100  physicians;  $60  Orthoptists,  tech- 
nicians, nurses,  and  residents.  For  additional 
information  and  registration,  contact  Blanche 
Moore,  Office  of  Continuing  Education,  Arkansas 
Children’s  Hospital,  Post  Office  Draw'er  2222, 
Little  Rock  72203;  telephone  370-1150. 

April  28-29 

NuRitional  Care  Symposium.  Sponsored  by  St. 
Vincent  Infirmary  in  coo]ieration  with  the  Uni- 
versity of  Arkansas  for  Medical  Sciences.  10  hours 
of  continuing  education  credit  for  physicians. 
For  further  information,  contact  Fran  Scheving, 
Two  St.  Vincent  Circle,  Little  Rock  72205-5499; 
telephone  661-3680. 

June  14-16 

America^i  Cancer  Society  National  Conference 
on  Radiation  Oncology— 1984 . San  Francisco  Hil- 
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ton  Hotel,  California.  Held  in  cooperation  with 
American  Society  of  Therapeutic  Radiologists  and 
Oncologists;  Commission  on  Cancer  of  the  Ameri- 
can College  of  Radiology;  American  Radium 
Society;  and  American  Association  of  Physicists  in 
Medicine.  16  hours  Category  I AMA;  16  credit 
hours  in  Category  2-D  of  the  American  Osteo- 
pathic Association. 

For  further  information,  American  Cancer 
Society,  National  Conference  on  Radiation  On- 


cology—1984,  777  Third  Avenue,  New  York,  New 
York  10017. 

September  3-7 

XV  Interfiational  Congress  of  the  International 
Acadejny  of  Pathology.  Fontainebleau  Hilton, 
Miami  Beach,  Florida.  For  further  information, 
contact  the  Congress  Secretariat,  United  States- 
Canadian  Division  of  the  International  Academy 
of  Pathology,  100.S  Chafee  Avenue,  Augusta, 
Georgia  30904;  telephone  404-724-2973. 
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Treatment  of  Massive  Hemoptysis  with  Unilateral  Lung 
Ventilation  and  Bronchial  Artery  Embolization 

Kevin  McCusker,  M.D.,*  David  Nicholson,  M.D.,**  and  Ernest  Ferris,  M.D.*** 


ABSTRACT 

■V  t)2-year-old  white  male  developed  life  threat- 
ening hemoptysis.  Management  consisted  of  uni- 
lateral hmg  ventilation  followed  by  bronchial 
artery  embolization  tvith  Cfeltoam.  This  method 
re(]uires  a team  approach  toward  airway  manage- 
ment and  angiographic  intervention.  Unilateral 
ventilation  of  the  hmg  with  a large  bore  single 
^ hnnen  tube  may  offer  some  benefit  over  use  ot 
^ double  hnnen  tubes  in  this  setting. 

Massive  hemoptysis  is  a life-threatening  condi- 
tion. .Standard  therapy  consists  of  ventilatory 
support  until  the  bleeding  into  the  airway  can  be 
I controlled.  Several  methods  are  used  to  control 
' bleeding:  emergency  pneumonectomy,  occlusion 
of  the  bleeding  subsegement  of  the  lung  with  a 
Fogarty  catheter,  balloon  occlusion  of  the  pulmo- 
nary artery,  vasopressin  infusion,  and  bronchial 
I artery  embolization.’  •'*  Since  most  patients  with 
massive  hemoptysis  will  have  embarassment  of  the 
airway  and  gas  exchange,  surgery  is  potentially 
risky.  Therefore,  less  invasive  methods,  if  avail- 
able, may  be  of  benefit  to  the  ])atient.  This  pajjei 
reports  treatment  of  ma.ssive  hemojitysis  by  uni- 
j lateral  lung  ventilation  followed  by  bronchial 
' artery  embolization. 

CASE  HISTORY 

A 62-year-olcl  white  male  jnesented  to  the  l.ittle 
Rock  Veteran's  Administration  Hospital  on 
5/23/82  complaining  ot  coughing  up  i/o  cu])  of 
bright  red  blood  cluriug  tlie  clay  of  admi.ssion.  He 
! had  no  previous  history  of  hemoptysis.  He  had  a 


I Departments  of  Medicine  and  Radiologv,  Universitv  of  Arkansas 
I Medical  Sciences  Campus,  and  laltle  Rock  Veterans  AdniinistialiO'ii 
Medical  Center. 

f Reprint  recpicsts  to  Dr.  Nicholson,  I’ulinonary  Division.  Little 

' Rock  Veterans  Administration  Medical  Center,  300  Last  Roosevelt, 
Little  Rock,  Arkansas  72206. 

‘Washington  University  Scliool  of  Medicine,  660  S.  Liulid.  St. 
Louis.  Missouri  63110. 

•‘North  Little  Rock  Pulmonary  Clinic.  P.A.,  1924  Fendlcy  Drive, 

' Suite  114,  North  Little  Rock.  .Arkansas  72114. 

I ••‘University  of  .Arkansas  Medical  Sciences  Campus.  4301  W. 

j Markham,  Slot  556,  Little  Rock.  .Arkansas  72205. 


()0  pack  year  .smoking  history.  There  were  no 
other  associated  pulmonary  symptoms. 

Past  medical  history  was  positive  for  heavy 
alcohol  intake  and  Parkinson's  di.sease.  Review 
ol  .symptoms  was  negative.  Physical  examination 
showed  a middle  aged  man  in  no  acute  distress. 
Blood  presstire  was  180/110  mm  Hg:  other  vital 
signs  were  normal.  C/hest  exam  was  normal. 
There  was  evidence  ot  recent  bleeding  in  both 
anterior  nates  and  tlie  hypopharynx. 

Hemoglobin  was  11  g/dl,  platelet  count  was 
132,000.  Cdotting  studies  were  normal.  EKCi 
showed  possible  lelt  ventricular  hypertrophy. 
Chest  radiograjih  showed  calcified  granulomas. 
(Figure  la)  Filieroptic  ijronchoscopy  showed 


Ligurc  l.\. 

Chcsi  lociitgc-nogiaph  d.n  ot  admission. 

blood  in  the  anierior  nates.  Vocal  cords  were 
normal,  and  a systematic  examination  ol  the 
tracheobronchial  tree  revealed  changes  of  c hronic 
bronchitis  hut  no  active  Ijleeding  sites. 

Fhe  patient  was  placed  at  bed  rest  and  given 
oral  codeine.  1 lie  following  clay  he  began  to 
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cough  large  amounts  of  red  blooil.  By  late  alter- 
noon,  his  hematocrit  was  32.  Repeat  bronchos- 
copy showed  pidsating  blood  How  Ironi  the  lelt 
lower  lobe.  The  patient  was  immediately  intti- 
batcd  over  the  Iironchoscope  with  a #9  endo- 
tracheal tube.  1 he  lip  of  the  endotracheal  tube 
was  positioned  in  the  right  mainstem  bronchus 
just  proximal  to  the  take  off  of  the  right  ujiper 
lobe.  Cliest  radiograph  20  minutes  after  iutidja- 
tion  showed  ojiacil  icat  ion  of  the  left  lung. 
(Figure  lb) 


Figure  IB. 

Chest  roentgenograph  20  minutes  after  selective  right  mainstem 
hronclius  intubation. 


.\  Berman  catheter  was  introduced  into  the 
right  femoral  vein  and  flow  directed  into  the  left 
pulmonary  artery.  Anteriography  of  the  left  lung 
was  normal.  The  left  bronchial  artery  take-off 
ivas  then  catheterized  via  the  right  femoral  artery. 
Its  origin  was  on  the  right  side  of  the  aortic  arch, 
an  unusual  location.'’  Uontrast  injection  showed 
extravasation  into  the  left  lower  lobe  bronchus. 
(Figure  Ic)  I'he  bleeding  bronchial  artery  was 
then  partially  occluded  with  12  .small  pieces  ol 
del  foam. 

I he  patient  was  returned  to  the  medical  inten- 
sive care  unit  where  carefid  lavage  of  the  left  lung 
was  performed  to  remove  clots.  Thirty-six  hours 
later,  the  chest  radiograph  was  nearly  normal,  and 
the  patient  was  successfully  extubated.  Fie  had 
no  further  episodes  of  hemoptysis.  At  follow-up 
visit  one  month  later,  he  had  no  complaints. 

DISCUSSION 

.Several  aspects  of  the  management  of  this  case 
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are  of  interest.  First,  intubation  of  the  right  main- 
stem  bronchus  provided  protection  of  the  right 
lung  airway  and  allowed  adecjuate  gas  exchange 
until  his  bleeding  could  be  controlled.  We  de- 
cided to  use  a large  single  lumen  tube  so  that  a 
fiberoptic  bronchoscope  coidd  be  passed  easily  to 
suction  blood  which  had  spilled  into  the  right 
lung.  Further,  a double  lumen  tube  can  be  diffi- 
cult to  insert.^  The  rapid  accumulation  of  blood 
in  the  left  lung  demonstrated  in  Figure  lb  shows 
the  need  lor  immediate  jnotection  of  the  airway. 
I’hus,  the  technically  easier  method  of  selective 
intubation  of  the  contralateral  lung  with  a single 
lumen  tidje  may  be  safer  for  the  patient  in  this 
situation. 

The  cineangiogram  demonstrated  bleeding 
from  the  left  bronchial  artery.  Cineangiography 
offer  some  technical  advantages  over  conventional 
roentgenograms  in  that  a dynamic  examination 
may  illustrate  extravasation.  However,  cineangio- 
graphy does  not  provide  the  feasibility  of  sub- 
traction films  to  demonstrate  the  spinal  artery, 
which  may  come  off  the  right  intercostal  bronchial 
' artery  trunk.'’  In  this  instance,  the  cineangiogram 
clearly  demonstrated  that  the  left  bronchial  artery 
arose  from  the  aorta  and  was  a true  bronchial 
artery.  Hence,  it  would  be  distinctly  unusual  for  a 
sjiinal  artery  to  originate  from  this  vessel.  There- 
fore, embolization  was  initiated  immediately. 

Bronchial  artery  embolization  offers  dramatic 
results  in  patients  wdth  massive  hemoptysis.^  The 
procedure  can  be  done  rapidly  with  little  risk  to 
tlie  patient.  Control  of  massive  blood  loss  by 
arterial  embolization  may  obviate  a thoracotomy. 

We  conclude  that  bronchial  artery  emboliza- 
tion can  be  used  to  treat  massive  hemoptysis  if 
adecpiate  ventilatory  support  can  be  provided 
during  the  radiographic  intervention.  This 
method  requires  a team  approach  toward  airway 
management  and  angiographic  intervention.® 
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Dieting  and  Carotenemia  — Sometimes  a Cause  and  Effect 

John  D.  Wells, 


SUMMARY 

Yellowish  discoloration  of  the  skin  occnrred  in 
two  patients  w'hile  dieting.  Ingestion  of  carrots  as 
low  calorie  food  items  had  produced  carotenemia. 

complete  dietary  history  in  patients  with  xan- 
thodermia  on  weight  control  diets  is  essential. 

Carotenemia  is  a disorder  associated  with  in- 
creased blood  concentrations  of  carotene  frequent- 
ly due  to  excessive  ingestion  of  foods  containing 
large  amounts  of  this  substance.  Because  many 
low  calorie  foods  like  carrots  contain  large  per- 
centages of  carotene,  many  tlieters  ingest  a great 
quantity  of  this  substance,  often  resulting  in 
carotenemia.  'Ihis  can  be  alarming  to  both  pa- 
tient and  physician  if  the  problem  is  not  identified 
qinckly.  Although  the  relationship  between  diet- 
ing and  the  ingestion  of  carrots  has  been  variously 
referred  to  by  others, the  following  two  cases 
emphasize  the  clinical  significance  of  this 
association. 

Case  No.  1— A.  G.,  a 39-year-old  white  female 
food  checker,  presented  to  the  office  because 
friends  and  family  had  noticed  she  was  “turning 
yellow.”  She  felt  well,  but  admitted  she  had  lieen 
trying  to  lose  weight.  Because  she  liked  the  taste 
of  carrots  (cooked  and  uncooked)  and  because 
cairots  are  known  to  have  a low  calorie  content, 
site  had  consumed  six  to  eight  large  carrots  per 
day  for  the  preceding  eight  weeks.  The  physical 
examination  showed  yellowish  discoloration  of 
the  nasolabial  folds  of  the  face,  forearms,  and 
])alms  of  the  hands.  The  sclerae  were  not  icteric, 
and  there  was  no  hepatomegaly.  The  laboratory 
data  revealed  normal  values  for  CBC,  urinalysis, 
liver  function  studies,  T4,  and  cholesterol.  The 
serum  carotene  was  elevated  to  680  mcg/dl 
(normal  60  to  200  mcg/dl).  The  yellowish  skin 
changes  cleared  within  four  to  six  weeks  after  the 
ingestion  of  carrots  was  sto])ped. 

Case  No.  2— A.  W.,  a 34-year-old  white  female 
bank  teller,  came  to  tlie  office  after  a nurse  friend 
commented  that  she  had  a yellow  color  to  her  face. 
The  patient  had  noted  that  her  hands  w'ere 
“yellow  as  a pumpkin.”  She  reported  a 20-pound 
weight  loss  over  the  past  12  months  while  on  a 


*"Cooper  Clinic,  P.A.,  Waldron  Road  at  Ellsworth,  P.  O.  Box  3528, 
Tort  Smith,  Arkairsas  72913,  (501)  452-2077. 


“Weight  Watchers  Diet.”  She  also  reported  that 
she  liked  carrots  and  usually  ate  six  carrots  per 
day.  However,  for  the  past  two  weeks  she  had  not 
eaten  carrots  to  see  if  the  yellow  skin  color  would 
fade.  The  physical  examination  showed  yellowish 
discoloration  of  the  skin,  especially  the  hands, 
back,  face,  and  abdomen,  d’he  sclerae  were  non- 
icteric,  and  the  mucous  membranes  were  unre- 
markable.  There  was  no  hepatomegaly.  The 
laboratory  data  revealed  a normal  CBC,  liver 
profile,  and  cholesterol.  The  serum  carotene  was 
elevated  at  409  mcg/dl.  After  abstaining  from 
eating  carrots  for  an  additional  three  w'eeks,  the 
yellow'  skin  coloration  faded. 

COMMENT 

Carotenemia  due  to  excessive  ingestion  of  car- 
rots was  first  described  in  the  United  States  in 
1919.  * Most  previous  cases  were  described  during 
Workl  War  If,  especially  in  Great  Britain,  when 
meats  and  other  footl  items  were  in  short  supply. 
I'oday  dieters  often  use  carrots  for  snacks  and  as 
sid)stitutes  for  higli  calorie  food  items.  One  large 
carrot,  weighing  approximately  100  grams,  con- 
tains 42  calories.® 

Since  weight  loss  is  the  primary  objective  in 
calorie  reduction  diets,  another  disorder  which 
may  be  confused  with  “dieter's  carotenemia”  is 
uncontrolled  diabetes  mellitus.  In  this  condition, 
carotenemia  may  be  present  due  to  hyperlipemia, 
which  results  in  increased  amounts  of  betalipopro- 
teins,  the  major  carriers  of  carotene  in  the  blood. 
Other  associated  symptomatology  usually  suggests 
the  diagnosis  of  uncontrolled  diabetes  mellitus  so 
that  differentiation  of  these  tw'o  disorders  is  not 
difficidt. 

The  clinical  condition  most  commonly  con- 
fused with  carotenemia  is  jaundice.  How'ever,  the 
absence  of  yellow'ish  discoloration  of  the  sclerae 
and  mucous  membranes  in  carotenemia  shoidd 
make  this  differentiation  not  difficult.  A simple 
laboratory  method,  described  by  Cohen,*  can 
quickly  separate  jaundice  from  carotenemia  as 
described  below: 

“Etjual  volumes  of  serum,  absolute  alcohol,  and 
petroleum  ether  are  shaken  together  in  a test  tube, 
and  left  to  stand.  In  carotenemia,  the  top  layer 
of  petroleum  ether  shows  a yellowdsh  discolora- 
tion. In  jaundice,  it  is  the  middle  layer  of  alcohol 
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that  the  bile  ])igtiiciits  are  dissolved,  atid  these 
ofteti  color  also  the  bottom  layer  of  precipitated 
pi  oteiiis.” 

Most  atithorities  agree  that  caroteiiemia  is  a 
betiigii  condition.  However,  when  it  is  associated 
with  hypervitaminosis  A,  significant  hepatotoxi- 
city  has  been  re])orteil  atwl  in  some  cases  the 
hepatic  injury  appears  irreversible.® 

liecanse  of  the  expetise  and  anxiety  that  may 
prevail  if  “dieters  carotenemia”  is  not  quickly 
diagnosed,  a careftil  dietary  history  should  be 
obtained  in  any  patient  with  yellowish  skin  dis- 
coloration; particularly  if  a recent  effort  has  been 
made  at  weight  control. 
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ELECTROCARDIOGRAM  OF  THE  MONTH 

▼ 

• •••••  •••  «••  ••• 


• • 


The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 


(See  Answer  on  Page  403) 


HISTORY:  S.  O.  is  a 50-year-old  man  v/ho  presented  to  the  hospital  with  crushing  substernal  chest  pain  of  two 
hours  duration.  His  blood  pressure  was  80/40  mmHg,  crackles  were  present  in  both  lungs,  and  an  S3  gallop  was 
noted.  A prior  electrocardiogram  was  normal.  What  do  you  think  about  the  trace? 


J.  Lynn  Davis,  M.D.,  and  John  W.  Watson,  M.D. 
UAMS-LRVAMC  Division  of  Cardiology 
Little  Rock,  Arkansas 
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Nerve  Entrapment 


Syndromes 


I.  Leighton  Millard,  M.D.* 


! 1 

I 1 his  article  is  intended  to  provide  a sunnnary 
;i!  and  a memory-jogger  of  symptoms,  clinical  liiul- 
il  ings  and  ap|)ropriate  special  tests  that  will  aid  in 
diagnosis  and  treatment  of  nerve  entrapment 
syndromes. 

II 

Extremity  pain  and/or  loss  of  function  is  often 
ctinsed  by  entrapment  of  a nerve.  The  treatment 
of  this  problem  depends  on  accurate  establishment 
of  the  diagnosis.  In  turn,  diagnosing  the  location 
of  the  nerve  pressure  requires  a high  degree  of 
suspicion  and  some  basic  anatomical  knowledge. 

III 

\V"e  should  remember  that  nerve  entrapment 
can  and  does  have  two  components  or  mechanisms 
that  produce  changes  in  neiwe  function.  Conqnes- 
sion  neuropathy  or  neuropraxia  accompanied  by 
stretching  of  the  compromised  nerve  are  the  basic 
neurophysiological  changes  that  occur.  With  pro- 
longed compression,  wallerian  degeneration  can 
occur  (known  as  axonotmesis). 

IV 

Pain,  paresthesias  and/or  weakness  are  the 
clinical  manifestations  of  these  nerve  changes  and 
the  anatomical  location  will  determine  to  a large 
extent  the  necessity  to  surgically  relieve  the  nerve 
I ijressure  or  irritation. 

i Figures  I ami  II  represent  the  more  common 
/ nerve  entrapment  syndromes  of  the  extremities. 

ii  It  is  evident  that  the  history  is  very  important  in 
il  localizing  the  nerve  compression  and  that  the 
Ii  d inel’s  sign  is  very  important  as  a confirmatory 
f test.  In  those  cases  witere  the  nerve  is  superfic  ial 
I enough  to  be  accessible,  a light  tapping  of  the 

* *Little  Rock  Orthopedic  Clinic,  9500  Lilc  Drive,  P.  O.  Box  5270, 
!|  Little  Rock,  Arkansas  72215. 


course  of  the  nerve  proceeding  from  proximal  to 
distal  will  reproduce  the  patient’s  symptoms  when 
the  irritated  area  of  nerve  is  reached.  It  is  also 
apparent  that  electromyography  and  nerve  con- 
duction testing  are  important  diagnostic  tools  but 
we  must  remember  that  positive  findings  on  these 
tests  may  lag  as  much  as  2-3  weeks  behind  the 
onset  of  symptoms. 

VI 

Cfl.OSS.ARY 

EMCi:  elect romyography 

NCT:  nerve  conduction  test 
(motor  and  sensory) 

Pinch  Sign:  no  active  flexion  at  tips  of  thumb 
and  index  finger 

Phaicns:  forced  maximum  passive  flexion  at 
wrist  for  one  minute— when  positive, 
causes  paresthesias  or  pain  in  palm  of 
the  hand 

Fromcnis:  hyperflexion  of  the  tips  of  the 
thumb  and  index  finger  when 
pinching 

Allens:  examiner  compresses  the  radial  and 
tdnar  arteries  with  hand  above  pa- 
tient’s head— if  releasing  radial  allows 
“pinking  ujr’’  of  the  hand;  then  hold- 
ing radial  and  releasing  idnar  allows 
“ijinking  up”,  then  both  aiteries  are 
patent 

NSAID:  non  steroichd  anti-inflammatory  drug 

.\SIS:  anterior  superior  iliac  spine 

VII 

A word  of  explanation  is  necessary  in  regard  to 
the  ireatment  columns  of  Figures  I and  II.  In 
many  instances,  rest  l)y  s|dinting  and/or  sling  cvill 
relieve  symptoms;  but,  if  sym])toms  persist  oi 
worsen,  surgery  must  be  considered.  In  some  in- 
stances of  racli;d  nerve  pressure,  surgery  should  be 
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delayed  as  much  as  3-4  months. 

VIll 

Patients  who  do  not  seek  medical  treatment 
until  permanent  nerve  damage  and  joint  contrac- 
tures have  developed  may  still  be  aided  in  regain 
ing  iiinction  by  surgical  tendon  transfers. 

IX 

Nerve  entrapment  should  always  be  considered 
in  the  differential  diagnosis  of  any  painftil  ex- 
tremity, especially  if  any  history  of  ntimbne.ss  or 


tingling  is  elicited. 
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PUBLIC  HEALTH  AT  A GLANCE 


Manifestations  of  Cultural  Transition  Presenting  as  Health 
Problems  in  Southeast  Asian  Refugees 

Lucy  Towbin,  M.S.W.* 


jP rom  October  19(S2  through  Septenil^er  IhS-}, 
143  newly-arriving  relngees  came  to  Arkansas, 
riiis  does  not  include  secoiulary  migrants  from 
other  states,  whose  numhers  are  harder  to  deter- 
mine. The  new  arrivals  included  7h  Vietnamese, 
19  Laotians,  Ih  khmer  ;Cambotlians),  12  liatjis, 
11  Polish,  6 Rumanians  and  3 Hungarians.  .Se- 
bastian, Pulaski  and  Renton  counties  had  tlie 
highest  number  of  arrivals,  with  a few  in  seven 
other  counties  scattered  around  the  st;ite.  It  is 
estimated  that  the  tot;tl  number  of  refugees  livitig 
in  Arkansas  is  4,900-9,300.  Lhe  typical  new  arrival 
is  under  forty  years  old  and  is  sponsored  by  a 
i family  member  already  living  in  .Arkansas.  Al- 
though the  number  of  new  refugees  in  the  United 
States  has  decreased  the  last  two  years,  the  Oflice 
on  Refugee  Resettlement  expects  72,000  in  19<S4. 
This  includes  50,000  from  Southeast  Asia.^ 

Ihis  paper  will  make  some  generalizations 
aboitt  presenting  problems  of  refugees  from 
Southeast  Asia.  It  is  ho])ed  that  this  will  be  help- 
ful to  the  Arkansas  physician  with  a Southeast 
[Asian  refugee  patient. 

ilHE  TRAUMA  OF  TRANSITION 

Even  in  the  best  circumstances  people  experi- 
lence  culture  shock  when  they  move  to  a country 
with  a culture  cjuite  different  from  their  owm.  A 
'refugee  coming  to  the  United  States  has  probably 
Iliad  a number  of  additional  stresses  that  an  immi- 
grant woiddn’t  have  experienced.  Stressful  exper- 
iences most  refugees  have  had  include: 

' 1.  Traumatic  and  violent  ujirooting  from 

homeland. 


•Refugee  Program  Coordinator.  Arkansas  Department  of  Health. 
4815  West  Markham,  Little  Rock,  Arkansas  722()5. 


2.  Shock  of  sepal  at  ion  from  family  and 
friends. 

3.  Long  and  uncertain  periods  of  waiting  in 
Refugee  camjjs. 

4.  Cadtural  alienation. 

5.  M ixed  reactions  from  .Vmericans. 

0.  Future  uncertainties. 

7.  Language  difficulties. 

<S.  Unavailability  of  jobs  a|i|iropriate  to  pre- 
I'ious  training  and  experience. 

9.  Inadecpiate  lii  ing  arrangements. 

10.  Uonllict  with  sponsors. 

1 I.  Rreakdown  in  traditional  family  structure, 
generational  conflict.- 

Many  Vietnamese  Refugees  women  were  raped 
repeatedly  by  I’hai  jiirates  when  they  tried  to 
escape  by  boat  to  lliailand.  They  usually  keep 
this  a secret  if  they  survived,  because  they  are 
ashamed  and  some  men  may  be  reluctant  to  marry 
them  if  they  ktiow.  Many  Cambodians  were  vic- 
titns  of  labor  camps  and  torture,  and  may  have 
.seen  frietuls  and  family  members  tortured  and 
killed. 

BELIEFS  ABOUT  MENTAL  HEALTH 
IN  SOUTHEAST  ASIA 

Many  countries,  including  those  of  Southeast 
.Asia,  do  not  separate  health  and  mental  health 
the  way  we  do  in  the  United  States.  As  in  many 
developing  countries,  symptoms  we  would  con- 
sider to  he  emotional  disorders  or  mental  illness 
are  explained  by  most  Southeast  Asians  iti  one  of 
two  ways: 

1)  organically  as  a disorder  of  the  nervous 
system  or, 

2)  as  a supernatural  intervention:  demons,  bad 
spirits,  or  a curse. 
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J raditional  Cliinese  medicine,  practiced  by  some 
in  \'ietnam,  explains  psychiatric  problems  as  an 
imbalance  ol  “hot”  or  “cold”  elements. 

P,sychological  factors  are  rarely  seen  as  major 
determinant  factors  in  one's  life.  All  but  the  most 
extreme  jtsychological  problems  are  seen  as  givens 
of  existence  and  the  lot  of  every  human  being, 
d he  irroblem  is  seen  as  being  caused  by  external 
events  that  have  caused  the  suffering,  so  treatment 
is  seen  as  relief  of  the  external  pressure  rather 
than  learning  to  deal  more  effectively  with  emo- 
tions. If  external  events  cannot  be  changed  then 
tliey  should  be  accepted  as  part  of  life.  The  belief 
is  that  an  outsider  can  only  help  with  circum- 
stances, and  misery  is  for  the  individual  to  bear. 
Overt  manifestations  of  disharmony  and  hostility 
are  frowned  on.  If  any  emotion  is  expressed,  it 
rvould  be  understated.  The  behavior  of  an  indi- 
vidual is  seen  as  a reflection  on  their  family  and 
it  is  important  not  to  catise  shame  for  one’s  family. 
All  of  these  customs  and  beliefs  result  in  a re- 
luctance to  talk  about  emotions  to  anyone  but  a 
famih  member  or  close  friend. 

SYMPTOMS 

There  is  little  time  to  grieve  over  the  loss  of 
homeland,  friends,  family,  and  p'ossessions  when 
the  refugee  first  arrives  in  a netv  country.  They 
are  busy  wiih  essential  activities  such  as  getting  a 
job,  housing,  and  language  accpiisition.  There  is 
a sense  of  relief  and  cujjhoria  at  first  about  finally 
arriving  after  a long  wait  in  the  camps  or  a dan- 
gerous escape.  After  the  necessities  are  taken  care 
of  and  initial  adjustment  is  over,  there  is  time  to 
realize  some  of  the  clil  ferences  in  their  culture  and 
ours.  At  this  point  they  may  begin  to  feel  home- 
sick, helpless,  and  lonely.  There  nitty  be  anxiety 
and  survivor  guilt  over  those  left  behind. 

"WTincn  may  cry  easily.  Men  are  more  likely  to 
be  absent-minded.  There  is  a tendency  to  soma- 
tize.  One  study  found  .^>0%  of  medical  problems 
in  refugees  treated  in  local  clinics  to  have  no 
organic  catise.^  Family  |)roblems  may  develop 
after  a reftigee  family  has  been  here  for  some  time. 
Children  learn  English  and  American  customs 
faster  than  their  parents  and  intergenerational 
conflicts  may  develop.  Problems  between  hus- 
Irancl  and  wife  may  develop  when  the  wife  goes 
to  work  and  becomes  more  assertive  than  she 
would  have  been  at  home. 

A physician  may  be  jtresented  with  a problem 


of  a physical  nature  because  direct  disclosure  of 
worry,  despair,  etc.  would  be  seen  as  indiscrete 
burdening  others  with  one’s  problems.  Common 
complaints  are  headache,  insomnia,  back  pain, 
“weak  heart”,  “weak  nervous  system”,  (inability 
to  concentrate,  poor  memory,  irritability),  “weak 
kidney”  (for  male  sexual  dysfunction”).  Even  con- 
ditions with  a clearly  organic  cause  may  be 
aggravated  by  the  stre.ssful  circumstances  the 
refugee  has  experienced. 

TREATMENT 

In  treating  a person  from  another  culture  it  is 
helpful  to  first  be  aware  of  one’s  own  values  and 
cultural  orientation  toward  health  care  and  psy- 
chothertipy.  A lack  of  awareness  could  be  a barrier 
to  understanding  what  is  going  on  with  someone 
from  a very  different  culture.  It  is  important  to 
keep  in  mind  the  kinds  of  stress  a refugee  patient 
is  likely  to  be  experiencing,  even  when  the  pre- 
senting problem  is  clearly  of  a .somatic  nature. 
Special  areas  in  history  taking  important  for  a 
Southeast  Asian  refugee  patient  are:  1)  what  life 
was  like  in  their  home  country  and  what  prolrlems 
and  stresses  they  had  before  leaving;  2)  the  escape 
process:  why  they  left,  who  came  with  them  and 
who  stayed  behind,  what  threats  or  losses  occurred 
on  the  way:  3)  refugee  camp  problems  and  diffi- 
culties, diet  in  the  camp;  4)  attitudes  about  being 
in  the  United  States;  and  5)  ctirrent  worries  and 
future  outlooks.'*  Whenever  possible  a bilingual/ 
bicidtural  jnofessional  should  be  used  for  the 
refugee  with  poor  to  fair  English  skills.  In  some 
areas  of  Arkansas  interpreters  are  available 
throtigh  Arkansas  Department  of  Health,  U.  S. 
Catholic  Charities,  or  providers  contracted  by 
.\rkan.sas  Social  Services.  Many  times  an  Interpre- 
ter/Caseworker woidd  be  a more  appropriate 
referral  for  non-])sychotic  emotional  problems 
than  a mental  health  professional  who  doesn’t 
understand  their  culttire  and  who  the  refugee 
probably  wouldn’t  feel  comfortable  talking  to. 
They  may  be  able  to  help  explain  to  the  physician 
what  the  refugee  patient  is  experiencing  and  the 
significance  of  it  in  the  context  of  their  culture. 

In  another  state  with  a large  Hmong  refugee 
pojmlation  there  was  a sudden  outbreak  of  what 
large  numbers  of  llmongs  described  as  “bugs  in 
the  veins  and  under  the  skin”.  American  physi- 
cians tried  various  medications  as  well  as  placebos. 
When  nothing  else  seemed  to  help  they  brought 
in  a Hmong  practitioner  from  another  state  with 
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])icsiigc  ill  traditional  Ilniong  pradices  as  well  as 
wesiein  medical  cxpcrieiue.  A community  treat- 
ment iveckend  was  held  with  both  group  and 
individuiil  sessions.  Many  of  the  1 Imong  did  h;ive 
real  intestinal  [lartisites  and  n’ere  treateil  lor  these, 
but  the  presence  of  the  I Imong  practitioner  was 
felt  to  he  the  key  in  reassurance  to  the  community 
that  the  treatment  i\as  complete.  It  was  felt  that 
this  also  heljied  the  1 Imong  accept  the  tvesiern 
treatment  and  would  make  it  more  likely  that  in 
the  future  they  irill  trust  a western  physician. 

This  example  is  a somewhat  extreme  one,  both 
in  the  measures  taken  and  in  the  fact  that  the 
Hmong  generally  have  the  least  understanding 
among  the  Southeast  Asians  of  western  medical 
practices.  Nevertheless,  it  illustrates  the  way 
understanding  a patient's  cultural  background 
can  be  helpfid  in  their  treatment. 

For  the  refugee  who  sjieaks  English  well  and  is 
comfortable  talking  to  an  American  physician  or 
counsellor,  the  Peace  Corps  discusses  ineffective 
and  effective  ways  to  deal  with  culture  shock  that 
could  benefit  the  refugee: 

Ineffective  ways  of  dealing: 

a.  Running  from  problem,  denial,  suppression 
—withdrawal  and  isolation  from  new  cul- 
ture, perhaps  with  owm  countrymen. 

b.  “Go  native’’— become  completely  immersed 
in  new’  culture  and  deny  own. 

c.  Attempt  to  “right’’  new'  culture- jjerson 
wants  culture  to  adapt  to  them  rather  than 
adapting  to  culture. 

More  effective: 

First,  clarify  own  beliefs,  behavior,  cidtural 
identity.  They  learn  about  beliefs,  behavior, 
etc.  of  new  culture.  The  final  step  involves 
adapting  to  the  new  culture  without  forgetting 
old  beliefs  or  values.  Accept  and  integrate 
necessary  aspects  of  the  new  culttire  that  W’ill 
help  achieve  goals  there.® 


I here  may  be  a lack  of  niulerstauding  of  role 
dil ferentiation  of  different  professionals  for  the 
■Southeast  Asian  relugee  because  there  was  less 
speciali/ation  in  their  country.  If  the  physician 
has  gained  the  trust  ol  the  refugee  patient  they 
may  expec  t the  ]thysician  to  help  with  a variety 
of  problems.  .\  bilingual  bicultural  interpieler 
can  also  be  helplid  in  this  situation  to  explain 
to  the  relugee  about  different  professionals’ 
roles  and  to  refer  to  others  foi  assist:mce  Avhen 
necessary. 
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ANSWER— Electrocardiogram  of  the  Month 

DISCUSSION:  The  patient  Is  in  sinus  rhythm.  The  QRS 
duration  is  0.12  seconds  and  a right  bundle  branch  block 
pattern  is  present.  The  ST  segments  are  markedly  ele- 
vated from  Vj  through  V5  and  Q waves  are  present  from 
Vj  through  V3.  These  changes  are  compatible  with  acute 
infarction  associated  with  acute  right  bundle  branch  block. 
His  clinical  picture  suggests  that  he  may  be  in  a low  output 
state.  Strong  consideration  should  be  given  to  a very 
aggressive  approach  to  the  patient,  including  decisions 
concerning  pulmonary  artery  catheterization  and  a tempo- 
rary pacemaker.  The  feature  editor  wishes  to  thank  Dr. 
Lynn  Davis  of  the  UAMS-LRVA  Division  of  Cardiology  for 
his  assistance  with  this  month's  electrocardiogram. 
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Recent  Advances  in  Anticonvulsant  Management  of 
Childhood  Seizure  Disorders 

Robert  C.  Woody,  M.D.* 


J^nowledgeable  anticonvulsant  management 
of  childhood  seizure  disorders  can  dramatically 
lednce  the  severity  and  fretjuency  of  seizures  and 
thereby  improve  the  behavioral  and  jjsychosocial 
adaptation  of  the  childd  These  benefits  must  he 
achieved  while  minimizing  both  drug  toxicities 
and  medical  expenses  for  the  patient.  Today  im- 
proved medical  management  has  resulted  from 
recent  advances  in  the  pathophysiologic  under- 
standing of  childhood  seizures,  technical  advances 
in  neurophysiologic  diagnosis,  scientifically-ha.sed 
reclassification  of  the  disorders,  recent  additions 
of  safe  and  effective  anticonvidsants,  and  moni- 
toring of  anticonvidsant  levels.  These  factors  and 
the  reemerging  role  of  surgery  in  the  management 
of  refractoiy  epilepsy  have  been  reviewed  at 
length  recently. Tliis  review  will  selectively 
addiess  recent  advances  j)ertinent  to  the  medical 
management  of  pediatric  seizure  disorders. 

The  Reclassification  of  Seizure  Disorders 

Current  classification  of  seizure  disorders  is 
derived  from  the  clinical  and  neurophysiologic 
concensus  achieved  by  the  International  League 
.\gainst  Epilepsy  (ILAE).  The  goal  of  the  I LAE 
standardization  of  terminology  was  to  cluster 
accurately  disorders  in  order  to  facilitate  com- 
munication, in  particular  regarding  to  the  devel- 
opment and  assessment  of  new  anticonvulsant 
agents.  Of  note,  older  terms  such  as  “petit  mal,” 
“p.sychomotor  seizures,”  etc.,  have  been  surplanted 
by  “absence,”  “complex  partial  seizures,”  etc. 

Table  1,  International  League  Against 
Epilepsy  Standard  Terminology  of  Seizure 
Disorders  (1981)® 

I.  Partial  (focal)  seizures— behavioral  or  EEC 
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atric Neurology,  Department  of  Pediatrics,  University  of  Arkansas  for 
Medical  Sciences  and  .Arkansas  Children’s  Hospital,  Little  Rock, 
Arkansas  72205. 

.Address  correspondence  and  reprint  requests  to:  Robert  C.  Woody, 
M.D.,  Department  of  Pediatrics,  University  of  Arkansas  for  Medical 
Sciences,  4301  West  Markham  Street  Little  Rock,  .Arkansas  72205, 
(501)  370-1850. 


evidence  of  involvement  of  only  one  area  or 
hemisphere  of  the  brain.  Seizures  which  do 
not  alter  consciousness  are  termed  simple 
partial,  those  which  do  alter  consciousness  are 
termed  complex  partial. 

A.  Simple  partial  seizures 

1.  With  motor  signs 

2.  With  somatosensory  or  special  sensory 
symptoms 

3.  With  autonomic  symptoms  or  signs 
•1.  With  psychic  signs 

B.  Complex  partial  seizures  (previously 
termed  psychomotor  or  temporal  lobe) 

1.  Simple  partial  onset  followed  by  im- 
paired consciousness 

2.  With  impaired  consciousness  from  the 
onset 

C2  Partial  seizures  evolving  to  generalize 
tonic/clonic  seizures 

II.  Generalized  seizures  (convulsive  or  nonconvul- 
sive).  Behavioral  and  EEG  manifestations  are 
generalized  from  the  onset,  that  is,  presenting 
over  both  hemispheres  of  the  brain  simul- 
taneously. 

A.  Absence  (previously  termed  petit  mal) 

B.  Atypical  absence 

C.  Myoclonic  seizures 

D.  Clonic,  tonic,  or  tonic  clonic  seizures 

E.  Atonic  seizures 

E.  LInclassified  seizures  (including  subtle  neo- 
natal seizures,  etc.) 

The  Appearance  of  New  Anticonvulsants 

In  1851,  bromide  therapy  was  introduced  for 
seizure  management.  Subsequently,  phenobarbi- 
tal  (1912)  and  phenytoin  (1938)  appeared.  Eol- 
lowing  this  series  of  drugs  either  specifically 
developed  as  anticonvulsants  or  empirically  found 
to  be  anticonvulsants  became  available  including 
other  hydantoins  (mephenytoin,  ethotoin,  etc.) 
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barbiturates,  mephobarbital  (inctharbital,  primo- 
<lone,  etc.),  oxazolicliuediones  (trimethadione, 
paramethadione)  and  others.  Since  the  Kelaufer 
I Amendment  (1962)  which  required  the  Food  and 
Drug  Administration  (FD.\)  to  license  only  those 
new  drugs  tvith  proven  safety  and  efficacy,  only 
I three  netv  anticonvulsants  have  been  licensed: 
carbamezepine  (1971),  clonazepam  (197.5)  and 
' valproic  acid  (1978). 

! Carbamezepine  (Tegretol®-Geigy) 

Carbamezepine  is  a compound  chemically  re- 
lated to  the  tricyclic  antidepressants.  It  is  par- 
!'  ticularly  effective  in  partial  seizure  disorders,  both 
|i  simple  and  complex.  Especially  when  other 
f agents  have  failed  or  have  had  intolerable  side 
1 effects,  for  example,  hyperkinesis  with  barbitu- 
,■  rates  or  hirsutism  and  significant  gingival  hyper- 
I plasia  with  phenytoin,  carbamezepine  is  an 
i excellent  alternative. 

||  Carbamezepine  is  supplied  by  Geigy  as  a 200 
I mg  tablet  and  as  a new  100  mg  chewable  tablet  for 
children.  A syrup  can  be  prepared  when  tablets 
! cannot  be  used,  however,  the  medication  is  un- 
stable in  solution.  No  parenteral  form  is  avail- 
able. The  medication  is  rapidly  absorbed  orally 
(tm.^x  2-6  hrs)  and  has  a half-life  when  chronically 
• used  of  6 to  8 hours.  Doses  should  be  divided  two 
to  three  times  per  day.  Initially  carbamezepine  is 
started  at  a low  dosage  (around  10  mg/kg/day) 
I'  and  increased  slowly  to  prevent  excessive  drowsi- 
ness and  ataxia.  Tolerance  clearly  develops  in  two 
i to  three  days  to  these  toxicities  if  they  should 
l|  appear. 

"While  the  FDA  has  not  approved  carbameze- 
! pine  for  children  under  six  years  of  age  and 
' require  the  manufacturer  to  list  rather  threaten- 
ing potential  toxicities.  It  is  widely  appreciated 
' by  clinicians  that  carbamezepine  is  exceptionally 
safe.”'®  The  fear  of  hepatic  toxicity  and  aplastic 
anemia  following  usage  of  carbamezepine 
prompted  recommendations  for  baseline  and  fre- 
quent serial  determinations  of  hepatic  and  bone 
marrow  function.  The  need  and  practicality  of 
' these  laboratory  studies  has  been  seriously  ques- 
!i  tinned.  Hart  and  others  challenged  the  associa- 

I . . . 

I tion  of  aplastic  anemia  to  carbamezepine  and 
I calculated  that  in  1981  the  suggested  laboratory 
monitoring  would  cost  $2,161  for  the  first  year  per 
I patient.  This  expenditure  seems  excessive  in  view 
of  the  documented  safety  and  widespread  accept- 


ance of  catTamezepine.'’' 1'’  In  addition  to  this, 
maternal  usage  of  carbamezej)ine  appears  to  be 
free  of  teratogenicity  in  the  fetus  despite  wide- 
spread usage  for  over  20  yeai  s.  Carbamezepine  is 
a preferred  anticonvulsant  for  women  of  child- 
bearing  years.^  (Daly,  personal  communication)^^ 

Clonazepam-Clonopin®  Roche 

Clonazepam  is  a benzodiazepine  useful  in  mitior 
generalized  seizures  such  as  absence  and  minor 
motor  seizures  including  atonic  and  myoclonic 
seizures.  Increasingly  it  is  used  in  the  setting  of 
infantile  spasms.  Clonazepam  is  supplied  by 
Roche  for  oral  usage  as  a 0.5,  1 and  2 mg  tablet. 
It  is  easily  absorbed  orally.  Its  major  toxicity  is 
excessive  sedation.  The  anticonvidsant  effect  of 
clonazepam  is  limited  because  tolerance  often 
develops  within  several  months  causing  more 
frequent  seizures.  The  simultaneous  usage  of 
valproic  acid  in  clonazepam  may  worsen  minor 
motor  seizures.^ 

Valproic  Acid  (Depakene®,  Depakote®)  Abbott 

Valproic  acid  is  an  8-chained  fatty  acid, 
dipropylacetate,  totally  unrelated  chemically  to 
other  anticonvulsants.  Valproic  acid  is  widely 
used  in  generalized  seizure  disorders  including 
simple  absence  intractable  absence,^-  myoclonic 
seizures,  infantile  spasms,  and  other  generalized 
seizure  types.  Increasingly  it  has  been  successfully 
employed  in  both  adults  and  children  as  the 
primary  drug  for  tonic  clonic  .seizures  and  has 
been  as  successful  as  phenytoin. Of  interest, 
valproic  acid  given  as  a retention  enema  has  been 
successfully  used  for  status  epilepticus.^^ 

Valproic  acid  is  marketed  as  Depakene®  in  a 
250  mg  capsule  and  a 250  mg/ 5 cc  syrup.  Recently 
a newer  buffered  form,  Depakote®,  was  marketed 
by  Abbott  in  a 250  and  500  mg  capsule  reportedly 
having  similar  bioavailability  and  less  gastroin- 
testinal side  effects.  Valproic  acid  is  absorbed 
rapidly  orally  with  a peak  concentration  at  I to  4 
hours  and  a half-life  with  chronic  usage  varying, 
between  6 and  8 hours.  Valproic  acid  should  be 
given  two  to  three  times  per  day  following  meals 
to  minimize  gastrointestinal  complaints. 

Valproic  acid  is  a particular  well-tolerated  med- 
ication with  a low  incidence  of  sedation  or  other 
behavioral  side  effects.  Gastrointestinal  com- 
plaints may  occur,  but  can  usually  be  minimized 
by  dosing  after  meals  or  using  the  newer  form 
Depakote®.  Other  minor  side  effects  include 
rashes  and  alopecia.  More  serious  toxicities  in- 
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eluding  alarming  rejiorts  of  fatal  hepatotoxicity 
are  well  knownd^  Of  cases  reported  to  date,  all 
fatalities  have  cases  occured  during  the  first  six 
months  of  usage.  Other  significant  toxicities  in- 
clude hyiterammonemia  either  of  an  asymptomatic 
formic  or  associated  with  a Reyes-like  syndrome,’'^ 
asymptomatic  elevation  of  liver  function  studies,^'* 
transient  bone  marrow  depression,  and  prolonga- 
tion of  bleeding  times.  Because  of  these  known 
toxicities,  baseline  and  serial  follow-up  evalua- 
tions of  hepatic  and  bone  marrow  function  are 
necessary.  The  teratogenicity  of  valproic  acid  has 
been  suggested  by  various  groups.  In  particular, 
a strong  association  exists  between  maternal  usage 
of  valproic  acid  and  the  development  of  spinal 
dysraphic  states. For  this  reason  valproic  acid 
shotdd  not  be  used  in  pregancy. 

The  Establishment  of  Therapeutic 
Anticonvulsant  Levels  in  Neonates 

Recent  pharmacokinetic  studies  in  both  term 
and  pre-term  neonates  have  altered  the  dosages  of 
phenobarbital  and  phenytoin  given  these  patients. 
In  the  past  and  still  recommended  in  some  current 
therapetitic  manuals,  neonatal  phenobarbital  or 
j^henytoin  loading  doses  were  suggested  to  be  5 to 
10  mg/kg  with  maintenance  doses  of  5 to  8 
mg/kg/day.  It  is  now  clear  that  metabolism  and 
excretion  of  these  anticonvulsants  in  the  neonate 
are  cjuite  variable  and  unpredictable.  Painter, 
et  al,--  reported  that  intravenous  administration 
of  15  to  20  mg  kg  of  jihenytoin  and  phenobarbital 
to  neonates  produced  acceptable  serum  levels  of 
14.5  ±:  3 /Eg 'ml  and  20.7  ± 4.4  /xg/ml,  respective- 
ly. Maititenance  doses  of  both  anticonvulsants 
retptired  serial  anticonvulsant  level  determina- 
tions in  order  to  accurately  follow  patients.  In 
particular,  phenytoin  was  difficult  to  use  in 
neonates.  In  part,  elite  to  the  rapidly  evolving 
metabolic  and  physiologic  changes  in  the  neonate, 
progressive  changes  in  the  half-life  and  concentra- 
tion dependency  on  jihenytoin  occur  resulting  in 
decreasing  levels  of  the  drug  despite  constant 
doses  given. Therapeutic  plasma  levels  could 
not  be  achieved  by  oral  administration  of  the 
neonate  in  Painter’s  study.  Fischer,  et  al,^'*  re- 
ported significant  variability  in  phenobarbital 
half-life  in  neonates.  The  mean  being  103.4  hrs 
li;  49.1  hrs.  Fischer  recommended  loading  doses 
of  16  to  23  mg/kg.  Overall,  current  recommenda- 
tions for  neonatal  therapy  could  be  summarized 
as  initial  loading  doses  of  15  to  20  mg/kg  followed 


by  maintenance  doses  determined  by  serial  anti-  i 
convulsant  levels  in  order  to  maintain  a level  of  ' 
15  to  20  /Eg /ml  of  cither  anticonvulsant  in  the 
neonate. 

Attention  Given  to  Barbiturate  Behavioral 
Toxicity  in  Children 

Increasingly  with  the  introduction  of  newer 
anticonvulsants  ivith  fewer  known  behavioral  side 
effects,  barbiturate-induced  hy])erkinesis,  aggres-  1 
sivene.ss,  learning  disabilities,  sleep  disturbances, 
and  de[)ression  liave  become  apparent.  These  ‘ 
behavioral  toxicities  frequently  occur  perhaps  as 
often  as  in  42%  of  patients  given  barbiturates.-® 
Parents  and  teachers  report  significant  and  in-  : 
tolerable  changes  in  personality  and  attention  | 
span  in  these  children.  Even  rather  subtle  per-  | 
sonality  clianges  in  children  on  barbiturates  war-  | 
rant  strong  consideration  of  discontinuing  therapy 
and  substituting  other  medications,  in  particular, 
carbamezepine  or  valjiroic  acid.  The  controversy 
surrounding  barbiturate  treatment  of  febrile  sei- 
zure patients  is  heightened  when  the  patient 
experiences  behavioral  toxicity.  Hyperkinesis, 
shortened  attention  span  and  the  potential  for 
longer  term  cognitive  impairment,  in  general,  are 
unacceptable  costs  to  pay  to  reduce  the  frequency 
of  benign  febrile  seizures.-® 

The  Widespread  Use  of  Serum 

Anticonvulsant  Levels  I 

The  recent  widespread  availability  of  anticon-  j 
vulsant  levels,  both  in  academic  and  community  | 
settings,  have  permitted  clinicians  to  tailor  anti-  ; 
convulsant  therapy  to  each  patient.  In  addition 
to  this,  anticonvulsant  levels  determinations  have  ; 
illustrated  the  complexity  of  interactions  between  • 
anticonvulsants,  for  example,  the  pronounced 
effect  of  valproic  acid  on  phenobarbital  metabo- 
lism leading  to  barbiturate  intoxication.  Espe- 
cially with  the  widespread  usage  of  the  EMIT 
system  requiring  only  50  /e1  of  serum  for  determi- 
nations even  pre-term  infants  can  be  monitored. 

Several  points  should  be  clarified,  however, 
regarding  anticonvulsant  levels.  First,  no  “nor-  , 
mal”  level  exists.  Ranges  of  “therapeutic”  levels 
are  reported  by  laboratories  and  even  these  re- 
ported levels  are  statistical  representations:  if 
' the  patient  has  poor  seizure  control  despite  a 
“therapeutic”  anticonvulsant  level  then  it  is  not  : 
“therapeutic”  in  him.  Second,  reported  anticon- 1 
vulsant  levels  generally  do  not  distinguish  “free”  j 
from  protein-bound  anticonvulsant  fractions.  In  I 
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all  cases,  it  is  only  the  “Iree”  fraction  which  has 
' aiiticoiiviilsaiit  activity.  Those  factors  whicli  in- 
terfere with  jnotein  binding  may  also  alter  seiznre 
: control  without  changing  reported  set  nm  anticon- 
vulsant levels.  For  example,  hypoalhuminemia 
will  reduce  protein  binding  thereby  increasing 
the  “free”  fraction  of  the  anticonvulsant  anti 
possibly  leading  to  drug  toxicity  despite  anticon- 
vulsant levels  in  the  nontoxic  range.  Likewise, 
drugs  competing  for  proteiti  binding  may  also 
have  a similar  effect,  for  example,  aspirin  used 
' simultaneously  in  valproic  acid  therapy. Final- 
ly, anticotivulsant  level  determinations  are  not 
inexpensive  and  should  be  used  for  specific  indi- 
cations.-’ In  general,  following  achievement  of  a 
steatly  state  level  (reached  in  4 to  5 half-lives  of 
i the  medication  under  consideration)  one  anti- 
convulsant  level  is  often  warranted  to  determine 
the  manner  in  wdiich  the  patient  is  handling  the 
drug,  and  perhaps  to  check  on  medictil  compliance 
in  the  patient.  Following  this,  anticonvulsant 
levels  helpful  especially  in  the  patients  who  have 
not  achieved  the  expected  benefit  from  a standard 
prescribed  dosage  or  range  of  the  medication 
where  compliance  is  felt  to  be  present.  In  the 
clearly  drug  toxic  patient  often  a serum  level 
allows  formidation  of  a plan  to  titrate  the  medica- 
tion in  order  to  prevent  the  recurrence  of  seizures. 
Conclusion 

.Accurate  seizure  classification,  specific  prescrip- 
tion of  anticonvulsant  medications  to  the  indi- 
vidual seizure  patient  and  seizure  type,  apprecia- 
tion of  the  drugs’  benefits  and  risks,  and  careful 
clinical  and  laboratory  monitoring  of  anticon- 
vulsant therapy  optimizes  the  opportunity  for  the 
physician  achieving  and  maintaining  seizure  con- 
trol in  the  pediatric  patient. 
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Circadian  Rhythm 

Alfred  Kahn,  Jr.,  M.D. 


j^iological  rhythms  have  been  of  intense  in- 
terest to  physicians.  I’heir  presence  has  been 
manifest  in  many  ways:  by  animals  hibernating 
only  once  a year  and  collecting  fat  prior  to  that 
time;  from  animals  having  estrous  twice  per  year; 
the  menstrual  cycle  of  women  is  approximately 
one  month;  the  sleeping  cycle  tends  to  be  once  per 
day.  Moore-Ede,  Czeisler,  and  Richardson  have 
written  a fascinating  article  entitled  “Circadian 
d’imekeejjing  in  Health  and  Disease’’  {The  Neiu 
England  Journal  of  Medicine,  Vol.  309,  page  469, 
August  25,  1983).  Circadian  rhythm  refers  to  a 
rhythm  which  lasts  approximately  one  day.  As 
they  point  out,  Circadian  rhythms  are  important 
in  the  study  of  human  bodily  functions  as  there 
are  daily  variations  in  numerous  things  in  the 
human  body  including  temperature,  chemical 
levels,  and  so  on.  They  go  on  to  state  that  it  takes 
one  clay  for  this  world  to  go  through  one  total 
revolution  — day  and  night  — and  centuries  ago 
human  behavior  more  or  less  followed  the  cycle 
of  light  and  dark;  in  more  recent  times  this  has 
been  disrupted  by  modern  lighting.  One  extreme- 
ly important  disabling  occurrence  which  has  to  do 
with  Circadian  rhythm,  and  to  which  we  are  all 
exposed,  is  air  travel  across  time-zones. 

A good  deal  of  effort  has  been  made  to  identify 
the  systems  which  vary  on  a Circadian  basis.  Some 
of  them  include  sleep,  body  temperature,  cortisone 
concentration,  growth  hormone,  urinary  secretion 
of  potassium,  and  so  on.  They  relate  that  the 
rhythm  occurs  in  the  shape  of  waves  in  which  a 
wave  may  be  a single  pulse  or  a series  of  pulses. 
The  rhythms  are  said  to  vary  according  to  whether 
it  is  clay  or  night;  they  quote  a French  astronomer 
who  put  a heliotropic-type  plant  in  a closet  and 
was  astounded  to  find  the  plant  continued  its  leaf 
motion  on  a Circadian  basis  despite  total  darkness. 
Moore-Ede,  et.  al.  made  a point  of  the  fact  that 


Circadian  rhy  thm  is  not  always  24  hours  because 
the  environmental  cycle  from  winter  to  summer 
may  change— and  thus  necessitate  a change  in  the 
cycle.  Circadian  rhythms  are  said  to  change, 
among  other  things,  with  temperature  as  well  as 
light  intensity. 

As  is  well  known  humans  have  a Circadian 
rhythm  and  this  was  said  to  have  been  noted  first 
by  putting  human  subjects  in  cellars  and  caves; 
apparently  humans  have  a Circadian  rhythm  of 
roughly  25  hours,  but  there  was  a tendency  to  drift 
from  this  cycle. 

The  authors  describe  an  interesting  phenome- 
non which  has  been  discovered  concerning  human 
Circadian  rhythm,  namely,  that  there  seems  to  be 
two  different  pacemakers;  there  is  a body  tem- 
perature so-to-speak  pacemaker  and  a rest /activity 
type  of  jtacemaker.  They  do  not  have  quite  the 
same  cycle.  The  body  temperature  pacemaker  is 
said  to  have  a 24.5  hour  rhythm  cycle  and  the 
rest/activity  cycle  is  about  33  hours.  One  would 
presume  from  the  authors  description  that  the 
body  receives  messages  from  both  pacemakers  and 
the  Circadian  rhythm  is  a vector  of  the  two  sets 
of  messages.  It  has  been  observed  that  some  bodily 
functions  follow  the  X-pacemaker  (body  tempera- 
ture) whereas  other  bodily  functions  follow  the 
Y-pacemaker  (rest/activity). 

The  pacemaker  in  animals  was  hard  for  the 
original  investigators  to  identify,  according  to  the 
authors.  Using  various  neurological  techniques, 
it  was  found  that  the  suprachiasmatic  nuclei  co- 
ordinate the  Circadian  rhythm  in  animals.  The 
suprachiasmatic  nuclei  in  animals  is  said  to  send 
out  the  same  number  of  impulses  regardless  of 
light  condition  or  whether  or  not  the  environment 
is  in  a constant  state;  this  is  a fascinating,  remark- 
able timepiece.  In  the  higher  forms  of  animals, 
such  as  monkeys,  the  so-called  Y-pacemaker  (rest/ 
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activity)  seems  to  l)e  in  tlie  suprachiasmatic  nuclei 
hut  the  so-called  X-jKicemaker  is  not  located  and 
its  exact  whereabouts  is  not  known. 

Mooie-Etle  and  his  co-authors  report  that  the 
adjustment  of  the  Ciircailian  rhythm  from  exactly 
24  hours  to  a little  more  or  a little  less  is  under 
the  control  of  various  things  in  the  environment, 
but  apparently  the  most  important  is  the  daily 
ratio  of  light  to  dark.  Other  factors  have  been 
reported.  They  do  ntn  seem  to  play  as  an  im- 
portant role.  This,  in  turn,  emphasizes  the  impor- 
tance of  the  optic  passageways  to  the  suprachias- 
matic  nuclei  and  the  rest  of  the  hypothahnns. 
Blinding  animals  in  such  a way  to  reveal  the 
suprachiasmatic  nuclei  from  getting  information 
changes  the  ability  of  the  animal  to  adapt  to  its 
Circadian  rhythm.  The  Circadian  rhythm  has 
such  a delicate  balance  that  it  is  said  that  timing 
of  a certain  stimulus  is  capable  of  making  a differ- 
ence in  the  rhythm— such  as  sidrjecting  the  animal 
to  a light  pulse  early  during  the  night  or  later 
during  the  night.  I'his  has  been  studied  by  a 
concept  known  as  the  Phase-Response  Curve— in 
other  words  shift  of  the  Circadian  rhvthm  can  be 
accomplished  in  the  manner  described  above. 
From  the  authors  description  there  appear  to  be 
limits  of  the  maximal  phase  advances  of  a Cir- 
cadian rhythm  and  the  maximal  phase  retarda- 
tion. This  is  not  alone  dependent  on  the  lime  of 
the  stimulation  given  an  animal  or  liinnan  being 
but  also  it  is  dejrendent  on  the  intensity  of  the 
stimulation.  Moore-Ede  says  that  humans  can 
advance  their  day  by  one-half  hour  but  they  can 
delay  their  day  by  2.5  hours.  They  go  on  to  say 
that  this  may  explain  “why  adaptation  for  most 
people  is  more  rapid  after  westbound  travel  (re- 
quiring a phase  delay)  than  after  eastbound  travel 
(requiring  a phase  advance)”.  They  go  on  to  say 
“it  takes  several  days  to  re-synchronize  the  Cir- 
cadian rhythm  if  the  environmental  phase  shift  is 
larger  than  the  maximum  achievable  according 
to  the  phase-response  curve”.  The  malaise  that 
occurs  during  this  time  period  is  “jet  lag”. 

The  authors  make  the  interesting  statement 
that  “almost  every  jrhysiologic  variable  that  is 
used  as  a diagnostic  indicator  has  been  .shown  to 
exhibit  a Circadian  rhythm”.  This  implies  that 
physiologic  statements  are  not  .so-to-speak  chiseled 
in  stone— and  some  variation  from  the  norm  might 
be  the  result  of  a Circadian  rhythm  rather  than 
disease.  The  authors  suggest  that  perhaps  there 
should  be  Circadian  normograms  rather  than  a 


set  figure  for  biologic  functions.  Ehey  go  on  to 
point  out  that  hospitals  tend  to  upset  the  Cir- 
cadian rhythms  because  of  constancy  of  environ- 
mental factors  as  noises,  lights,  and  activity— and 
it  would  be  wise  for  physicians  to  keep  that  in 
mind. 

Circadian  rhythms  are  said  to  })lay  a role  in 
susceptibility  to  disease.  It  is  reported  in  this 
article  that  at  the  time  of  death  for  surgical  and 
non-surgical  patients  tend  to  follow  a Circadian 
rhythm.  Furthermore,  the  ability  of  the  body  to 
deal  with  poisonous  chemical  substances  and 
toxins  fluctuates  with  Circadian  rhythms.  Moore- 
Ede  states  that  “certain  disease  states  may  be  asso- 
ciated with  abnormal  rhythms  of  susceptibility  to 
otherwise  benign  insults”;  and  he  cites  the  fact 
that  patients  with  bronchial  asthma  have  an  en- 
hanced tendency  to  bronchial  constriction  and 
that  this  tends  to  occur  around  6:00  a.m.  He 
further  says  that  respiratory  arrests  tend  to  be  in 
this  same  time  vicinity. 

Drugs  are  said  to  be  more  effective  at  certain 
times  of  the  day.  This  may  relate  to  absorption 
metabolism  of  the  drug  and  disposition  of  the 
drug.  4 here  are  many  variables  to  which  the  drug 
is  subjected  that  may  change  its  effectiveness,  as 
can  be  easily  .seen  from  the  above  statement— and 
the  drug  might  not  be  absorbed  and  the  body 
would  not  have  an  adeejuate  dosage.  The  body 
might  not  dispose  of  the  drug  and  a toxic  level 
might  be  established.  Tissues  vary  from  time  to 
time  in  their  susceptibility  to  drugs  and  other 
sidrstances,  jrossibly  due  to  the  condition  of  their 
surface  receptors  or  the  biochemicals  of  the  cell 
membrane.  It  is  not  known  whether  the  intra- 
cellular enzymes  have  an  important  Circadian 
rhythm.  One  really  frightening  idea  introduced 
by  Moore-Ede  is  that  drug  toxicity  and  drug 
effectiveness  may  be  on  different  Circadian 
rhythms. 

Of  considerable  importance  in  the  practice  of 
medicine  are  disturbances  of  sleep,  which,  of 
course,  are  a function  of  Circadian  rhythm.  This 
article  suggests  that  disturbances  of  sleep/wake 
patterns  may  be  the  first  evidence  of  a more  pro- 
found disturbance  of  Circadian  rhythm  with  other 
hidden  or  latent  disturbances  either  present  or  to 
follow.  Delayed-sleej>type  insomnia  is  said  to 
affect  at  least  10%  of  the  jjeople  who  have  dis- 
turbances of  sleep  'wake  cycles.  The  authors  dis- 
cuss the  jKXssibility  of  changing  the  patient’s 
bedtime. 
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Depressive  illnesses  seem  to  follow  a Circadian 
rhythm.  They  are  apparently  worse  in  the  early 
morning.  It  is  suggested  by  Moore-Ede  that  in 
depressive  illnesses  the  Circadian  rhythm  is  ad- 
vanced if  body  temperature  and  some  of  the 
neuro-endocrine  rhythms  seem  to  be  set  up  to 
earlier  hours  of  the  day.  Manic  states  are  said  to 
have  a delay  in  the  Circadian  rhythms— the  Cir- 
cadian rhythms  occur  at  a later  time  of  the  day. 

One  fascinating  portion  of  the  authors  discus- 
sion refers  to  people  who  are  unable  to  adjust 
their  Circadian  rhythm  to  the  24  hour  day /night 
cycle.  Although  some  of  the  jieople  are  said  to  be 
blind,  most  of  them  have  good  vision  and  this 
disorder  is  blamed  on  the  hypothalmus.  In  the 
discussion  of  the  blind  persons  it  is  said  that 
although  some  blind  individuals  do  not  have 
normal  Circadian  rhythm  at  least  many  do  (No 
jiercentage  is  given)  and  this  brings  up  the  cjues- 
tion  as  to  whether  or  not  there  are  good  cues 
which  tell  blind  individuals  the  relative  time  of 
day  in  some  subtle  as  yet  undetermined  means. 

Disorders  of  rhythm  amplitudes  are  reported 
in  this  interesting  review  and  as  an  example,  the 
Eskimos  living  around  the  Arctic  Circle  are  cited 
because  some  have  been  demonstrated  to  have 
abnormally  low  rhythm  amplitudes;  this  is  at- 


tributed to  the  long-day  and  long-night  cycles  in 
the  far  North;  sleep  disturbances  are  said  to  be 
common  in  this  situation. 

Moore-Ede  and  his  co-authors  report  the  public 
health  aspects  of  Circadian  rhythm  and  in  so 
doing  mention  the  impact  of  the  24  hour  work 
cycle  of  some  industrial  plants.  People  who  do 
shift  work  are  subjected  to  considerable  stress, 
because  of  alterations  of  their  Circadian  rhythm. 
Eighty  percent  of  the  people  doing  shift  work  are 
said  to  have  problems  with  insomnia.  It  would 
seem  particularly  difficult,  with  regard  to  Cir- 
cadian rhythm,  to  have  ones  shift  constantly 
changing  from  day  to  evening  to  night.  Certain 
types  of  work  seem  predisposed  to  rhythm  abnor- 
malities including  fliers  and  policemen  who  might 
have  a change  in  work  schedules,  naval  personnel 
who  work  by  watches,  etc. 

I.astly,  Moore-Ede  et.  al.  state  that  the  health 
profession  is  particularly  vulnerable  to  the  dis- 
turbances of  Circadian  rhythms  because  of  fre- 
quent interruption  of  their  sleep/ wake  patterns 
by  their  duties  to  their  patients. 

This  brief  report  is  highly  recommended  to  all 
physicians  as  Circadian  rhythms  play  a role  in 
every  aspect  of  health  and  disease. 


Otkef  yeat-y'* 


Journal  of  the  Arkansas  Medical  Society 
Vol.  5 No.  7 Apr.,  1895  p.  314-6 
The  Regular  Physicians  of  Arkansas. 

For  some  time  the  secretary  of  the  society  has 
been  engaged  in  the  endeavor  to  obtain  the  name 
and  address  of  every  regular  physician,  graduate 
in  gootl  standing,  in  this  State. 

So  far  returns  have  been  received  from  sixty-five 
of  the  seventy-five  counties  in  Arkansas. 

The  aggregate  foots  up  741.  The  returns,  ac- 
cording to  counties,  are  as  follows:  Arkansas,  9; 
.\shley,  19;  Baxter,  5;  Benton,  19;  Boone,  14; 
Bradley,  11;  Calhoun,  6;  Carroll,  14;  Chicot,  6: 
Clark,  12;  Clay,  3;  Cleburne,  3;  Cleveland,  11: 
Columbia,  8;  Conway,  8;  Craighead,  12;  Craw- 
ford, 9;  Cross,  8;  Dallas,  6;  Desha,  5;  Drew,  12; 
Faulkner,  14;  Franklin,  15;  Fulton,  3;  Garland, 
21;  Grant,  3;  Greene,  13;  Hempstead,  14;  Howard, 


9;  Independence,  23;  Izard,  5;  Jackson,  11;  Jeffer- 
son, 28;  Johnson,  13;  Lafayette,  5;  Lawrence,  12; 
Lee,  15;  Lincoln,  4;  Logan,  20;  Lonoke,  14;  Madi- 
son, 8;  Miller,  10;  Mississippi,  11;  Monroe,  14; 
Nevada,  11;  Newton,  4;  Ouachita,  10;  Phillips,. 
10;  Pike,  2;  Polk,  2;  Pope,  13;  Prairie,  9;  Pulaski, 
60;  Randolph,  11;  Saline,  13;  Sebastian,  24;  Sevier, 
10;  St.  Francis,  2;  Stone,  2;  Union,  11;  Van  Buren, 
2;  Washington,  19;  White,  12;  Woodruff,  11;  Yell, 
17.  This  gives  an  average  of  11 1/3  graduates  in 
each  county.  The  counties  not  heard  from  so  far 
are  Crittenden,  Hot  Spring,  Marion,  Montgomery, 
Perry,  Poinsett,  Scott,  Searcy  and  Sharp.  The  only 
counties  about  which  there  is  doubt  as  to  their 
containing  a graduate  are  Montgomery  and 
Searcy.  Communications  addressed  to  correspond- 
ents in  Marion,  Scott  and  Sharp  counties  have  not 
elicited  any  reply,  perhaps  because  the  regular 
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physicians  acklrcssccl  in  iliese  counties  leave  le- 
moved  from  tlie  county  or  cliangecl  their  post 
office,  ft  is  }K)ssible  some  of  (lie  persons  addressed 
have  neglected  to  reply,  though  several  letters 
have  been  addressed  to  each  of  them. 

77/c'  Medical  and  Singical  Register  of  the 
Idtited  States  lor  189‘f,  gives  as  the  total  mimhei 
of  {)hysician.s  in  onr  .State  l.S'll,  ^vhile  The  Jr 
kansas  State  Gazetteer  and  Business  Directory, 
1892-93,  gives  the  names  and  addresses  of  1,608. 

ISfaking  due  allowances  for  the  slight  inaccura- 
cies that  exist  in  all  of  these  computations,  it  is 
evident  that  the  regular  physicians  in  Arkansas 
are  in  a minority,  the  other  classes  composing 
about  1,800  or  2,000  of  her  practitioners,  while 
the  graduates  unciuestionably  number  less  than 
1,000. 

I'here  are  not  ten  counties  in  the  entire  State 
that  have  less  than  the  recpiisite  number  of  regidar 
physicians  to  organize  a medical  society.  Suppose 
there  was  a society  in  each  of  the  sixty-five  coun- 
ties, what  inlluence  coidcl  such  a combination 
exert,  not  only  in  medical  matters,  but  in  every- 
thing that  pertains  to  the  destiny  of  our  State, 
d'he  exhibitions  of  disregard  for  the  wishes  oi 
advice  of  the  medical  profession  in  our  State  are 
growing  more  and  more  manifest  each  year.  l'hi.s 
is  because  the  profession,  as  a body,  is  not  keeping 
up  the  organization  it  ought  to  maintain. 

This  is  a good  year  to  turn  over  a new  leaf. 
Ponder  over  the  figures  contained  in  this  short 
article,  and  compare  the  growth  of  the  medical 
profession  with  the  growth  of  our  State.  Like 
most  of  .\rkansas’  great  resources,  the  medical 
profession  is  undeveloped. 

T he  twentieth  meeting  of  the  Arkansas  .Medi 
cal  Society,  the  only  rejnesentative  of  medical 
organization  of  our  State,  will  meet  at  Idttle  Rock 
May  1.  This  will  afford  every  regidar  physician 
in  Arkansas  an  opportunity  to  enroll  his  name  in 
the  cause  of  jirogressive  medical  organization. 

# * # # 

Journal  of  the  Arkansas  Medical  Society 
Vol.  5 No.  5 Feb.,  1895  p.  216 

The  Little  Rock  Medical  Society. 

Finder  the  presidency  of  Dr.  C.  E.  Nash,  ably 
assisted  by  Dr.  Vinsonhaler,  the  secretary,  the 
society  is  taking  on  new  life.  The  attendance  has 


increased  and  the  papers  are  more  practical  and 
interesting  than  usual.  Fhe  next  meeting  will  be 
devoted  to  practical  demonstrations  of  modern 
urinalysis  anil  the  second  meeting  in  March  will 
be  a.ssigned  to  cerebral  localization  in  which  a 
properly  prepared  brain  will  be  used.  Work  of 
this  kind  cannot  fail  to  be  productive  of  practical 
results. 

# # * # 

Journal  of  the  Arkansas  Medical  Society 
Vol.  5 No.  6 Mar.,  1895  p.  255-6 

Gunshot  Wound  of  the  Brain. 

By  M.  .S.  Dibrell,  M.D.,  Van  Buren,  Ark. 

On  January  7th  of  this  year,  I was  called  to  see 
a negro  child,  aged  21/9  years,  who  had  been  acci- 
dentally shot  by  another  child  jdaying  with  a 
revolver,  32  calibre.  On  examination,  1 found  the 
wound  of  entrance,  which  was  small,  one-quarter 
inch  to  the  left  of  and  on  level  with  lower  border 
of  left  alae  nasi;  on  further  examination  I found 
the  ball  lodged  under  the  soft  parts  of  the  left 
jiarietal  eminence.  Dr.  O.  ^[.  Bourland,  the  fami- 
ly’s physician,  then  arrived,  and  at  his  request  1 
removed  the  ball  with  the  usual  antiseptic  pre- 
cautions. After  removal  of  the  missile  nearly  a 
teaspoonful  of  brain  ti.ssue  came  through  the 
incision.  I inserted  my  index  finger  into  the  open- 
ing, and  just  three-ipiarters  of  an  inch  anteiior 
and  just  internal  to  the  parietal  eminence  was 
found  a hole  in  the  skull  that  the  finger  could 
have  been  passed  through  easily,  d'he  wound  was 
packed  with  iodoform  gauze  and  the  usual  dress- 
ing a|)plied.  d’his  I regard  as  quite  a remarkable 
case,  taking  into  consideration  the  course  of  the 
ball,  which  evidently  passed  through  the  entire 
left  hemisphere  of  the  brain.  The  procedure  of 
removing  the  ball  was  of  course  a very  simple  one. 

The  patient  did  not  experience  any  disagreeable 
effects,  other  than  pain,  which  was  easily  relieved 
with  small  doses  of  the  deod.  tr.  of  opium.  There 
was  little  or  no  shock,  no  paralysis;  the  child  cried 
for  food  the  following  morning;  it  had  no  rise  of 
temperature  or  accelerated  pulse. 

.\t  this  waiting,  five  months  after  the  receipt  of 
the  injury,  the  child  is  well  and  has  never  had  the 
slightest  trouble. 

From  the  I'liivcrsitv  of  Arkansas  for  Medical  Sciences  Li!)rar\, 
History  of  Medicine/ Archives. 
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THE  MONTH  IN  WASHINGTON 

Physician  Fee  Freeze  Delayed  By  Congress 

Physicians  gained  a temporary  respite  as  legisla- 
tors, bent  on  adjournment,  laid  aside  a debate  on 
physician  fee  freezes  and  ended  the  first  session 
of  the  98th  Congress  November  18  with  the  freeze 
and  other  budget  items  still  hanging. 

Fee  freezes,  in  different  forms,  w'ere  attached  to 
heavily-lobbied  budget  reconciliation  bills  neither 
the  House  nor  Senate  chose  to  grapple  with  in 
the  flurry  of  year-end  legislating. 

The  reprieve  is  likely  to  be  short-lived,  how- 
ever, since  reconciliation,  at  least  theoretically, 
remains  high  on  the  Congressional  agenda  when 
members  reconvene  January  23. 

In  addition,  some  influential  members  in  both 
parties  w'ant  to  enact  deficit  reduction  packages 
that  go  far  beyond  the  reconciliation  measures 
and  debate  could  intensify  with  the  submission 
of  the  Presitlent’s  fiscal  1985  budget  early  in  the 
new  session.  In  this  atmosphere,  efforts  to  curb 
Medicare  payments  to  physicians  are  certain  to 
continue,  and  the  AMA  and  medical  specialties, 
having  staved  off  a freeze  in  the  confusing  days 
before  adjournment,  are  now  preparing  for  a new 
battle. 

In  the  House,  debate  will  once  again  center  on 
a Ways  and  Means  jnoposal  attached  to  the  com- 
mittee’s budget  reconciliation  plan.  Estimated  to 
save  $920  million  over  three  years,  the  proposal 
would  roll  back  and  freeze  limits  on  prevailing 
fees  for  inpatient  services;  mandate  assignment 
of  inpatient  claims;  and  remove  hospital  staff 
privileges  of  physicians  who  refuse  assignment. 

In  the  Senate,  physician  fee  debates  will  revolve 
around  two  different  proposals  — a reconciliation 
measure  that  could  go  to  the  floor  at  any  time 
and  a deficit  reduction  plan  being  drafted  in  the 
Senate  Finance  Committee. 

The  reconciliation  measure  would  freeze  pre- 
vailing fee  limits  until  July  1,  1984  and  would 
apply  to  outpatient  as  well  as  inpatient  care.  The 
more  extensive  deficit  trimming  proposal  would 
continue  the  temporary  freeze  for  another  two 
years  for  physicians  that  don’t  accept  assignment 


of  all  claims.  When  added  to  the  $1.6  billion 
savings  from  the  temporary  freeze,  the  new  plan 
would  save  $5.4  billion  over  the  next  four  years. 

The  four  year,  $150  billion  deficit  reduction 
plan  is  the  brain  child  of  Finanr^e  Chairman 
Sen.  Robert  Dole  (R-KS).  Dole  pushed  hard  for 
its  enactment  in  the  last  days  of  the  session  but 
was  able  in  the  end  only  to  win  agreement  to 
have  the  staff  draft  a bill  incorporating  the  major 
elements  of  his  proposal  as  modified  to  suit  other 
members.  The  carefully-crafted  tentative  compro- 
mise could  unravel  when  talks  resume  in  February 
because  Sen.  William  Roth  is  threatening  to  offer 
an  alternative  more  acceptable  to  the  Reagan 
administration. 

Other  provisions  in  the  tentative  committee 
agreement  include  a fee  schedule  for  clinical  labs, 
restructuring  of  Medicare  cost-sharing  require- 
ments, lowering  the  rate  of  increase  that  will  be 
permitted  in  Medicare  payments  to  hospitals,  in- 
creasing Medicare  Part  B premiums  and  extend- 
ing current  reductions  in  federal  payments  to 
Medicare. 

# # # # 

Federal  Panel  Says  Abandon  UCR 

A federal  advisory  panel  assigned  to  look  at 
Medicare’s  financial  problems  is  recommending 
that  Medicare  abandon  physician  payment  meth- 
ods in  effect  since  the  program’s  inception  and 
move  to  regionally-adjusted  fee  schedules. 

Since  the  panel  is  also  suggesting  that  physi- 
cians be  required  to  take  all  Medicare  claims  on 
assignment  or  no  claims  on  assignment,  the  phy- 
sician w'ould  either  have  to  accept  the  Medicare 
fee  schedule  as  payment  in  full  for  all  his  patients 
or  he  would  have  to  bill  all  patients  directly. 

Officially  known  as  the  Social  Security  Advisory 
Council,  the  panel  chaired  by  former  Indiana 
Gov.  Otis  Bowen,  M.D.,  ordinarily  would  have 
looked  at  the  entire  Social  Security  program.  In- 
stead, this  year  it  was  instructed  to  concentrate 
on  Medicare  and  the  impending  bankruptcy  of 
the  program’s  hospital  trust  fund.  Its  final  recom- 
mendations adopted  in  early  November  are  in- 
tended to  generate  about  $300  billion  to  keep  the 
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hospital  fund  solvent  thiough  1995. 

Several  other  reeonnneiulations,  such  as  the 
physician  fee  schedule  and  changes  in  the  claims 
assignment  prc:)cess,  would  not  produce  savings  lor 
the  hospital  fund  hut  are  intended  to  reduce  costs 
of  the  supplemental  medical  insurance  (SAfI) 
fund. 

A major  portion  of  the  new  revenues  for  the 
hospital  fund  would  come  from  increases  in  fed- 
eral alcohol  and  tobacco  taxes.  Other  major  fund 
raisers  are  recommendations  to  cap  the  amount 
of  employer-jraid  health  insurance  premiums  that 
are  nontaxable  to  employees;  to  add  a Medicare 
hospital  surcharge  to  the  SAfI  (Part  B)  premium; 
to  change  the  way  medical  education  is  financed; 
and  to  raise  the  initial  age  of  eligibility  for  Medi- 
care benefits.  The  council  rejected  proposals  to 
means  lest  benefits  or  increase  the  payroll  taxes 
that  now  fund  the  hospital  (Part  A)  portion  of 
Medicare.  It  also  turned  down  a plan  to  use  gen- 
eral revenues  to  pay  for  hospital  care  for  Medicare 
beneficiaries. 

* # * * 

PROPAC  Commissioners  Chosen 

Brandeis  University  dean  has  been  chosen  to 
head  a powerful  new  commission  expected  to 
play  a major  role  in  updating  and  modifying 
Medicare’s  diagnosis-related  groups  (DRG)  pric- 
ing scheme. 

Stuart  Altman,  Ph.D.,  dean  of  the  Florence 
Heller  School  at  Brandeis  and  formerly  with  the 
Department  of  Health  and  Human  Services,  will 
serve  a three-year  term  as  chairman  of  the  new 
Prospective  Payment  Assessment  Commission 
(PROPAC).  .Among  the  14  other  new  commission 
members  are  six  physicians  and  four  hospital  offi- 
cials. Many  of  the  members  have  previous  experi- 
ence in  federal  or  state  gorernment  or  advisory- 
panels. 

The  commission  was  mandated  in  the  law  that 
set  up  the  DRC  system.  Beginning  in  1986,  it  is 
to  advise  HHS  on  needed  modifications  or  addi- 
tions in  the  DRCs  to  reflect  technology  and  prac- 
tice changes  and  to  recommend  an  appropriate 
annual  increase  in  the  DRCs. 

.Among  the  new  commission  members  are;  |ohn 
C.  Nelson,  AI.D.,  a practicing  Salt  Lake  City 
obstetrician/gynecologist  nominated  by  the  Amer- 
ican College  of  Obstetricians  and  Cynecologists, 
and  Barbara  J.  AIcNeil,  Af.D.,  a Harvard  profes- 
sor of  Clinical  Epidemiology  and  Radiology  at 


Harvard  nominated  by  the  ScKiety  of  Nuclear 
Aledicine.  Other  physicians  on  the  commission 
are  James  J.  Alongan,  AI.D.,  Executive  Director 
of  the  I'ruman  Aledical  Center  in  Kansas  City, 
MO;  Yvette  Erancis,  M.D.,  Ph.D.,  Director  of 
Medical  Services  at  the  Sickle  Cell  Center  for 
Research  in  Brooklyn,  NY;  Ernest  Saward,  M.D., 
professor  of  social  medicine  at  the  University  of 
Rochester  Aledical  Center;  and  Steven  A.  Schro- 
der, AI.D.,  professor  of  medicine  at  the  University 
of  California. 

* * * * 

Hospice  Benefits  Delayed 

Implementation  of  Medicare’s  new^  hospice 
benefit  has  been  delayed  by  renewed  efforts  on 
the  part  of  the  AVhite  House  Office  of  Alanage- 
ment  and  Budget  to  cut  payment  rates  proposed 
earlier  this  fall.  New's  reports  say  that  hospice 
home  care  rates  w'ould  fall  from  about  $53  to  .$42 
a day  and  inpatient  rates  from  $271  to  $255  a day 
under  the  OAIB  proposal. 

The  hospice  benefit  was  to  have  taken  effect 
November  1,  and  six  hospices  have  received  pro- 
visional approval  to  participate  in  the  program. 
About  400  of  the  nation’s  1,200  hospices  are  in- 
terested in  participating,  and  the  Health  Care  Ei- 
nancing  Administration  (HCEA)  has  surveyed  45 
of  these  and  scheduled  surveys  on  another  58. 

OAlB's  latest  argument  for  reducing  the  rales 
is  supported  by  some  HCEA  staff  and  is  based  on 
the  premise  that  the  latest  data  from  a federally- 
funded  hospice  demonstration  program  does  not 
justify  the  higher  rates. 

National  Hospice  Organization  officials  re- 
sponded that  the  demonstration  hospices  were 
not  providing  as  high  a level  of  care  as  is  per- 
mitted under  the  new  hospice  benefit,  so  their 
costs  are  not  reflective  of  costs  under  the  nerv 
program. 

* # # * 

HCFA  Sets  Physician  DRG  Study 

Health  Care  Einancing  Administration  head 
Carolyne  Davis  has  put  together  a task  force  of 
HCFA  staffers  to  collect  the  Aledicare  Part  B data 
that  will  be  needed  for  the  agency’s  study  on  the 
‘feasibility  and  advisability”  of  including  jdiysi- 
cians  in  Medicare’s  diagnosis-related  groups  pric- 
ing system.  The  report  is  due  in  1985.  Fhe  task 
force  is  headed  Iry  Don  Young,  M.D.,  Deputy  Di- 
rector of  HCFA’s  Bureau  of  Eligibility.  HCFA 
is  developing  new  instructions  to  Aledicare  car- 
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riers  regarding  tlie  types  of  data  and  format  it 
wants  to  see.  d'lie  data  requested  is  from  f983  and 
nCFA  wants  to  liave  it  by  July  of  f989. 

# # * * 

Other  Doctor  Studies  Also  Funded 

I'iie  Health  Care  Financing  Administration 
will  provide  up  to  $3  million  in  grants  in  1984 
for  research  in  several  priority  areas,  including 
prospective  payment  and  physician  reimburse- 
ment. Announced  in  the  November  9 Federal 
Register,  grants  ranging  from  $35,000  to  $275,000 
per  project  will  be  awarded  for  studies  of:  pros- 
jiective  payment  methods  for  physician  services: 
negotiated  fee  schedules,  competitive  bidding  and 
per  case  payments;  significant  reimbursement  im- 
balances among  different  physician  services;  ways 
to  reduce  geographic  and  specialty  differences  in 
reimbursement  for  comparable  services;  ways  of 
encouraging  preventive  care;  and  changes  in  the 
claim  assignment  process. 

* # # 

Community  Health  Center  Gets  $11  Million 

Health  and  Human  Services  announced  awards 
of  $11.1  million  in  62  grants  to  establish  new  com- 
munity health  centers  or  enable  existing  centers 
to  ojx?n  satellite  clinics.  I'he  grantees  are  located 
in  32  states  and  territories,  selected  from  among 
191  applicants  using  criteria  such  as  tire  medical 
needs  of  the  population  in  the  service  area  and 
the  effects  of  unemployment  on  access  to  health 
care. 

* # # * 

"Baby  Doe"  Vote  Ducked  By  Congress 

A coalition  of  medical  and  hospital  groups  sent 
letters  to  every  member  of  Congress,  urging  them 
to  delay  a vote  on  controversial  “baby  Doe’’  leg- 
islation. Indeed  the  vote  was  eventually  post- 
jjoned  until  at  least  next  year  as  the  move  died 
with  adjournment.  The  legislation  w'ould  have 
permitted  government  intervention  in  the  care 
and  treatment  of  infants  at  risk  with  life-threaten- 
ing congenital  impairments.  Ahhotigh  there  have 
been  efforts  to  reconcile  different  ‘‘Baby  Doe’’ 
ciew'points,  no  satisfactory  compromise  has  yet 
been  reached.  The  gioup  said  Congress  should 
hold  hearings  on  the  issue. 

‘‘Because  of  controversial  recpiirements  con- 
tained in  this  legislation,  the  undersigned  groups 
are  opposed  to  consideration  of  the  bill  at  this 
time,”  it  stated.  'Fhe  letter  was  signed  by  repre- 
sentatives of  nine  health  care  groups:  the  Ameri- 


can Medical  Association,  the  American  Academy 
of  Pediatrics,  the  American  Association  of  Med- 
ical Colleges,  the  American  Hospital  Association, 
the  American  Psychiatric  Association,  the  Federa- 
tion of  American  Hospitals,  the  American  Acad- 
emy of  Family  Physicians,  the  American  College 
of  Obstetricians  and  Gynecologists,  and  the  Na- 
tional Association  of  Children’s  Hospitals  and 
Related  Institutions. 

The  bill  — HR  1904,  sponsored  by  Rep.  Austin 
J.  Murphy  (D-PA)  — cleared  a suljcommittee  last 
March  and  the  full  Education  and  Labor  Com- 
mittee last  May.  Debate  on  the  floor  of  the  House 
once  w^as  scheduled  for  the  week  of  Nov.  7.  Now, 
debate  may  take  place  the  next  session  of  Con- 
gress, which  starts  Jan.  23. 

# # # # 

Congress  Tightens  Fetal  Research 

The  long  debate  o\'er  who  should  control  the 
National  Institutes  of  Health  pursestrings  was 
eclipsed  in  the  closing  days  of  Congress  by  a more 
controversial  and  emotional  issue;  fetal  research. 

The  biomedical  community  watched  with 
alarm  as  Rep.  William  Dannemeyer  (R-CA), 
‘‘speaking  for  society's  unwanted  members,”  won 
the  majority  of  House  votes  with  an  amendment 
to  the  NIH  bill  which  restricted  virtually  all  re- 
search on  fetuses  intended  for  abortion. 

The  tables  suddenly  turned,  however,  when 
Rep.  Rodney  Chandler  (R-WA)  offered  a sur- 
prise alternative:  an  amendment  that  permitted 
research  with  appropriate  safeguards.  Fetal  re- 
search is  acceptable  only  if  it  poses  minimal  risk 
to  the  fetus,  and  if  scientific  knowledge  can  be 
gained  in  no  other  way,  the  amendment  said. 
Moreover,  research  would  be  permitted  only  if 
approved  by  six  layers  of  institutional  and  gov- 
ernmental peer  review,  involving  betw'een  30  and 
40  individuals,  be  added. 

This  more  moderate  amendment  — along  with 
the  entire  NTH  bill  — won  the  voiced  support  of 
the  House,  plus  resounding  applause.  Rep. 
Dannemeyer,  reluctant  to  give  up,  promptly  asked 
for  a cotint  of  votes,  then  objected  to  the  vote, 
saying  that  a (juortim  w’as  not  present.  Overruled, 
he  then  requested  a separate  vote  on  Chandler’s 
amendment.  Attention  spans  were  short  and 
legislators  were  eager  to  go  home:  this,  too,  was 
denied. 

The  medical  community  had  two  reasons  to  be 
relieved  by  the  House  vote.  The  moderate  fetal 
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research  anieiulmeiu  keeps  research  oppoi  lunilies 
open  Avhile  making  sure  that  saleguarcls  ate  ol)- 
servecl.  "J'he  NIH  hill  keeps  authority  lor  Nlll 
spending  in  the  hands  ol  scientists,  not  legislatoi  s. 

1 he  XI H hill,  which  reauthori/es  National 
Cancer  Institute,  the  National  Heart,  lamg  and 
Blood  Institute,  and  other  ex|)iring  Nlll  pio- 
grains,  is  a compromise  between  two  vastly  dil- 
lerent  proposals.  Reps.  Henry  ^Vaxman  (1)  C.\) 
and  John  Dingell  (l)-MI)  favored  high  futuling 
levels  atid  a line-item  list  ol  research  jiiojecrs 
specified  by  Congress.  Reps.  Richard  Shelby  (1)- 
•VL),  James  Broyhill  (R-NC),  and  Edward  Macli- 
gan  (R-IL)  pushed  for  lower  funding  levels  and 
retaining  the  current  NIH-based  system  of  au- 
thorizing grants.  I he  adopted  compromise  coti- 
tains  the  high  funding  levels  set  in  Waxman's 
proposal  but  lets  NIH  hand  out  the  money. 

Rep.  Shelby  called  the  NIH  bill  “a  unified 
workable  package  that  takes  a consensus  approach 
to  the  management  of  NIH.”  Rep.  Madigan  ap- 
plauded the  “convergence  of  widely  divergent 
concerns.” 

A similar  sense  of  commitmetit  seems  lacking 
in  the  Senate;  these  legislators  have  postponed 
consideration  of  their  NIH  bill  until  the  next 
session.  The  legislation  is  believed  to  be  accepted, 
although  not  embraced  by  the  Reagan  Administra- 
tion. 

* * * * 

Methaqualone  Banned 

1 he  nation  may  follow  the  example  of  eight 
states  in  banning  the  controversial  sedative-hyp- 
notic drug  Quaalucle  (methacjualone).  The  House 
of  Rejtresentatives,  l)elieving  the  drug's  clanger 
outweighs  its  benefit,  has  voted  a nationwide  l)an 
of  the  product.  Simultaneously,  manufacturer 
Lemmon  Co.  announced  that  it  will  cease  }no- 
duction. 

The  states  of  Georgia,  Illinois,  Florida,  Texas, 
Connecticut,  Mississippi,  New  Jersey,  and  North 
Carolina  already  have  pulled  it  off  drugstore 
shelves.  Prescriptions  for  the  once-popidar  drug 
plummeted  accordingly:  in  1973,  over  4 million 
prescriptions  were  written;  by  1982,  only  300,000 
prescriptions  were  wnitten,  a reduction  of  more 
than  90%. 

Distribution  of  existing  medication  in  stock 
will  stop  on  January  31,  1984,  to  give  physicians 
and  patients  time  to  switch  to  other  medications. 
The  decision  to  discontinue  the  drug  was  due  to 


“tlie  increasingly  advcr.se  legislative  climate  tliat 
smrounds  the  product  and  the  resulting  negative 
pid)licity  about  our  excellent  company”  said  a 
spokesm.'in  lor  the  di  ng’s  sole  mamdacturer,  Lem- 
mon Co.  of  Scllersvillc,  PA. 

Cotigrcss  continued  its  push  for  restrictive  leg- 
islation; without  controls,  tuiothcr  manufacturer 
might  bring  the  drug  back  on  the  market  said 
Rej).  Henry  Whixrnan  (l)-CA).  The  adopted  bill 
shifts  the  legal  status  of  the  secfative-hypnotic 
from  Schedule  11  to  Schechde  I,  a category  shared 
by  heroin,  LSI),  marijuana,  and  other  drugs  fc:)r 
which  there  is  no  accepted  medical  usage.  The 
bill  was  pushed  by  city  atid  county  physicians, 
w4k)  struggled  to  close  clown  so-called  “stress 
clinics”  — where  a person  could  walk  off  the  street 
with  a complaint  of  sleeplessness  and  get  a pre- 
scri|)tion  for  methat]ualone  — as  they  proliferated 
around  the  country,  4 he  Food  and  Drug  Admin- 
istration and  American  Medical  Association  op- 
posed any  change  in  status,  saying  that  the  drug 
still  has  accepted  medical  usage, 

* * * * 

NIH  Researchers  Downplay  British  Pill  Data 

National  Institutes  of  Health  researchers  are 
calling  a netv  study  that  links  oral  contraceptives 
to  cervical  neoplasia  “jjotentially  important  but 
only  tentative  in  nature,”  saying  that  more  rig- 
orous research  is  needed  before  efrawing  final 
conclusions. 

The  study,  pid:)lishecl  in  the  Oct.  22  Lancet, 
found  that  three  forms  of  cervical  neoplasia  — 
invasive  cancer,  carcinoma-in-situ,  and  dysplasia 
— occui  red  more  frecjuently  in  women  taking  the 
pill  than  in  women  using  If  IDs  for  birth  control. 

4’he  incidence  of  neoplasia  for  women  on  the 
pills  ranged  from  0.9  per  1000  wometi-years  in 
those  with  up  to  2 years  pill  use  to  2.2  pet  1000 
women-years  in  those  with  more  than  8 years  j)ill 
use.  Wcnneti  using  an  IHD  showed  no  similar 
trend:  in  this  gioup,  rate  of  neoplasias  fluctuated 
around  1 per  1000  women-years,  reported  Martin 
P.  Vessey,  M.D.,  and  colleagues  at  Radcliffe  Iti- 
firmary,  Oxford. 

Baseef  on  their  findings,  the  researchers  advise 
that  all  women  using  the  pill  for  more  than  four 
years  seek  regular  cervical  cytological  exams.  This 
recommendation  has  been  endorsed  by  the  Com- 
mittee on  .Safety  and  Medicine,  Britain’s  version 
of  the  Food  and  Drug  Administration. 

Sceptical  NIH  researchers  point  out  that  cer- 
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vical  cancer  can  be  related  to  a large  number  o£ 
influencing  factors,  such  as  sexual  behavior,  cig- 
arette smoking,  and  folic  acid  nutritional  status. 

XI H researchers  also  cautioned  about  a new 
British  study  linking  oral  contracepti\  es  to  breast 
cancer  in  young  women  reported  in  the  same 
issue  of  Lancet.  Recent  American  studies  dis- 
counted the  risk  and  in  fact  praised  the  protective 
effects  of  the  pill. 

.\t  the  invitation  of  the  National  Institutes  of 
Health,  British  authors  of  the  study  anived  in 
Washington,  D.C.,  in  November,  where  they  met 
fjehind  closed  doors  with  American  researchers 
to  exchange  data,  criticism  and  conclusions.  In- 
formation obtained  at  the  meeting  will  be  used 
to  form  specific  policy  gu'delines  for  physicians 
within  two  or  three  months. 

The  Britsh  study  had  found  increased  rates  of 
breast  cancer  in  young  women  who  had  taken 
high-progestogen  forms  of  the  pill  before  age  25. 
Breast  cancer  in  young  women,  although  a rela- 
tively uncommon  form  of  the  disease,  tends  to 
progress  faster  and  be  less  responsive  to  treatment 
than  breast  cancer  in  older  women. 

Most  frequently  implicated  were  the  high- 
progestogen  combination  brands  of  the  pill: 
Ovulen,  Demulen,  Ovral,  Enovid  10,  Norinyl  10, 
Ortho  Novum  10,  Lo/Ovral,  Enovid  5,  and  Nor- 
lestrin  2-5.  Risk  appeared  to  increase  with  ex- 
tended use;  whereas  relative  risk  was  1.0  for  non- 
users, it  climbed  to  4.1  for  women  using  the  pills 
more  than  6 years. 

An  editorial  in  the  same  issue  of  Lancet  cau- 
tions, “The  growing  e\idence  that  the  pill  has 
residual  and  long-term  effects  on  health  needs  to 
be  taken  seriously  and  discussed  rationally.” 

British  researchers  contend  that  U.S.  studies 
have  not  detected  the  cancer  link  because  they 
focused  on  older  patients  who  were  unlikely  to 
have  used  the  pill  for  a long  time  at  a young  age. 

But  in  the  United  States,  researchers  are  more 
skeptical.  This  one  study,  while  of  interest,  should 
not  scare  women  away  from  the  jiill,  say  repro- 
ductive disease  specialists  Bruce  V.  Stadel,  M.D., 
M.P.H.,  and  Nancy  Lee,  M.D.,  of  the  Centers  for 
Disease  Control.  The  trend  must  first  be  sub- 
stantiated in  other  studies,  they  say.  Eurthermore, 
they  are  concerned  about  the  methodology  used 
in  the  study.  Eor  example,  there  is  insufficient 
information  about  subject  characteristics,  match- 
ing procedures  and  interviewing  techniques,  they 
say. 


Moreover,  American  researchers  say  that  they 
have  since  accumulated  additional  data  that, 
when  analysed,  will  confirm  or  refute  the  new 
British  findings.  These  still-unpublished  studies 
from  CDC,  NIH,  Boston  University,  and  World 
Health  Organization  contain  “better  numbers” 
than  the  British  work,  one  CDC  researcher 
confided. 

# * # # 

Foreigners  Competing  For  American  Organs 

On  Capitol  Hill  there  is  glowing  concern  that 
foreigners  may  overload  a transplant  system  al- 
ready stretched  to  capacity.  More  than  10,000 
Americans  were  on  waiting  lists  for  kidney  trans- 
plants last  year  and  some  70,000  persons  are  on 
dialysis  machines.  However,  foreigners  receive 
between  3.5%  and  7%  of  all  American  kidneys 
each  year,  according  to  statistics  gathered  by  the 
.\merican  Society  of  Transplant  Surgeons. 

They  travel  from  as  far  away  as  Tanzania  and 
Qatar  to  take  advantage  of  the  United  States’ 
seemingly  endless  supply  of  medical  resources  and 
technology.  The  majorit\-  are  from  Moslem  coun- 
tries where  religious  customs  allow  acceptance 
but  not  donation  or  organs,  and  less  developed 
countries  where  economic  constraints  are  the 
obstacle. 

4 estifying  in  November  before  the  House 
Committee  of  Science  and  Technology,  U.  S.  phy- 
sicians stressed  that  medicine  is  a humanistic 
discipline  and  should  not  be  viewed  in  national- 
istic terms.  The  Hippocratic  Oath  makes  no  dis- 
tinctions based  on  race,  color  or  place  of  origin, 
physicians  agreed.  Overwhelmingly,  U.  S.  phy- 
sicians support  the  current  system  that  permits 
their  skills  and  services  to  be  available  to  all  citi- 
zens of  the  world. 

Many  physicians  believe  that  a straightforward 
“Americans  first”  policy  is  morally  objectionable. 
Others  contend  that  an  “American  first”  policy 
is  fair,  but  that  foreigners  should  not  be  rejected 
and  instead  receive  organs  that  are  unsuitable  for 
Lb  S.  citizens.  Eoreigners  need  not  receive  in- 
ferior organs,  they  explain,  but  simply  organs  that 
for  whatever  reason  — length  of  storage,  excessive 
vascularization,  history  of  infections  such  as 
herpes,  meningitis  or  pneumonia  — may  make  re- 
jection a more  likely  possibility. 

“The  issue  of  a medical  decision  should  not  be 
interfered  with  by  geopolitical  considerations,” 
said  G.  Baird  Helfrich,  M.D.,  director  of  the  Di- 
vision of  Transplantation  at  Georgetown  Uni- 
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vfisity  Hospital.  “A  lorcign  national  is  a patient 
and  shonld  be  treateil  as  a patient,”  he  says. 

Rather  than  restricting  access,  some  experts 
urged  an  even  more  widened  pool  of  candidates. 
It  is  extremely  difficult  to  obtain  a perfect  match 
within  the  entire  country  and  possibly  the  entire 
world.  Since  there  are  more  than  SO  different 
tissue  types  combined  in  different  ways,  the 
chance  of  obtaining  a perfect  match  is  about 
1:100,000.  Barriers  need  to  be  broken,  not  built, 
saiil  Paid  I.  Teraski,  M.D.,  professor  of  surgery 
at  the  University  of  California  School  of  Medi- 
cine in  Los  Angeles. 

Most  hospitals  choose  transjdant  candidates 
based  on  histocompatibility,  clinical  factors,  pa- 
tient’s serum  sensitivity,  |)reservation  time,  and 
proximity  and  ease  of  transport  of  organs.  Once 
accepted  as  a good  candidate,  some  hospitals  put 
the  foreign  patient  on  the  transplant  list  along 
with  other  lb  S.  patients:  others  put  the  foreign 
patient  on  the  priority  list  for  organs  unused  by 
U.  S.  patients,  which  would  otherwise  be  shipped 
out  of  the  country.  Persons  who  are  very  ill,  on 
dialysis,  or  whose  only  chance  of  survival  is  trans- 
plantation may  lie  placed  on  an  ‘‘urgent”  or 
‘‘emergency”  list. 

The  benefits  of  the  current  system  outweigh 
any  advantages  of  a more  restrictive  policy.  There 
is  no  preferential  treatment  being  given  to  for- 
eigners in  the  distribution  and  allocation  of  or- 
gans, they  point  out.  On  the  contrary,  foreigners 
take  up  the  slack  of  organs  that  are  wasted,  either 
unused  or  unmatched. 

I'he  foreigner  coming  to  America  for  an  organ 
may  even  bring  some  important  advantages  to 
the  system,  physicians  explained.  Transplanta- 
tions to  foreigners  help  share  the  fixed  costs  of  a 
transplantation  program  to  the  American  tax- 
payer. ‘‘Large  transplant  programs  have  a num- 
ber of  fixed  costs  which  have  to  be  shared  by  the 
total  number  of  transplant  operations  performed: 
the  addition  of  perhaps  10  foreign  transplants 
could  cut  the  fixed  costs  to  the  U.  S.  taxpayer  in 
half,”  said  George  E.  Schreiner,  M.D.,  professor 
of  medicine  at  Georgetown  University  School  of 
Medicine. 

Foreign  recipients  also  decrease  the  distribution 
problem  for  cadaveric  organs,  increase  the  per- 
centage that  are  actually  used,  enlarge  transplant 
programs  to  made  them  more  efficient,  and  pro- 
vide case  material  for  clinical  investigation,  facili- 
tating research.  Dr.  Schreiner  said. 


Rather  than  overhaiding  the  current  system, 
|)Iiysicians  offered  other  recommendations.  The 
United  States  could: 

— establish  a quota  system  for  foreign  trans- 
])lanfs; 

— establish  categories  of  priority; 

— export  a larger  number  of  organs  that  are  un- 
usable by  U.  S.  standards,  opening  greater  oppor- 
tunities to  foreign  countries; 

— increase  the  number  of  donations,  rather 
than  restricting  the  numljer  of  recipients  due  to 
national  origin;  or 

— assist  other  countries  in  developing  the  tech- 
nology necessary  to  establish  their  own  organ 
transplant  systems. 

# # * # 

Congress  Tackles  Infant  Problems 

Infant  mortality  rates  worsened  in  at  least  nine 
states  in  19H2  and  other  states  had  pockets  where 
infant  deaths  rose  significantly. 

The  statistics,  reported  at  a hearing  of  the  Con- 
gressional Joint  Economic  Committee,  were  com- 
piled by  the  Food  Research  and  Action  Center, 
a IVbashington-Ijased  health  research  group  which 
earlier  this  year  released  figures  showing  increased 
infant  mortality  in  several  major  cities.  The  neiv 
data  shows  that  infant  deaths  (w’hich  averaged 
11.2  per  1000  live  births  in  the  U.  S.  in  1982) 
jumped  in  states  as  diverse  as  Alabama  and  Utah. 

AVhile  the  increases  were  only  half  a percent 
or  less  in  six  of  the  nine  states,  three  states  (Ala- 
bama, New  Hampshire  and  Vermont)  saw  in- 
creased death  rates  of  about  a percent. 

Furthermore,  mortality  rate  changes  haven’t 
been  compiled  yet  for  15  states,  and  even  in  states 
which  are  not  reporting  overall  increases,  infant 
mortality  was  iq>  substantially  in  some  areas.  In 
Michigan,  for  example,  infant  mortality  rates  re- 
sumed a downward  trend  (12.8  per  1000)  in  1982, 
after  having  risen  to  13.2  in  1981.  But,  in  one  part 
of  Detroit  a baby’s  chance  of  dying  before  its  first 
birthday  was  33  in  1000  — about  the  same  as  in 
Honduras,  the  poorest  country  in  Central 
America. 

These  and  similar  statistics  are  being  cited  by 
child  health  advocates  as  evidence  of  a ‘‘rising  tide 
in  needless  infant  deaths”  resulting  from  reduc- 
tions of  up  to  30%  in  federal  funding  for  ma- 
ternal and  child  health  programs  since  1981.  Pro- 
ponents say  that  prior  to  such  cuts,  these  programs 
were  saving  up  to  $5  for  every  .$1  they  spent  and 
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that  infant  mortality  rates  dropped  by  over  40% 
Ijetween  1967  and  1979  in  part  because  of  such 
programs. 

Congressional  debate,  to  resume  after  Congress 
reconvenes  in  January,  will  revolve  around  two 
types  of  jiroposals:  those  that  expand  authoriza- 
tion levels  for  maternal  and  child  health  block 
grants  to  states  and  those  that  enhance  federal 
Medicaid  spending  for  children  and  pregnant 
women.  In  the  Hottse,  the  fight  is  being  led  by 
House  Commerce  Health  Sulicommittee  Chair- 
man Rep.  Henry  A\'axman  (D-CA).  In  the  Senate, 
it  is  being  carried  by  Sens.  Lloyd  Bent.sen  (D-TX), 
Dale  Bumpers  (D-AR)  and  Alan  Cranston  (D-CA) 
among  others. 

The  maternal  and  child  health  block  grant  was 
( reated  in  1981  when  seven  categorical  programs 
fttnded  at  about  $457  million  were  combined  into 
a single  program  for  which  $399  million  has  been 
atithorized  in  fiscal  1984.  Although  this  is  more 
than  the  $373  million  authorized  in  1983,  fund- 
ing in  1984  is  acttially  decreasing  by  about  $79 
million  since  a $105  million  jobs  hill  supplement 
provided  in  1983  is  not  scheduled  to  continue  in 
1984. 

If  inflation  is  considered,  say  the  March  of 
Dimes  Birth  Defect  Fotuidation  and  the  Ameri- 
can Academy  of  Pediatrics,  the  block  grant  has 
reduced  funding  to  maternal  and  child  health 
programs  by  28  to  30%  from  what  the  programs 
wotild  have  received  had  they  remained  categor- 
ical. Furthermore,  AAFP  representative  Kenneth 
Osgood,  M.D.,  told  the  Joint  Economic  Commit- 
tee, the  cuts  to  maternal  and  child  health  pro- 
grams tvere  greater  than  those  in  any  other  health 
block  grant,  and  they  have  been  particularly 
deleterioits  to  programs  for  poor  women  and  chil- 
dren in  the  inner  city. 

;\.t  the  same  time,  Medicaid  has  been  cut  about 
$4  billion  and  community  health  centers  which 
provide  key  services  to  mothers  and  children,  have 
been  reduced  by  about  25%. 

Recently,  however,  some  fiscally  conservative 
states  have  shown  a surprising  trend  toward  in- 
creasing funding  for  mothers  and  children.  Mis- 
sissippi, Illinois  and  Ohio  are  among  a handful  of 
states  that  hope  to  ctirb  overall  state  spending  by 
expanding  Medicaid  benefits  for  mothers  and 
children.  The  decision  follows  the  discovery  that 
reducing  Medicaid  benefits  increased  state  and 
cotinty  costs  for  indigent  care  at  public  hospitals 


and  stems  from  a desire  to  supplant  the  local 
dollars  with  Medicaid  matching  from  tlie  federal 
government. 

Rep.  Waxman  wants  more  states  to  expand 
benefits  for  mothers  and  children,  and  to  this  end, 
he  jmshed  through  a Child  Health  Assurance 
Program  (CHAP)  as  part  of  the  Commerce  panel’s 
Ijudget  reconciliation  proposal.  Expected  to  cost 
about  $200  million  in  fiscal  1984,  CHAP  would 
extend  Medicaid  coverage  to  first-time  pregnant 
women  who  would  qtialify  for  Medicaid  once 
their  baby  is  born  and  to  children  and  pregnant 
women  in  two-parent  families  where  the  primary 
wage-earner  is  unemployed.  In  1986,  women  in 
all  low-income  families  would  be  covered  regard- 
less of  the  family’s  employment  status. 

Ten  states,  which  already  cover  all  these  cate- 
gories, wotild  receive  slight,  if  any,  increases  in 
federal  Medicaid  funds.  But  for  the  remaining 
states,  which  presently  deny  coverage  to  some  or 
all  these  beneficiaries,  the  federal  government 
would  pay  the  entire  cost  of  coverage  for  the  new 
categories  of  recipients. 

In  the  Senate,  Bentsen  persuaded  the  Einance 
Committee  to  include  a modest  two-year  maternal 
health  provision  in  the  committee’s  health  plan 
for  the  titiemployed.  Estimated  to  cost  $10  million 
a •sear  and  scaled  down  from  another  Bentsen  pro- 
posal, the  Finance  provision  would  require  state 
Medicaid  plans  to  cover  pregnant  women  who 
would  otherwise  be  eligible  as  soon  as  their  child 
is  born.  In  addition.  Sen.  Cranston  is  pushing 
for  Senate  approval  of  legislation  similar  to  Wax- 
man’s  CH.M’  pro]tosal. 

On  another  front,  the  Hotise  has  already  ap- 
jiroved  a provision  that  would  increase  funding 
for  the  maternal  and  child  health  block  grant 
by  $110  million  bringing  the  authorization  to 
$483  million  in  fiscal  1984.  I’he  provision  is  at- 
tached to  the  House-enacted  Health  Insurance 
for  the  Unemployed  bill,  however,  which  is  stalled 
in  the  Senate  and  may  never  lie  enacted. 

Sens.  Bentsen,  Btimpers  and  Cranston  have  in-  ; 
trodticed  a similar  provisioti  in  the  Senate  tvhich  i 
could  be  asked  to  vote  on  the  measure  as  part  of  * 
a btidget  reconciliation  measure.  ! 

Stipporters  of  the  proposals  claim  that  failure  , 
to  enact  them  will  cost  federal  and  state  govern-  i 
ments  millions  of  dollars  a year,  primarily  in  ! 
treatment  of  underweight  babies  who,  by  some  j 
estimates,  are  more  than  twice  as  likely  to  be  | 
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born  to  mothers  who  don’t  receive  prenatal  care 
as  to  mot  Iters  who  do. 

About  one  in  20,  or  185,000,  women  in  the  U.  S. 
receive  no  prenatal  care  until  the  last  trimester 
of  care,  according  to  the  National  Center  for 
Health  Statistics,  and  among  black  and  hisjtanic 


women,  about  one  in  10  forego  care  until  the  last 
three  months  of  pregnancy.  Many  (at  least  25% 
in  one  New  York  study)  have  sought  the  care  but 
have  been  turned  away  when  they  are  unable  to 
pay  for  it. 

* * # * 


keeping  up 


Category  1 

Continuing  Medical  Education 
Programs  Available  in 
Arkansas 


NEW  TRENDS  IN  ARRHYTHMIA  MANAGEMENT 

Presented  by  James  E.  Doherty,  M.D.,  March  2, 

' S:00  a.m.  to  3:00  p.m.,  Room  2B,  University  Con- 
1 ference  Center  adjoining  the  Statehouse  Conven- 
, tion  Center,  Markham  and  Main  Streets,  Little 
Rock.  Six  hours  Category  I credit.  Registration 
i fee  $25.  Sponsored  by  LIAMS. 

PRACTICAL  MANAGEMENT  OF  RHEUMATIC 
DISORDERS 

Presented  by  Eleanor  Lipsmeyer,  M.U.,  and 
i Fred  Robertson,  M.D.,  March  2,  8:00  to  12:00 
I noon;  March  3,  8:00  a.m.  to  11:45  a.m.,  Arlington 
Hotel,  Hot  Springs.  Seven  hours  Category  I 
! credit.  Registration  fee  $75.  Sponsored  by  LIAMS. 
INFERTILITY  AND  IN-VITRO  FERTILIZATION 

Presented  by  Donald  R.  Tredway,  M.D.,  Ph.D., 
Department  of  Gynecology  and  Obstetrics,  Tulsa 
! Medical  College,  Tulsa,  Oklahoma,  Alarch  20, 
I 1:00  p.m..  Education  Building,  Baxter  County 


Regional  Hos|)ital,  Mountain  Home.  Ewo  hours 
Category  1 credit.  No  registration  fee. 

ANNUAL  SURGICAL  SYMPOSIUM 

Pre.sented  by  G.  Rick  Westerman,  M.D.,  March 
29-31,  ;\rlington  Hotel,  Hot  Springs.  Approxi- 
mately (3  hours  Category  I credit.  Registration  fee 
$20.  Sponsored  by  LIAMS.  No  other  information 
available. 

SURGICAL  THERAPY  OF  OBESITY 

Presented  by  Edward  E.  Mason,  M.D.,  Chief  of 
Surgery,  University  of  Iowa,  Iowa  City,  Iowa, 
April  17,  7:00  p.m..  Education  Building,  Baxter 
County  Regional  Hospital,  Mountain  Home. 
Two  hours  Category  1 credit.  No  registration  fee. 
SLEEP  DISORDERS 

Presented  by  Edgar  A.  Laicas,  Ph.D.,  April  28, 
UAMS  Education  11  Building.  Approximately  7 
hours  Category  I credit.  Registration  fee  $50.  No 
other  information  available. 


RECURRING  EDUCATION  PROGRAMS 

Unless  otherwise  indicated,  programs  are  for  one  to  two  hours  Category  I Credit. 

“ EL  DORADO  — AHEC- SOUTH  ARKANSAS 

Surgical  Conference,  first,  second  and  third  Monday,  12:15  p.m.  to  1:30  p.m.,  AHEC-South  .Arkansas. 

Pathology  Conference,  second  riic*sday,  12:30  p.m.  to  1:30  p.m.,  AHEC-South  Arkansas. 

Colposcopy-Pap  Smear  Clinic,  fourth  1 iiesday,  12:00  noon  to  1:00  p.m.,  AHEC-South  Arkansas. 

Internal  Medicine  Conference,  first,  second,  and  fourth  Wednesday,  12:45  p.m.  to  1:30  p.m.,  .AHEC-South  Arkansas, 
j Chest  Conference,  third  Wednesday,  12:30  p.m.  to  1:30  p.m.,  Warner  Brown  Hospital. 

Obstetrics-Gynecology  Conference,  second  and  fourth  Thursday,  12:45  p.m.  to  1:30  p.m.,  .AHEC-South  Arkansas. 

Behavioral  Sciences  Conferences,  first  and  fourth  Friday.  12:45  p.m.  to  1:30  p.m.,  .AHEC-South  .Arkansas. 

Pediatric  Conference,  second  and  tliird  Eriday.  12:30  p.m.  to  1:30  p.m.,  (second  Eriday,  Warner  Brown  Hospital,  third  Friday, 
Union  Medical  CTnter)  . 

As  oreanizaxions  accredited  for  continuing  medical  education  by  the  Liaison  Committee  on  Continuing  Medical  Education,  the  organizations 
named  certify  that  these  continuing  medical  education  activities  meet  the  criteria  for  the  credit  hours  specified  in  Category  I of  the  Physician's 
Recognition  Award  of  the  American  Medical  Association. 
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FAYETTEVILLE  — AHEC- NORTHWEST 

Medicine  Teaching  Conference,  first,  third  and  fiftii  Thursday,  7:30  a.ni.  to  8:30  a.ni.,  Baker  Conference  Room,  Washington 
Regional  Medical  Center. 

FAYETTEVILLE  — VA  MEDICAL  CENTER 

Radiology  Confere7ice,  first  and  third  Thursday,  1:00  p.m..  Conference  Room. 

Pathology  Confereiice,  second  Thursday,  1:00  p.m..  Conference  Room. 

Peer  Exchange,  March:  “Infectious  Diseases”;  April:  “Nephrology”. 

FORT  SMITH  — AHEC 

Cancer  Conference,  each  Tuesday,  12:00  noon.  Fourth  Floor  Conference  Room,  Sparks  Regional  Medical  Center. 

JONESBORO  — AHEC -NORTHEAST 

Interesting  Case  Conference,  second  and  fourth  Tuesday,  12:00  noon,  St.  Bernard’s  Dietary  Conference  Room. 

Methodist  Hospital  of  Jonesboro  CME  Staff  Conference,  second  Tuesday,  7:30  p.m.,  Methodist  Hospital  of  Jonesboro 
Cafeteria. 

Monthly  Medical  Lecture  Series,  third  Tuesday,  7:30  p.m.,  rotates  each  month  between  Walnut  Ridge  and  Pocahontas. 
Monthly  Perinatal  Conference,  second  Wedne.sday,  i2:00  noon,  St.  Bernard’s  Dietary  Conference  Room. 

Tumor  Conference,  fourth  Wednesday,  12:00  noon,  St.  Bernard’s  Dietary  Conference  Room. 

Weekly  Medical  Lecture  Series,  each  Friday,  12:00  noon,  Stroud  Hall,  St.  Bernard’s  Annex  Building. 

Chest  Conference,  third  Friday,  12:00  noon,  St.  Bernard’s  Dietary  Conference  Room. 

Arkansas  Methodist  Hospital  CME  Conference,  last  Friday,  7:00  a.m.,  AMH,  Paragould. 

LITTLE  ROCK  — ARKANSAS  CHILDREN’S  HOSPITAL 

Pediatric  Radiology j Genetics  Conference,  each  Monday,  12:00  noon.  Second  Floor  Classroom. 

Pediatric  Grand  Rounds,  each  Tuesday,  8:00  a.m.,  Second  Floor  Classroom. 

Respiratory  Care  Case  Conference,  each  Wednesday,  1:00  p.m.,  Polly  Thomas  Dining  Room. 
hijectious  Disease  Conference,  second  Wednesday,  12:00  noon.  Second  Floor  Classroom. 

Pediatric  Pharmacology  Conference,  third  Wednesday,  12:00  noon.  Second  Floor  Classroom. 

Problem  Case  Conference,  each  Thursday,  12:00  noon,  second  Floor  Classroom. 

Primary  Care  Semmar  and  Case  Presentation,  each  Friday,  12:00  noon.  Second  Floor  Classroom. 

LITTLE  ROCK  — BAPTIST  MEDICAL  CENTER 

Pulmonary  Conference,  each  Tuesday,  12:00  noon  to  1:00  p.m..  Auditorium. 

Emergency  Medicine  Conference,  first  Wednesday,  12:30  p.m.  to  1:30  p.m..  Conference  Room  #1. 

Case  of  the  Month,  second  and  fourth  Wednesday,  12:00  noon  to  1:00  p.m..  Conference  Room  #1. 

General  Internal  Medicine  Cotiference,  third  Wednesday,  12:00  noon  to  1:00  p.m..  Conference  Room  #1. 

Renal  Conference,  fifth  or  last  Wednesday  each  month,  12:00  noon  to  1:00  p.m..  Conference  Room  #1. 

Morbidity  and  Mortality  Conference,  first  Thursday,  8:00  a.m.  to  9:00  a.m..  Conference  Room  #1. 

Surgery  Conference,  second,  third,  fourth  and  fifth  Thursday,  8:00  a.m.  to  9:00  a.m..  Conference  Room  #1. 

Anesthesiology  Conference,  third  Thursday,  7:00  a.m.  to  8:00  a.m..  Conference  Room  #1. 

Cardiology  Conference,  fourth  Thursday,  7:00  a.m.  to  8:00  a.m..  Conference  Room  #1. 

Cardiopulmonary  Resuscitation  Course,  fourth  Thursday,  7:00  p.m.  to  1:00  a.m.,  Shuffield  Auditorium.  Six  hours  Category 
I credit.  (Pre-registration  with  Department  of  Medical  Education  required,  phone  227-2672.) 

LITTLE  ROCK  — ST.  VINCENT  INFIRMARY 

Interhospital  GI  Problems  Conference,  first  Monday,  6:00  p.m.  to  7:30  p.m..  Room  E-155,  Education  Wing. 

Pediatric  Conference,  first  Tuesday,  12:30  p.m.  to  1:30  p.m..  Room  E-159,  Education  Wing. 

Interhospital  Urology  Grand  Rounds,  first  Tuesday,  5:30  p.m.  to  6:30  p.m..  Room  E-159,  Education  Wing. 

Gynecology  Conference,  second  Tuesday,  5:30  p.m.  to  6:30  p.m.,  St.  Vincent  Infirmary,  Classroom  S-1025. 

Cardiology  Conference,  •second  Tuesday  in  April,  7:00  a.m.  to  8:00  a.m..  Room  E-159,  Education  Wing. 

Neuropathology  Conference,  third  Tuesday,  5:30  p.m.  to  6:30  p.m..  Room  S-1169,  Laboratory. 

Peripheral  Vascular  Disease  Confere^ice,  third  Tuesday,  6:00  p.m.  to  7:00  p.m..  Room  E-159,  Education  Wing. 

Pulmonary  Conference,  first  and  third  1 hursday,  12:00  noon  to  1:00  p.m..  Room  E-159,  Education  Wing. 

Hematology -Oncology  Co77ference,  second  Thursday,  12:00  noon  to  1:00  p.m..  Room  S-1169,  Laboratory. 

LITTLE  ROCK  — UNIVERSITY  OF  ARKANSAS  FOR  MEDICAL  SCIENCES 

Ophthalmology  Mor7img  Co7\ference,  each  Monday,  Wednesday,  and  Friday,  7:30  a.m.,  ED  11  G/104a. 

Orthopaedic  Fracture  Confererice,  each  Tuesday,  7:00  a.m.,  ED  II  Gl /135. 

Medicine  Research  Conference,  each  Tuesday,  8:00  a.m.,  ED  II  8/105. 

Orthopaedic  Gra7id  Roimds,  each  Tuesday,  10:00  a.m.,  ED  II  Gl/135. 

Medicine-Pathology  Confere7ice,  each  Wednesday,,  12:30  p.m.,  3E06. 

GI-Radiology  Confere7ice,  each  Wednesday,  8:00  a.m..  Radiology  Conference  Room. 

Neriro-Radiology  Case  Conference,  each  Wednesday,  4:00  p.m.,  Ml/293. 

Medicme  Grand  Rounds,  each  Thursday,  12:00  noon,  Child  Study  Center  Auditorium. 

Gl-Problem  Case  Co7iference,  each  Thursday,  3:30  p.m.,  3D29. 
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Ophthalmology  Problem  Case  C.onference,  each  Thursday,  •1:00  ACC3/150. 

Surgery  Grand  Rounds,  each  Satiivday,  i):00  a.ni.  to  12:00  noon,  El)  11  G/131  a&.-l). 

TEXARKANA  — AHEC-SOUTHWEST 

Tumor  Conference,  first  Wednesday,  7:00  a.m.,  St.  Michael  Hospital. 

Chest  Conference,  third  \Vednesday,  12:30  p.in.,  St.  Michael  Hos|)ital. 


PERSONAL  AND  NEWS  ITEMS 


DR.  STOUGH  SPEAKS 

Dr.  D.  B.  Stoiigh,  III,  of  Hot  Springs  spoke  to 
the  Hot  Springs  Village  Evening  Lions  Chib.  The 
topic  of  his  talk  was  “Central  America.” 

OFFICERS  ELECTED 

Dr.  Michael  Baldwin  of  Mena  was  elected  presi- 
dent of  the  Polk  County  Medical  Society.  Other 
officers  are  Dr.  Henry  N.  Rogers,  vice  president, 
and  Dr.  David  Fried,  secretary. 

DOCTORS  CERTIFIED 

Drs.  G.  B.  Waldon,  William  Swindell,  Gary 
Neaville,  M.  C.  Reese,  W.  A.  Rolniak,  A.  R.  Add- 
ington, and  Jerry  Hitt  of  Rogers  were  recently 
certified  in  Advanced  Cardiac  Life  Support.  Drs. 
R.  S.  Venable  and  Jay  Holland  of  Little  Rock 
were  instructors  for  a two-day  ACLS  course  for 
physicians  at  Rogers  Memorial  Hospital. 
CARROLL  COUNTY  CHARTERED 
Dr.  Rhys  Williams,  a member  of  the  Arkansas 
Medical  Society  Council,  presented  the  charter  to 
the  Carroll  County  Medical  Society  members  dur- 
ing a meeting  held  in  the  home  of  Dr.  Oliver 
Wallace  in  Green  Forest.  Dr.  Ralph  Williams  of 
Berryville  is  president  of  the  new  Society  and  Dr. 
Harold  Stensby  is  secretary. 

DR.  BUFFINGTON  SPEAKS 
Dr.  Mike  Buffington  of  DeQueen  was  guest 
speaker  for  a meeting  of  the  DeQueen  Lions  Glub. 
He  spoke  on  “Acupuncture.” 

DR.  BROOKS  ELECTED 

Dr.  R.  Teryl  Brooks  of  Pine  Bluff  has  been 
elected  to  the  Board  of  Directors  of  the  Pine  Bluff- 
Jefferson  County  Chamber  of  Commerce. 

DR.  BUSH  SPEAKS 

Dr.  Martha  Bush  of  Springdale  conducted 
a seminar  on  Anorexia  Nervosa  which  was 


sponsored  by  the  Springdale  school  nurses  and 
counselors. 

CHRISTMAS  GIFT  TO  COMMUNITY 

Drs.  Neil  D.  Mullins  and  Donald  D.  Weaver 
of  Bentonville  offered  free  office  visits  to  area 
residents  as  their  Christmas  gift  to  the  communi- 
ty. The  service  was  offered  for  one  day  before 
Christmas. 

DR.  GLOVER  SPEAKS 

Dr.  Lawson  Glover  of  Little  Rock  spoke  at  a 
recent  meeting  of  the  Benton  Lions  Club.  Dr. 
Glover  talked  on  modern  devices  for  diabetics. 

DR.  HARMON  CHARTER  MEMBER 

Dr.  Harry  Harmon  of  Rogers  is  a charter  mem- 
ber of  the  Residents  Against  Drug  Abuse  in 
Rogers,  Inc.  (R.VDAR). 

DR.  MASHBURN  SECRETARY 

Dr.  James  D.  Mashburn  of  Fayetteville  has 
been  elected  secretary  of  the  Arkansas  State  Police 
Commission.  Dr.  Mashburn  has  served  on  the 
Commission  since  1980. 

DR.  CHAPMAN  CHIEF  OF  STAFF 

Dr.  Jerry  Chapman  of  Cabot  is  the  newly- 
elected  chief  of  staff  at  Rebsamen  Hospital  in 
Jack.sonville.  Other  officers  elected  are  Dr.  Joe 
Daugherty  as  secretary.  Dr.  James  R.  'Weber  as 
chief  of  medicine.  Dr.  Rex  N.  Moore  as  chief  of 
surgery  and  Dr.  Alan  R.  Storeygard  as  chief  of 
obstetrics-gynecology. 

DR.  SALTZMAN  SPEAKS 

Dr.  Ben  Saltzman  was  gtiest  speaker  at  a recent 
meeting  of  a Little  Rock  Chapter  of  the  American 
Association  of  Retired  Persons.  Dr.  Saltzman’s 
subject  was  “A  Family  Physician  Looks  at  the 
Aging  Population.” 
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CONVENTION  EXHIBITS 

Dr.  Robert  Casali,  chairman  of  the  Scientific 
Exhibits  Committee  of  the  Arkansas  Medical 
Society,  encourages  physicians  to  consider  having 
scientific  displays  at  the  1984  Annual  Session  in 
Little  Rock.  The  meeting  will  be  held  in  the 
Statehonse  Convention  Center  and  the  Excelsior 
Hotel.  Exhibits  will  be  set  up  on  Wednesday 
afternoon,  April  1 1.  Exhibitor  hours  will  be  from 
8:00  a.m.  to  5:00  p.m.  on  Thursday  and  Friday 
(April  12  and  13)  and  from  8:00  a.m.  to  noon  on 
Saturday  (April  14)  . All  exhibit  materials  must 
be  removed  from  the  exhibit  hall  by  5:00  p.m.  on 
Saturday.  Interested  physicians  may  contact  Leah 
Richmond  at  the  Society  headquarters  office  for 
an  exhibit  application  form.  The  address  is  Post 
Office  Box  1208,  Fort  Smith  72902.  Telephone 
numbers  are:  in  Fort  Smith  782-8218;  other  cities 
in  Arkansas,  1-800-542-1058. 

DR.  SMITH  FELLOW 

Dr.  Phillip  L.  Smith  of  Hot  Springs  is  a 
newly-elected  fellow  of  the  American  College  of 
Radiology. 

DR.  ALEXANDER  ELECTED  CHIEF 

Dr.  John  Alexander,  Sr.,  of  Magnolia  is  the  new 
chief  of  staff  of  the  Magnolia  Hospital  and  presi- 
dent of  the  Columbia  County  Medical  Society. 
Other  officers  are  Dr.  Ronald  Baldwin,  vice 
president  and  vice  chief;  Dr.  Jack  Walker,  chief 
of  medicine,  respiratory  therapy  and  physical 
therapy;  Dr.  Scott  McMahen,  chief  of  surgery, 
anesthesia  and  recovery;  Dr.  Charles  Weber,  chief 
of  obstetrics-gynecology;  Dr.  Rodney  Griffin, 
chief  of  intensive  care,  cardiology  care  and  emer- 
gency room;  Dr.  Charles  Kelley,  chief  of  clinical 
lab;  Dr.  John  Farmer,  chief  of  medical  library 
services.  Dr.  John  Ruff,  delegate  to  State  Society; 
and  Dr.  Robert  Hunter  as  alternate  delegate. 

DR.  SPEER  ELECTED 

Dr.  Marolyn  Speer  has  been  elected  to  a three- 
year  term  on  the  Board  of  Directors  of  the  Stutt- 
gart Chamber  of  Commerce. 

DR.  BIONDO  HONORED 

Dr.  Raymond  V.  Biondo  of  North  Little  Rock 
was  awarded  a certificate  of  merit  by  the  Arkansas 
State  Department  of  Health  for  his  achievement 
in  community  health  promotion. 

DR.  SCOTT  ELECTED  CHIEF 

Dr.  William  W.  Scott  of  Pocahontas  is  the 
newly-elected  chief  of  staff  at  Randolph  County 
Medical  Center.  Dr.  Richard  Lombardo  is  the 


outgoing  chief-of-staff.  Dr.  Albert  Baltz,  also  of 
Pocahontas,  was  elected  secretary-treasurer  and 
chief  of  staff-elect. 

DR.  PURDY  PRESIDENT 

Dr.  Harold  D.  Purdy  of  Little  Rock  was  recently 
installed  as  the  president  of  the  Pulaski  County 
Medical  Society  for  1984.  Dr.  Purdy  is  in  Family 
Practice. 

Other  officers  of  the  Society  are  Dr.  Warren 
Douglas,  president-elect;  Dr.  Fred  Henker,  vice 
president;  Dr.  David  Barclay,  secretary;  Dr. 
Charles  Rodgers,  treasurer;  and  Dr.  Warren  Boop, 
treasurer-elect.  All  reside  in  Little  Rock. 

DR.  WAGONER  CHIEF 

Dr.  Jack  Wagoner,  Jr.,  of  Little  Rock  has  been 
elected  chief  of  staff  at  St.  Vincent  Infirmary.  Dr. 
Robert  Jones,  also  of  Little  Rock,  is  the  outgoing 
chief.  Dr.  Joseph  D.  Calhoun  is  vice  chief  of  staff 
and  Dr.  A.  Reed  Thompson  is  secretary-treasurer. 

/A 

OBITUARY 

DR.  CARL  L.  WILSON 

Dr.  Carl  Wilson  of  Fort  Smith  died  December 
22,  1983.  He  was  born  June  5,  1911,  and  was  a 
native  of  Yonkers,  New  York. 

Dr.  Wilson  received  his  pre-med  education  at 
New  York  University.  In  1935  he  was  graduated 
from  the  University  of  Virginia  School  of  Medi- 
cine in  Charlottesville.  His  internship  and  resi- 
dency in  Lhology  were  with  Kings  County  Hos- 
pital in  Brooklyn,  New  York.  Dr.  Wilson  was  a 
member  of  the  Alpha  Omega  Alpha. 

During  World  War  II,  Dr.  Wilson  served  as  a 
lieutenant  colonel  in  the  Army  Medical  Corps. 

Dr.  Wilson  was  the  first  fully-trained  Urologist 
in  Fort  Smith.  He  joined  the  Holt-Krock  Clinic 
in  1940.  He  was  the  first  Medical  Director  of  the 
Clinic  and  he  had  also  served  as  its  chief  financial 
officer.  His  brother.  Dr.  Morton  Wilson,  and  his 
son,  Dr.  Steven  Wilson,  are  also  associated  with 
Holt-Krock  in  the  practice  of  Urology. 

Dr.  Wilson  was  a past  president  of  the  Sebastian 
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County  Medical  Society,  a past  state  representa- 
tive to  the  Aiuerican  llrological  Association  and 
Regent  of  International  College  of  Snrgeons.  lie 
served  six  terms  as  Chief  of  Staff  at  Sparks  Re- 
gional Medical  Center.  He  was  a fellow  of  the 


American  College  of  Singeons  and  the  Interna- 
tional College  of  Snrgeons  and  was  certified  by 
the  American  Boaicl  of  Urology. 

Dr.  Wilson  is  smvived  by  his  wife,  Mrs.  Bette 
Wilson,  two  sons  and  a stepson. 


DR.  HENRY  A.  JONES 

Dr.  Jones  has  joined  the  Lonoke  Comity 
Medical  Society.  He  is  a native  of  Paintsville, 
Kentucky. 

Dr.  Jones  received  his  Bachelor  of  Arts  degree 
in  1956  from  Centre  College  of  Kentucky  at  Dan- 
ville. He  was  graduated  from  the  University  of 
Louisville  School  of  Medicine  in  1960.  His  intern- 
ship was  with  St.  Elizabeth  Hospital  in  Dayton, 
Ohio. 

Dr.  Jones  served  with  the  United  States  Air 
Force  from  1961  to  1964.  He  then  practiced  in 
Flatwoods,  Kentucky,  for  eleven  years  and  re- 
turned to  the  Air  Force  for  four  years.  Dr.  Jones 
served  as  Chief  of  Flight  Medicine  at  Wright  Pat- 
terson Air  Force  Base  in  Dayton,  Ohio,  from  1975 
to  1976,  and  as  Director  of  Clinical  Medicine, 
Hyperbaric  Medicine  Division,  at  the  School  of 
Aerospace  Medicine  in  San  Antonio  from  1977  to 
1979. 

Dr.  Jones  practiced  in  Darlington,  South  Caro- 
lina, from  1979  to  1983.  He  moved  to  England  in 
1983. 

Dr.  Jones  specializes  in  Family  Practice  and 
is  certified  by  the  American  Board  of  Family 
Practice. 

He  has  joined  the  England  Medical  Associates 
at  520  Northeast  4th  in  England. 


DR.  LAURA  J.  KOEHN 

Dr.  Koehn,  a new  member  of  the  Washington 
County  Medical  Society,  was  born  in  Westville, 
Oklahoma. 

She  received  her  pre-medical  education  at 
Northeastern  State  University  in  I’ahlecpiah,  Ok- 
lahoma. She  is  a 1960  graduate  of  the  University 
of  Oklahoma  College  of  Medicine  in  Oklahoma 
City.  Her  internship  and  residency  training  were 
with  Wesley  Plospital  (now'  Presbyterian  Hospital) 
in  Oklahoma  City. 

Dr.  Koehn  practiced  with  the  Well  Child 
Clinics  and  Galveston  County  Health  Department 
in  Galveston,  Texas,  and  the  Student  Health  De- 
partment at  the  University  of  Kansas  in  Law'rence 
from  1963  to  1967.  She  was  in  General  Practice 
in  Westville,  Oklahoma,  from  1967  to  1972.  She 
located  in  Fayetteville  in  1972. 

Dr.  Koehn  is  board  certified  in  yMlergy. 

She  practices  at  2100  Green  .Acres  Road  in 
Fayetteville. 


THINGS 


\ TO 

COME 


The  Southern  Medical  A.ssociatlon  has  an- 
nounced the  following  continuing  medical  educa- 
tion programs: 

How  Payment  Changes  Affect  Your  Practice. 
March  9-11,  Marriott  Hotel,  San  Antonio,  Texas. 
.April  6-8,  The  Breakers,  West  Palm  Beach,  Flori- 
da. Fee  $220  for  members  of  SMA  and  $275  for 
nonmembers. 

First  Annual  Meeting  of  the  Southern  Ortho- 
paedic Association.  March  28-April  1,  Cable 
Beach  Hotel,  Nassau,  Bahamas.  Fee  $125  for 
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members  of  SOA;  S200  for  nonmembers. 

For  further  information  on  any  of  these  pro- 
grams, contact  Jeanette  Stone,  Southern  Medical 
.Association,  Post  Office  Box  2446,  Birmingham, 
Alabama  35201;  telephone  205-323-4400. 

March  29-31 

Arkansas  Chapter,  American  College  of  Sur- 
geons’ spring  meeting.  Arlington  Hotel,  Hot 
Springs. 

April  4-6 

1984  Family  Practice  Update.  Department  of 
Family  Medicine  of  the  University  of  Mississippi 
School  of  Medicine.  24.5  hours  Category  I Ameri- 
can Medical  Association  and  American  Academy 
of  Family  Physicians.  For  further  information, 
contact  Continuing  Education,  University  of  Mis- 
sissippi Medical  Center,  2500  North  State  Street, 
Jackson,  Mississippi  39216;  phone  601-987-4914. 

April  6-7 

Gynecologic  Oncology  Symposium  “Cervical 
Neoplasia.”  Sponsored  by  The  University  of 
Texas  M.D.  Anderson  Flospital  and  Tumor  Insti- 
tute. Stouffers  Hotel,  Houston,  Texas.  For  addi- 
tional information:  Office  of  Conference  Services, 
Box  131,  M.D.  Anderson  Hospital  and  Tumor 


Institute,  6723  Bertner  Avenue,  Houston,  Texas 
77030;  phone  713-792-2222. 

April  12-15 

lOStli  Annual  Session,  Arkansas  Medical  So- 
ciety. “Management  of  Chronic  Disease.”  Excel- 
sior Hotel  and  Statehouse  Convention  Center, 
Little  Rock. 

May  18-19 

4th  Annual  Cardiovascular  Symposium  “Thera- 
pies in  Cardiac  Disease.”  Sponsored  by  St.  John 
Cardiovascular  Institute.  Excelsior  Hotel,  Tulsa, 
Oklahoma.  Eor  additional  information,  contact 
LoRayne  Whitehead,  M.S.N.,  St.  John  Cardiovas- 
cular Institute,  1923  South  Utica  Avenue,  Tulsa, 
Oklahoma  74104;  telephone  1-800-331-9102. 

May  30-June  2 

The  American  Academy  of  Clinical  Anesthesi- 
ologists 1984  Spring  Seminar  in  Anesthesiology. 
Co-sponsored  by  the  Academy  and  the  East  Ten- 
nessee State  University  College  of  Medicine. 
Hilton  Head  Inn,  Sea  Pines  Plantation,  Hilton 
Head  Island,  South  Carolina.  For  more  informa- 
tion, contact  Program  Director,  American  Acade- 
my of  Clinical  Anesthesiologists,  Post  Office  Box 
11691,  Knoxville,  Tennessee  37939-1681;  tele- 
phone 615-588-6279. 
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The  Clinical  Evaluation  of  Body  Fat 

James  R.  McNair,  M.D.,  Barry  S.  Brown,  Ph.D.,  F.A.C.S.M., 

James  Weber,  M.D.,  Robert  McGowan,  M.D.* 


T-e  fallacy  of  using  body  weight  and  insur- 
ance height-weight  charts  as  part  of  the  routine 
medical  examination  was  explained  in  a recent 
issue  of  the  Arkansas  Medical  JournalJ'^  A more 
meaningful  and  medically  valid  approach  to  pa- 
tients’ needs  is  the  assessment  of  body  fat.  The 
comjrosition  of  Iroth  lean  and  fat  tissue  provides 
critical  information  to  the  medical  jrractitioner 
and  presents  the  best  indice  of  obesity. i- 

\'arions  techniques  may  be  used  to  assess  the 
percentage  of  body  tissue  contained  as  fat.  In  the 
research  laboratory,  underwater  (or  hydrostatic) 
weighing  allows  a highly  accurate  means  of  deter- 
mining body  density,  which  is  then  extrapolated 
to  % body  fat.’^  However,  this  procedure  retpiires 
a swimming  pool  or  underwater  tank,  highly  ac- 
ctirate  scales  sensitive  to  .01  kg,  significant  time 
(about  30  minutes  per  individual)  and  patient 
cooperation.  It  is  certainly  not  a cost  effective 
procedure  for  a clinical  setting.  According  to  a 
recent  study  conducted  among  the  Fellows  of  the 
American  College  of  Sports  Medicine,^  the  use  of 
skinfolds  to  assess  % body  fat  ranked  second  be- 
hind underwater  weighing  as  a valid  jrrocedure 
and  first  with  respect  to  simplicity  and  practical- 
ity. Skinfold  assessment  of  body  fat  requires  either 
a highly  accurate  mechanical  caliper  or  electronic 
fat  calipers. 1 

Some  major  objections  to  the  use  of  skinfolds  in 
the  past  have  included  imprecision  of  the  instru- 
ment, the  need  to  perform  tedious  calcidations  or 
refer  to  a cumbersome  chart,  and  technician  vari- 
ability in  measurement.  Even  with  these  inherent 
errors,  position  statements  have  been  taken  by  a 
number  of  medical  and  health  organizations  in- 
dicating the  role  and  value  of  skinfold  assessments 


*1000  Medical  Towers  Ruilding,  Utile  Rock,  AR  72205 
^Two  mechanical  calipers  which  meet  minimum  standards  are 
Lange  and  Harpcnden.  T he  only  electronic  caliper  which  meets  or 
exceeds  minimum  specifications  is  the  SKYXDEX.  Several  electronic 
SKVNDEX  body  fat  calculators  have  been  produced,  each  pro- 
grammed for  different  formula  and  sites,  as  well  as  specific  models 
for  children  (6-16  years  of  age)  and  the  elderly  population  (over  70 
years  of  age). 


of  body  fat  in  lieu  of  boily  weight.  The  purpose 
of  this  report  is  to  present  the  most  current  and 
scientil ically  accepted  technitpies  for  the  assess- 
ment of  body  lat  tlirough  skinfold  measurements. 

Much  of  the  variability  and  error  in  skinfold 
estimates  ol  bod\  fat  have  been  eliminated 
through  use  of  a newly  developed  electronic  body 
fat  calcidator  (SK'S’NDEX).  I’he  thickness  (in 
mm)  at  each  site  is  internally  recorded  and  cal- 
etdations  are  performed  automatically  residting 
in  an  instantaneous  display  of  % boily  fat.  The 
particidar  sites  and  etpiations  chosen  for  the 
medical  profession  were  based  tipon  recent  and 
extensive  testing  of  men  and  women  from  17 
through  72  years  of  age,  which  compareil  several 
skinfold  site  measurements  to  underwater  weigh- 
ing."'9  The  restilting  fornuda  established  7 sites 
for  men  and  women  along  with  age  adjustments 
to  predict  body  fat  with  a high  degree  of  accuracy 
(r=.87).  A statistically  redticed  model,  evaluating 
3 sites  for  men  and  4 sites  for  women,  decreased 
the  measurement  time  to  less  than  one  minute 
with  little  loss  in  accuracy  (r=.<S.a).  Perhaps  the 
greatest  single  contribution  of  this  electronic 
caliper  is  its  ability  to  take  nndtiple  measurements 
at  each  site  and  disregard  all  vahies  that  are  not 
within  1.0  mm  of  each  other.  4 his  feature  sig- 
nificantly reduces  the  variability  among  teebni- 
cians  inherent  with  mechanical  calijjcrs. 

Since  calculation  error  and  variability  Iiave  been 
significantly  redticed  with  the  proper  evaluative 
tool,  it  is  essential  that  skinfold  site  location  and 
the  '‘pinching  ' teclinitpie  become  standardized. 
.\  step-by-step  procedure  for  “pinching'’  is  pre- 
sented below  followetl  by  a pictoral  layout  and 
written  description  ol  the  proper  site  and  location 
using  Jackson  and  Pollock's  generalized  ecpiations 
for  tlie  general  |)opulalion.'^’^ 

Technique  of  the  Pinch® 

The  greatest  error  in  assessing  body  fat  using 
skinfolds  is  the  “human’’  error  in  the  way  meas- 
urements are  made.  To  insure  a high  degree  of 
accuracy,  follow  the  step-by-step  procedures  and 
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practice  on  a number  of  individuals  before  using 
any  values  for  diagnostic  purposes. 

1)  The  Amount  of  Skin  to  be  Pinched.  The 
amount  of  skin  that  you  will  pinch  will  depend 
upon  the  specific  site  and  the  thickness  of  the  skin 
and  underlying  tissue.  The  skinfold  should  be 
taken  with  moderate  pressure  to  prevent  slippage, 
but  the  force  applied  to  the  fold  should  not  cause 
extreme  compression  of  the  underlying  tissue. 
Naturally,  none  of  the  muscle  should  be  included 
in  the  skinfold.  If  you  are  unsure  of  the  presence 
of  muscle  tissue,  ask  the  person  to  contract  his 
muscle. 

2)  Correct  placement  of  fingers  and  lifting  tech- 
nique. The  fingers  should  be  placed  vertically  on 
most  folds  (with  the  exception  of  the  subscapula, 
iliac  crest,  and  the  chest,  which  require  a diagonal 
fold  at  a 45°  angle),  with  a spread  of  3 to  8 cm  be- 
tween the  thumb  and  forefinger.  A fold  is  best 
created  by  using  the  thumb  and  forefinger  as  a 
“C”  clamp.  The  skin  surfaces  of  the  fold  should 
be  parallel. 

3)  Placement  of  the  measurement  tips.  The 
measurement  tips  are  placed  approximately  1 cm 
from  the  fold  created  by  your  thumb  and  fore- 
finger with  the  display  facing  upward  (allowing 
you  to  read  the  numerical  display).  The  tips 
should  be  placed  directly  on  the  fold.  If  placed 
too  deep  to  the  underlying  tissue  or  too  high  on 
the  crest  of  the  fold,  the  placement  will  cause  an 
inaccurately  high  reading.  Allow  the  numbers  on 
the  display  (or  the  pointer  if  using  a mechanical 
caliper)  to  settle  down  to  a halt  or  until  the  de- 
crease is  less  than  0.1  mm  per  second.  At  this  time, 
press  the  rocker  switch  to  enter  the  value  into 
memory,  if  using  the  SKYNDEX,  or  record  this 
value,  if  using  mechanical  calipers.  The  depth 
from  the  crest  of  the  skinfold  at  which  the  meas- 
urement tips  are  placed  should  approximately  cor- 
respond to  the  thickness  of  the  skinfold  itself. 

4)  Location  of  the  site.  The  specific  location  of 
the  site  is  shown  in  the  accompanying  figures.  In 
general,  take  only  the  amount  of  skin  necessary  to 
form  a skinfold  when  grasped  firmly  between  the 
thumb  and  forefinger.  It  may  be  of  some  help  to 
mark  the  specific  site  with  a grease  pencil  until 
you  have  mastered  the  location.  Some  sites  are 
easier  to  take  and  less  critical  than  others.  The 
subscapula  skinfold  is  one  such  area.  However,  the 
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triceps  will  show  significant  variation  unless  care 
is  taken  to  locate  the  exact  position. 

5)  Repeatability.  If  you  find  it  necessary  to  take 
another  reading  of  the  same  site,  wait  at  least  30 
seconds  to  avoid  a false  low  reading  due  to  com- 
pression of  the  skinfold  area.  The  repeat  meas- 
urement should  be  within  1.0  mm  of  the  first 
reading.  The  keys  to  developing  an  accurate 
“pinch”  are: 

1)  Correct  spread  of  the  thumb  and  fore- 
finger (3  to  8 cm). 

2)  Correct  lifting  technique  (folds  should  be 
parallel). 

3)  Correct  placement  of  the  measurement 
tips  (on  the  fold  itself). 

4)  Care  in  not  including  bone  and  muscle  in 
the  pinch. 

Skinfold  Sites  for  Men  and  Boys 

Three  skinfold  sites  are  taken  for  men  and  boys 
(ages  17  through  72)  on  the  right  side  of  the  bodyd^ 

1)  Chest:  a diagonal  fold  taken  one  half  of  the 
distance  between  the  anterior  axillary  line 
and  nipple.  (Figure  1) 

2)  Abdomen:  a vertical  fold  taken  at  a lateral 
distance  of  2 cm  from  the  umbilicus.  (Figure 
2) 

3)  Thigh:  a vertical  fold  on  the  anterior  aspect 
of  the  thigh,  midway  between  hip  and  knee 
joints.  (Figure  3) 

Skinfold  Sites  for  Women  and  Girls 

Four  skinfold  sites  are  taken  for  women  and 
girls  (ages  7 through  72)  on  the  right  side  of  the 
body:^® 

1)  Abdomen:  a vertical  fold  taken  at  a lateral 
distance  of  2 cm  from  the  umbilicus.  (Figure 
2) 

2)  Thigh:  a vertical  fold  on  the  anterior  aspect 
of  the  thigh,  midway  between  hip  and  knee 
joints.  (Figure  3) 

3)  Suprailium  (or  Iliac  Crest):  a diagonal  fold 
above  the  crest  of  the  ilium  at  the  spot  where 
an  imaginary  line  would  come  down  from 
the  anterior  axillary  line.  (Figure  4) 

4)  Triceps:  a vertical  fold  on  the  posterior 
midline  of  the  upper  arm  (over  the  triceps 
muscle),  halfway  between  the  acromion  and 
olecranon  processes:  the  elbow  should  be 
extended  and  relaxed.  (Figure  5) 
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CHEST 

Location  Measurement 


Figure  I.  Location  of  the  chest  skinfold  site  and  placement  of  the  measurement  tips  using  the  SKYNDEX  caliper.  Sec  text  for  written  descrin- 
tion  of  sites  in  Figures  1 through  5. 


ABDOMEN 


Location 


Measurement 


Figure  2.  Location  of  the  abdominal  skinfold  site  and  placement  of  the  measuremenl  tips  using  the  SKYNDEX  caliper. 


Volume  80,  Number  10  — March,  1984 


427 


The  Clinicai  Evai  i ation  of  Body  FaE 


Location 


THIGH 


Measurement 


Figure  3.  Location  of  ilie  tliigh  skinfold  site  and  placement  of  the  measurement  tips  using  the  SKVNDF.X  caliper. 

ILIAC  CREST 


Location 


Measurement 


Figure  4.  l ocation  of  tlie  suprailium  (or  iliac  crest)  skinfold  site  and  irlaeement  of  the  measurement  tips  using  the  SKYNDF.X  caliper. 
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Location 


TRICEPS 


Measurement 


Figure  5.  Location  of  the  tricep.s  .skinfoUI  site  anil  placement  of  the 

Interpretation 

Significant  data  ha,s  been  collected  on  endur- 
ance athletes  which  indicates  10%  and  18%  to 
be  maximum  desiralile  values  for  men  and 
women,  respectively.’  Desirable  levels 

for  non-athletes  are  less  precise,  althotigh  women 
tend  to  be  7%  to  10%  fatter  than  men  dtie  to  es- 
sential fat  deposition  (13%  for  w'omen  and  3%  for 
men).  According  to  Pollock,  it  appears  logical  that 
% body  fat  should  be  maintained  at  the  level 
achieved  at  puberty.”’  Most  body  fat  researchers 
place  the  ideal  upper  limit  for  men  at  17%  and 
women  at  22%.  Based  upon  data  from  several 
skinfold  sttidies,  w-e  have  compriseil  a body  fat 
classification  card  to  be  tised  wdth  the  Jackson- 
Pollock  eqtiations: 


% Body  Fat 


Cla.ssif  lent  ion 

Men 

Wotnen 

Excellent  Less  than: 

10% 

ir>% 

Ciood 

11  - M 

15-  17 

AccejJtable 

15-  17 

18-22 

Overfat 

18-  10 

23-27 

Obese 

20  + 

28  + 

measurement  tii)s  using  tlie  SKVNDKX  caliper. 

Following  the  assessment  of  body  hit,  it  is  im- 
perative that  the  physician  provide  the  projier  in- 
formation on  procedures  needed  to  rediue  fat 
levels  and  the  time  goals  ret|uired  to  realistically 
reach  one’s  ideal  upper  fat  limit  (or  less!).  Sub- 
setpient  articles  will  discuss  the  role  of  exercise 
and  nutrition  (inchuling  “fad”  diets)  in  the  alter- 
ation of  %,  body  fat  and  the  role  of  the  |)!iysician, 
in  cooperation  with  a nutritionist  and  exercise 
technician,  in  providing  the  necessary  inlormation 
and  guidance  in  fat  reduction. 
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Torsion  of  the  Cord  in  the  Newborn 

Hamilton  R.  Hart,  M.D.* 


J_  'orsioii  of  the  spermatic  cord  in  the  new- 
born is  a true  surgical  emergency.  It  is  recognized 
by  a firm  testicular  mass  that  does  not  transmit 
light  and  a bruised  appearance  of  the  scrotum, 
demarcated  to  only  on  one  side.  Examination  and 
evaluation  of  maternal  histories  and  delivery  rec- 
ords do  not  reveal  any  identifiable  etiologic 
factors.  Frequently,  these  are  large  infants  with 
a high  APGAR  score.  It  is  obviously  a source  of 
discomfort  to  the  infant  who  displays  irritability, 
increasing  crying,  and  finally  toxic  signs  associ- 
ated with  necrosis  of  the  tissue  if  left  untreated. 

9-pound,  3-ounce  male  child  who  was  the 
product  of  a normal  pregnancy  of  40  weeks  ges- 
tation was  delivered  normally  with  an  APGAR  of 
9 at  1 minute  and  10  at  5 minutes.  This  was  the 
second  pregnancy  for  the  22-year-old  mother.  The 
baby’s  vital  signs  were  stable. 

When  examined  at  age  12  hours,  the  infant  was 
noted  to  have  a dark  scrotum  localized  to  the  right 
side  which  was  quite  tense.  The  scrotum  itself 
would  not  transilluminate,  and  a presumptive  di- 
agnosis of  torsion  of  the  cord  was  made.  The 
child  was  taken  to  the  operating  room  immedi- 
ately where  the  scrotal  contents  were  explored  un- 
der general  anesthesia.  The  cord  structures  them- 
selves were  nectotic  and  were  removed.  The  op- 
posite side  was  also  explored  with  the  testicidar 
structures  being  sewn  down  in  such  a manner  as 
to  prevent  torsion  at  a future  time.  I'he  cord 
structures  in  the  unaffected  side  were  felt  to  be 
within  normal  limits. 

The  wound  was  closed,  a small  Penrose  drain 
inserted,  and  the  patient  returned  to  the  recovery 
room  in  satisfactory  condition.  His  post-operative 
course  was  uneventful  and  he  was  able  to  be  dis- 
charged from  the  hospital  four  days  after  birth  for 
care  as  an  out-patient. 

In  summary,  early  recognition  of  torsion  of  the 
spermatic  cord  in  the  newborn  is  important  for 
survival  of  the  testicular  tissue.  However,  it  must 
be  remembered  that  frecjuently  the  torsion  of  the 
testes  does  occur  during  labor  and  delivery,  and 
that  the  initial  examination  of  the  child  may  be 
completely  normal  with  evidence  of  torsion  ap- 
pearing in  the  next  8 to  10  hours. 


*The  Fayetteville  Family  Practice  Clinic,  767  West  North  Street, 
Fayetteville,  AR  72701. 


Nurses  in  the  nursery  as  well  as  physicians 
should  be  aware  of  this  condition  as  it  is  a sur- 
gically correctable  illness  if  found  in  time  and 
treated  with  exploration  and  detorsion.  Delay  in 
diagnosis  or  treatment  universally  results  in  ne- 
crosis of  the  testes  and  cord  structures  below  the 
torsion. 

Operative  intervention  involves  exploration  of 
the  scrotal  contents  and  detorsion  of  the  cord.  At 
that  time,  the  cord  structure  as  well  as  the  testes 
should  be  observed  for  return  of  blood  flow  and 
normal  appearance  of  the  tissue.  The  testis  is  then 
tacked  down  to  the  scrotal  wall  so  torsion  cannot 
recur,  and  the  opposite  side  is  treated  in  a similar 
manner  to  avoid  the  possibility  of  future  torsion. 
If  the  tissue  is  necrotic,  it  should  be  surgically  re- 
moved with  plans  for  a prosthesis  to  be  inserted 
at  about  age  6 years.  In  explaining  the  surgical 
procedure  to  the  parents,  it  should  be  made  clear 
that  this  will  not  cause  permanent  sterility  if  the 
unaffected  side  is  good.  This  injury  occurs  ran- 
domly and  is  without  signs  or  symptoms  before 
birth. 

Followup  involves  routinely  seeing  the  child  for 
growth  maintenance  and  physical  development. 
The  child  shoidcl  be  brought  back  for  surgery  at 
about  age  6 years  for  implantation  of  a testicular 
prosthesis  to  reestablish  a normal  cosmetic  appear- 
ance to  the  scrotum. 

During  the  following  years,  the  child  should  be 
closely  observed  for  maturation  and  normal 
secondary  sex  characteristic  development.  It  is 
well  known  that  a single  testis  will  produce  all 
the  testosterone  necessary  for  normal  growth  and 
development  as  well  as  provide  the  normal  amount 
of  spermatozoa  to  ensure  that  the  patient  is  not 
sterile. 

LITERATURE  SEARCH  AND  BIBLIOGRAPHY': 
Spermatic  cord  torsion  in  the  neonate 

ADDITIONAL  REFERENCES: 

Torsion  of  the  Testicle  in  the  Newborn.  Giacomantonio, 
M.  Canadian  Journal  of  Surgery,  24(1)  : 1 1-.5,  18,  Janu- 
ary 1981. 

Testicular  Torsion.  Thomas,  A.  JACEP  (Journal  of  Amer 
College  of  Emerg  Phys)  8(a):  28-.S1,  January  1979. 
Review  Article:  Perinatal  Torsion  of  the  Spermatic  Cord. 

Visani,  S.  I'rology.  6(3):  360-2,  September  1975. 
Intrauterine  and  Nervborn  Torsion  of  Spermatic  Cord. 

Whte.sel,  J.  A.  Journal  of  Urology,  106:  786.  1971. 
Torsion  of  the  1 estis  in  the  Newborn.  Aiddist.  A.  W.  Aust 
New  Zealand  Journal  of  Surgery,  45:  14,  1975. 
Intrauterine  Bilateral  Torsion  of  the  Spermatic  Cord. 
Atallah,  M.  W.  Journal  of  Urology,  116:  128,  1976. 


Volume  80,  Number  10  — March,  1984 


431 


ELECTROCARDIOGRAM  X^IHIF  X O F THE  MONTH 


• ••••••  ••••••••  «••• 


The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 


(See  Answer  on  Page  455) 


HISTORY: 

L.  H.  is  a 30-year-old  woman  who  has  presented  for  evaluation  of  palpitation  associated 
with  near  syncope.  Her  cardiac  examination  was  normal.  What  do  you  think  about  her  ECG? 


Steve  Hutchins,  M.D. 

John  W.  Watson,  M.D. 
UAMS-LRVA  Division  of  Cardiology 
Little  Rock,  Arkansas 
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PUBLIC  HEALTH  AT  A GLANCE 


The  Arkansas  State  Board  of  Health 
As  Viewed  by  a Registered  Nurse 

Nettie  J.  Goss,  R.N.* 


To  serve  on  the  Arkansas  State  Board  of 
Health  as  the  Registered  Xnrse  member  lias  been 
([iiite  a challenge!  Fonr  governors  (albeit  one 
selling  two  non-consecntive  terms)  and  three 
Directors  in  a period  of  six  years  not  only  pre- 
sented that  challenge  to  the  appointed  members 
of  the  Board  of  Health  but  also  to  the  loyal  staff 
of  the  Arkansas  Department  of  Health.  Different 
jihilosophies,  different  policies,  different  pro- 
gramming priorities  all  have  made  the  woik  for 
and  with  the  Department  interesting,  but  some- 
times rewarding  and  sometimes  frustrating. 

When  first  appointed  to  .serve  on  the  Board,  it 
seemed  the  board  members  were  serving  in  a very 
perfunctory  position.  I'he  mission  of  the  Depart- 
ment seemed  well-established,  well-oiled  ami  mov- 
ing with  precision,  riins,  when  the  Board  met 
quarterly  as  re(|uired  by  law,  and  the  Executive 
Committee  met  monthly,  as  established  by  jiol- 
icy,  “ritbber  stamping'’  best  describes  the  activity 
of  both  gron]3s.  "Elie  meetings  lasted  approxi- 
mately an  hour.  Reports  of  various  activities  of 
the  many  divisions  of  the  Dejiartment  were  given 
to  keep  the  Board  ujxlated.  Infrecpiently,  nciv 
regulations  or  amended  regulations  for  the  varied 
agencies,  services,  etc.  which  are  regnlated  by  the 
Department  were  pre.sentetl.  1 he  law  retpiires 
the  Board  of  Health  to  approve  such  before  the 
Administrative  Procedures  Act  can  be  followed 
for  final  approval  before  implementation. 

However,  this  all  changed  when  Governor  Clin- 
ton, after  his  first  election,  appointed  Dr.  Robert 
Young  as  Director.  With  all  the  controversy  of  his 
administration,  from  my  persjjective,  there  was 
one  very  positive  residt— the  realization  that  the 
role  of  the  Board  members  had  to  be  more  than 


‘Administrative  Assistant  Patient  Care,  St.  Vincent  Infirmary, 
#2  St.  Vincent  Circle.  Little  Rock,  AR  72205-5499. 


just  perfunctory,  more  than  a “rubber  stamp.  ’ 
The  Board  members  had  to  be  more  responsible 
and  more  accountable  to  the  citizens  of  Arkansas 
in  health  matters  as  well  as  being  supportive  to 
a very  concerned  group  of  loyal  emjjloyees.  .Since 
that  time,  the  Board  has  assumed  a very  active 
role  in  both  areas. 

Many  of  us  serving  on  the  Board  work  in  areas 
that  deal  primarily  with  illness.  But  it  does  not 
take  long  to  be  oriented  to  the  broad  scope  of 
activities  and  programming  of  the  Department, 
activities  and  jjrograms  that  relate  not  only  to  ill- 
ness but  also  to  wellness  and  prevention  of  illness. 
Little  tlid  I realize  that  one  day,  as  an  RN,  I would 
be  helping  to  make  a decision  to  reject  a subdi- 
vision becatise  the  soil  was  not  adequate  for  drain- 
age of  septic  tanks  that  would  have  to  be  installed 
and  to  direct  immediate  action  to  eliminate  a 
health  hazard  on  lots  already  .sold.  That  hazard? 
Raw  sewage  coming  from  mobile  homes  on  the 
lots  purchasetl. 

'Lhat  is  btit  one  example  of  the  varied  respon- 
sibilities  of  the  Board  and  the  Department.  Rat 
control,  radiation  contiol.  Nuclear  One,  the  Di- 
oxin threat  in  Jacksonville,  maternal  and  child 
health  programs,  immunizations,  birth  and  death 
certificates— ami  1 could  go  on  and  on  and  cover 
several  sheets  of  pajjer  to  list  all  the  activities! 
Unfortunately,  due  to  the  recession  and  cut  backs 
in  funding  resources  at  both  the  .State  and  Na- 
tional level,  there  are  several  services  and  pro- 
grams which  have  had  to  be  severely  curtailed  or 
eliminated  entirely.  Therefore,  a major  activity 
of  the  Board  has  been  assisting  with  priority  set- 
ting in  order  that  the  available  resources  could 
be  utilized  most  effectively.  It  seems  ironic  at  a 
time  wdien  society  as  a whole  is  giving  more  em- 
phasis to  wellness,  conditioning,  etc.  that  these 
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were  some  of  the  programs  which  hati  to  be  elim- 
inated in  order  to  maintain  programs  and  other 
functions  which  are  mandated  by  law(s). 

With  all  the  recent  furor  about  “quality”  edu- 
cation and  the  millions  of  dollars  involved,  it 
seems  further  ironic  that  “quality”  health  care 
receives  so  little  attention  and  so  little  of  the 
State’s  resources.  The  latest  budget  of  the  Arkan- 
sas Department  of  Health  represents  2.07%  of  the 
total  budget  of  Arkansas  State  Government.  This 


statistic  alone  indicates  the  severe  limitations  on 
what  can  be  spent  on  nutrition,  health  screening 
and  corrective  measures  to  keep  healthy  citizens 
to  take  advantage  of  quality  education. 

For  this  reason,  if  for  no  other,  it  continues  to 
be  a challenge  to  sit  on  the  Board  with  other 
professionals  and  consumers;  to  continue  to  set 
priorities  for  available  resources  and  to  assist  a 
loyal,  dedicated  staff  in  their  efforts  to  provide 
the  best  health  care  possible  for  Arkansas  citizens. 
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Hypotonia  and  Weakness  in  Children 

Fereydoun  Dehkharghani,  M.D.*  and  Gary  Goza,  M.D.** 


Jl  t is  not  unusual  for  the  primary  care  physician 
to  be  confronted  with  an  infant  or  young  child 
with  hypotonia.  This  condition  has  been  referred 
to  in  the  literature  as  the  floppy  infant  syndrome. 
Hypotonia  may  stand  out  as  a striking  physical 
findina;  in  a child  whose  neuromuscular  functions 
are  otherwise  difficult  to  evaluate.  The  parents 
want  to  know  why  the  child  is  inactive  or  develop- 
mentally  delayed  and  rarely  are  concerned  with 
the  child’s  tone  until  the  physician  makes  note  of 
it.  It  is  suggested  by  some  authors  that  more  at- 
tention be  placed  on  die  evaluation  of  weakness 
as  they  feel  that  the  importance  of  hypotonia  as  a 
physical  finding  is  minimal. ^ Nevertheless,  be- 
cause it  allows  the  physician  to  develop  a rational 
diagnostic  approach  to  a large  number  of  patients 
with  a wide  variety  of  neurological  entities  we  feel 
that  it  remains  a useful  concept. 

Hypotonia  can  be  defined  as  a decreased  resist- 
ance to  passive  motion.  Weakness  of  any  signifi- 
cant degree  is  usually  accompanied  by  hypotonia. 
However,  hypotonia  can  also  occur  in  the  presence 
of  normal  strength.  A careful  history  with  empha- 
sis on  the  age  of  onset,  rapidity  of  onset,  presence 
or  absence  of  progression,  birth  history,  develop- 
mental history,  and  family  history  can  contribute 
considerably  toward  defining  an  etiology.  Al- 
though establishing  the  presence  of  hypotonia  in 
some  cases  requires  an  experienced  examiner,  a 
number  of  observations  and  maneuvers  are  often 
helpful  in  demonstrating  that  a given  child  is 
hypotonic. 

Observations  of  the  undisturbed  infant  may 
reveal  a decrease  in  spontaneous  movements  anti 
the  assumption  of  a frog-legged  position.  The 
muscle  may  be  flabby  to  palpation  and  an  un- 
usually large  range  of  motion  of  the  extremities 
can  be  demonstrated.  Adduction  of  the  elbow 
past  the  midline  to  the  opposite  side  of  the  body 
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and  the  ability  to  touch  the  foot  to  the  head  are 
both  findings  in  hypotonia.  When  the  hypotonic 
infant  is  grasped  under  the  arms  and  held  up 
vertically,  he  will  slip  through  the  examiner’s 
hands  because  of  poor  muscle  contraction  in  the 
shoulder  girdle.  Likewise,  with  suspension  in  a 
horizontal  plane  the  child  will  hang  limply.  Per- 
haps the  most  useful  way  to  demonstrate  hypo- 
tonia, particularly  in  the  neonate,  is  by  the  trac- 
tion response.  In  this  maneuver  the  infant  is 
initially  placed  in  the  supine  position.  The  ex- 
aminer grasps  the  infants  hands  and  pulls  him 
to  a sitting  position.  Normally  the  infant’s  head 
comes  quickly  off  the  underlying  surface  and  lags 
behind  the  body  to  a slight  degree.  After  reaching 
the  sitting  position  the  head  falls  foward.  By 
three  to  five  months  of  age  the  head  does  not  lag 
or  fall  forward.  In  hypotonic  infants  there  is  more 
than  minimal  head  lag  and  head  control  is  af- 
fected. I'hese  findings  cannot  be  interpreted  for 
premature  infants,  particularly  those  less  than  33 
weeks  gestation,  because  hypotonia  in  this  setting 
may  merely  represent  a physiologic  stage  of 
development. 

A brief  review  of  the  pathophysiology  of  altered 
muscle  tone  is  necessary  for  a full  understanding 
of  this  phenomenon.  Muscle  tone  represents  the 
combined  effect  of  a number  of  elements  includ- 
ing the  central  nervous  system,  peripheral  ner- 
vous system,  muscle  fibers,  tendons,  and  joints.  It 
is  most  difficult  to  concejHionalize  how  central 
nervous  system  alteration  leads  to  hypotonia.  This 
reejuires  a discussion  of  the  gamma  motor  neuron 
system.  Gamma  motor  neurons  originate  in  the 
anterior  horn  cell  of  the  sj^inal  cord  and  innervate 
muscle  spindles.  These  spindles  are  sensory  organs 
which  lie  parallel  to  striated  muscle  fibers.  Affer- 
ent sensory  fibers  from  the  spindle  return  to  the 
spinal  cord  and  synapse  with  anterior  horn  cells 
which  innervates  the  striated  muscle  adjacent  to 
the  miLScle  spindle.  Thus,  a feedback  system  is 
established  such  that  a certain  tone  is  maintained 
in  the  muscle.  The  medium  through  which  this 
tone  is  changed  is  the  gamma  motor  neuron.  This 
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cell  receives  innervation  from  a number  of  sup- 
raspinal areas  including  cerebral  cortex,  basal 
ganglia,  and  cerebellum.  Disease  in  these  areas 
may  ultimately  lead  to  hypotonia  due  to  depres- 
sion of  gamma  neuron  tonic  discharge. 

For  ])urposes  of  classification  most  etiologies 
can  be  lumped  into  two  major  categories:  central 
nervous  system  disease  and  lower  motor  neuron 
diseases.  Most  children  have  hypotonia  due  to  a 
central  mechanism  with  a wide  variety  of  etiolo- 
gies. Fhe  lower  motor  neuron  diseases  are  subdi- 
vided into  anterior  horn  cell,  peripheral  nerve, 
neuromuscular  junction,  and  muscle  disorders. 
P-ach  of  these  areas  will  lie  discussed  in  detail. 

Central  Nervous  System  Causes  of  Hypotonia 

Hypotonia  and  weakness  are  seen  in  a wide  vari- 
ety of  central  nervous  system  dysfunctions  which 
may  he  acute  or  chronic,  dysgenetic  or  degenera- 
tive in  nature.  In  the  neonatal  period  an  acute 
encephalopathy  caused  by  hypoxia,  GNS  hemor- 
rhage, or  any  other  insult  to  the  brain  which  is 
destined  to  cause  spastic  athetotic  cerebral  palsy 
later  in  life  may  initially  manifest  itself  as  hypo- 
tonia and  weakness.^ Cerebral  dysgenesis  as  a 
result  of  chromosomal  abnormalities  may  he  as- 
sociated with  profound  hyjjotonia  as  is  character- 
istically found  in  the  infant  with  Down’s  syn- 
drome. In  this  category  related  feattire  such  as 
multisystem  involvement  and  dysmorphic  feattire 
often  enables  the  pliysician  to  arrive  at  the  diag- 
nosis of  a recognizalde  syndrome.  The  presence  of 
progressive  intellectual  retardation  and  hypotonia 
rai,ses  the  possibility  of  a degenerative  disease  of 
the  central  nervous  system.  Although  both  gray 
and  white  matter  disease  can  present  this  way,  it  is 
more  commoidy  associated  with  conditions  with 
defective  myelinization.  I'o  establish  the  cerebral 
origin  of  hypotonia  retpiires  the  demonstration  of 
evidence  of  abnormal  cerebral  function.  In  the 
acute  form,  the  findings  of  a decreased  state  of 
consciousness  and  brisk  deep  tendon  reflexes  along 
with  a history  of  recent  CNS  insult  are  helpful  in 
establishing  a diagnosis.  Neurodiagnostic  tests, 
including  PTCt,  CT  scan  and  nerve  conduction 
velocity  will  further  help  in  ascertaining  a diag- 
nosis. In  cases  of  suspected  inborn  errors  of 
metabolism  and  amino  acidopathy,  appropriate 
biochemical  studies  are  in  order.  Serial  reevalua- 
tion of  the  patient  may  help  in  the  diagnosis  of 
central  hypotonia  when  an  acletjuate  clinical  his- 
tory is  not  available.  An  example  of  this  is  the 
infant  with  atonic  cerebral  diplegia  whose  jroor 


tone  is  superceded  by  spasticity  only  as  he  grows 
older. 

Fhe  most  common  histochemical  abnormality 
seen  on  muscle  biopsy  in  children  with  cerebral 
hypotonia  is  smallness  of  Fype  II  fibers.  This  is 
a nonspecific  finding  associated  with  immobiliza- 
tion. If  hypotonia  and  weakness  are  the  result  of 
CNS  insult  during  early  embryogenesis  then  d yjre 
I fiber  jiredominance  may  occur  due  to  a faulty 
cerebral  influence  on  the  developing  muscle. 

Hypotonia  Due  to  Muscle  Disease 

Another  group  of  diseases  in  which  hypotonia 
is  a frecjiient  manifestation  are  those  in  which 
morphologic  and  neurophysiologic  changes  occur 
in  the  muscle  fiber  or  its  membrane.  They  are 
referred  to  as  myopathies  and  include  a large  num- 
ber  of  conditions.  The  congenital  myopathies  fre- 
cpiently  have  a characteristic  pathologic  appear- 
ance but  at  other  times  may  only  have  nonspecific 
pathologic  changes  with  typical  clinical  features. 
T hey  are  usually  present  at  birth  with  the  infant 
exhibiting  weakness  and  hypotonia.  However,  the 
onset  often  may  not  be  seen  until  later  in  child- 
hood. The  majority  of  the  congenital  myopathies 
are  non-progressive  and  in  fact  the  weakness  noted 
in  the  infant  may  become  less  marked  in  later 
childhood.  As  a rule  they  are  characterized  by 
proximal  weakness.  Deep  tendon  reflexes  may  be 
normal,  decreased,  or  ab.sent.  Musculoskeletal 
anomalies  such  as  contractures,  pectus  excavatum, 
congenital  hip  dislocation,  kyphoscoliosis  and 
high  arched  palate  can  be  seen  in  a number  of 
these  conditions  and  may  provide  clues  toward 
estaijlishing  a specific  diagnosis.  Electromyog- 
raphy characteristically  shows  myopathic  poten- 
tials. Serum  creatine  phosphokinase  is  usually 
within  normal  limits  or  only  mildly  elevated.  Con- 
genital myopathies  are  frequently  found  to  be 
inherited  in  autosomal  dominant  or  autosomal 
recessive  patterns.  Because  of  the  similarities  in 
symptoms  and  physical  findings  among  the  various 
congenital  myopathies,  it  is  necessary  to  perfonn 
a muscle  biopsy  to  obtain  a reliable  diagnosis. 

A common  form  of  congenital  myopathy  is  that 
of  central  core  disease.-^  Like  other  congenital 
myopathies  it  is  manifested  Iry  weakness  and  hypo- 
tonia since  birth.  In  fact,  mothers  of  the  patients 
often  report  a decreased  amount  of  fetal  move- 
ments as  well.  As  expected,  they  have  motor 
developmental  delay  with  weakness  being  greater 
in  the  lower  extremities.  Inheritance  may  be  auto- 
somal dominant  or  sporadic.  The  diagnosis  is 
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made  on  the  liasis  ol  a very  c liarac  tei  ist  ic  appeal - 
iiiff  muscle  histology.  S|)ecilic  histochemical  stain- 
ing reveals  an  alteration  of  en/yme  activity  in  the 
(enter  of  the  fibers,  hence  the  term  central  core. 
I he  condition  is  one  that  has  been  associated  with 
malignant  hyjrerthermia. 

Other  congenital  myopathies  seen  with  some 
fre(jnency  are  nemaline  myopathy,  myotnbular 
myopathy,  and  congenital  fiber  type  dispropor- 
tion. In  nemaline  myopathy,'’  characteristic  ( lini- 
cal  features  include  a high  incidence  of  dysmoi- 
])hic  facial  features  and  musculoskeletal 
deformities.  In  myotnbular  myo])athy,^  most  pa- 
tients have  ptosis,  ophthalmoparesis,  facial  weak- 
ness and  significant  neck  muscle  weakness.  In 
congenital  fiber  type  dis])i ojrortion  more  than 
half  the  patients  have  contractures,  and  congeni- 
tal dislocation  of  the  hip  occurs  in  one-third  to 
half  of  the  j)atients.  d’he  accurate  diagnosis  of 
the.se  conditions  depends  on  the  examinations  of 
the  muscle  histology.  I’he.se  specific  myopathies 
hare  been  mentioned  because  of  their  relative 
fretjuencies.  However,  there  have  been  more  than 
20  varieties  of  congenital  myopathies  to  date.  No 
specific  therapy  exists  for  any  of  them  at  this  time. 

Related  to  the  above  conditions  is  myotonic 
dystrophy,  a form  of  myopathy  which  is  more 
familiar  to  most  physicians.  This  is  a multisystem 
disease  known  to  cause  cataracts,  testicular  at- 
rophy, cardiac  conduction  defects,  and  premature 
balding  along  with  other  less  frequent  findings. 
I he  muscle  manifestations  are  both  anatomical 
and  physiological.  (Changes  can  be  .seen  in  muscle 
histiology  and  wasting  of  various  head  and  neck 
muscle  occurs.  Physiologically  the  characteristic 
finding  is  myotonia  which  is  due  to  disturbances 
in  muscle  membrane  function.  It  is  manifested 
clinically  as  an  inability  to  relax  a contracted 
muscle  at  a normal  rate.  This  can  be  very  well 
demonstrated  elec  ti  omyogTaphically.  Although 
the  condition  characteristically  begins  in  late  ado- 
lescence or  early  adult  life  a congenital  form  is 
well  described.^  d'he  newborn  is  hypotonic  and 
has  difficulty  feeding  and  breathing.  Facial  weak- 
ness is  seen  and  because  the  mouth  assumes  an 
inverted  “V"  appearance,  they  are  said  to  have  a 
fish  mouth.  Mortality  is  high  for  these  infants; 
herwever,  if  they  survive  the  first  few  months  of 
life  long-term  sure aval  is  common.  1 he  disease  is 
autosomal  dominant  with  com])lele  penetrance, 
but  considerable  variability  in  expressivity  exists. 
Although  myotonia  can  sometimes  be  improved 


pharmacologically,  there  is  no  specific  therapy 
available  for  the  dystrophy.  For  reasons  that  are 
nuclear,  in  the  infantile  form  the  affected  parent 
is  the  mother  in  more  than  !)0  percent  of  the  cases." 

Diseases  of  Neuromuscular  Transmission 

Myasthenia  gravis,  botulism,  and  drug  induced 
dysfunction  of  neuromu.scular  transmission  con- 
stitute another  category  of  illness  whic  h,  although 
rare,  can  occur  during  the  neonatal  period  and  in- 
fancy, and  can  mimic  other  conditions  causing 
hypotonia  and  weakness.  Because  they  are  treat- 
able their  early  diagnosis  is  very  important  and 
may  be  life  saving. 

Easy  fatigability,  w'cakness,  extraocular  muscle 
and  bulbar  dysfunction  are  cardinal  findings  in 
myasthenia  gravis.  A transient  transplacentally 
ac(|uiied  form  of  the  disease,  known  as  transient 
neonatal  myasthenia  gravis,  is  .seen  in  infants  born 
to  myasthenic  mothers.  Symptoms  usually  appear 
in  the  first  few'  hours  after  birth.  Weak  suck,  dif- 
fuse muscle  weakness,  res|)iratory  muscle  weak- 
ness, dysphagia  and  ptosis  constitute  major  symj)- 
toms  of  this  condition  in  the  neonate.  It  appears 
that  the  severity  and  duration  of  the  disease  in  the 
mother  has  no  eflect  on  the  course  of  neonatal 
disease.  Namba  et  al.  (1970)"’  reported  that  12% 
of  babies  born  to  myasthenic  mothers  are  clini- 
cally affected.  .Severity  of  symptoms  varies  widely. 
Symptoms  do  not  include  sensory  changes  or 
abnormalities  of  the  irupil.  Ihe  condition  is 
thought  to  be  a result  of  ])assagc  of  antiacetyl- 
chloine  receptor  antibioclies  through  the  placenta 
to  the  infant.  1 he  diagnosis  is  established  by  the 
intramuscular  or  subc  utaneous  injection  1 mg  of 
the  antichloinestrase  drug,  edrophonium  chloride 
( Fensilon)  or  neostigmine  (Prostigmine)  0.1  mg/ 
kg.^i  d’he  diagnosis  can  also  be  confiimed  elec  tro 
diagnostically  by  repetitive  nerve  stimnlation 
which  demonstrates  a decrement  in  the  amplitude 
of  evoked  motor  potentials.  .Mild  form  of  neonatal 
myasthenia  gravis  may  be  managed  by  observation 
alone.  However,  if  there  is  evidence  of  involve- 
ment ol  the  muscles  of  swallowing  or  respiration, 
then  0.1  mg  neostigmine  methylsulfate  by  injec- 
tion 30  minutes  before  feeding  will  improve  suck- 
ing and  swallowing  sufficiently  to  allow  feeding. 
Milder  forms  can  be  managed  by  oial  dose  of 
pyridostigmine. 

I he  neonatal  persistent  form  of  myasthenia 
gravis  (congenital  myasthenia  gravis)  has  much 
milder  symptoms  and  may  go  undetected  for  a year 
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or  two.  Juvenile  myasthenia  gravis  resembles  the 
adult  form  of  the  disease. 

Hypotonia  Caused  by  Dysfunction  of  Neuromus- 
cular Transmission  Secondary  to  Drugs 

Many  antibiotics,  particularly  aminoglycosides, 
can  block  release  of  neurotransmitter  at  the  presy- 
naptic  region. 1-  This  is  in  contrast  to  the  primary 
site  of  blockade  in  myasthenia,  which  is  the  post- 
synaptic  membrane.  Although  clinical  symptoms 
are  usually  very  mild  and  may  go  undetected  in 
antibiotic  blockage,  it  can  significantly  aggravate 
a mild  form  of  myasthenia  gravis.  Calcium  may 
be  helpful  in  treating  antibiotic-induced  myas- 
thenic crisis.  Patients  with  myasthenia  giavis  are 
very  sensitive  to  the  neuromuscular  blocking  ef- 
fect of  curare. 

Botulism 

The  toxin  of  clostridium  botulinum  can  cause 
severe  generalized  hypotonia  and  weakness.  Chem- 
ically the  toxin  acts  on  the  terminal  unmyelinated 
motor  nerve  fibers  where  it  blocks  release  of  ace- 
tylcholine and  interrupts  transmission  of  the  nerve 
impulse.  Infantile  botulism  is  manifested  by  con- 
stipation, lethargy,  and  poor  feeding.  In  uncom- 
plicated cases  recovery  is  expected  between  3-20 
weeks.  Botulism  should  be  suspected  in  any  infant 
with  an  acute-acquired  hypotonia  and  weakness. 
Symptoms  of  intoxication  in  older  children  are 
similar  to  those  seen  in  the  adult  form  of  the  di- 
sease. It  usually  begins  with  nausea,  vomiting, 
and  diarrhea  followed  by  neurological  symptoms. 
Although  these  may  include  dizziness,  dysphagia 
and  speaking  difficulty,  the  predominant  manifes- 
tations are  ocular  and  consist  of  blurred  vision, 
diplopia  and  sluggish  pupillary  responses.  These 
findings,  along  with  a normal  sensory  exam  are 
important  in  establishing  a diagnosis.  Botulism 
should  be  differentiated  from  Guillain-Barre  syn- 
drome, myastlienia  gravis,  tick  paralysis,  dip 
theria,  poliomyelitis,  heavy  metal  intoxication, 
post-infectious  or  toxic  polyneuropathy.  Electro- 
myographic study  shows  small  amplitude,  short 
duration  jxjtentials.^^  Repetitive  nerve  stimula- 
tion would  reveal  decremental  response  at  low 
rate  of  stimulation.  Type  A and  Type  B spores  of 
clostridium  botulinum  have  been  found  in  the 
stools  of  infants  with  botulism.  Treatment  of  bot- 
ulism with  polyvalent  serum  is  effective  if  given 
prior  to  or  shortly  after  the  development  of  symp- 
toms. Guanidin  hydrochloride,  which  enhances 
the  release  of  acetylcholine  from  nerve  terminals. 


has  been  used  for  the  treatment  of  botulism. 
Symptomatic  therapy,  which  includes  respiratory- 
support  and  nasogastric  feedings,  constitutes  the 
most  important  part  of  the  treatment  approach. 

Disorders  of  Anterior  Horn  Cells 

Anterior  horn  cell  loss  is  the  most  common 
cause  of  severe  hypotonia  with  weakness  in  an  in- 
fant. Anterior  horn  cells  are  motor  neurons  dis- 
tributed throughout  the  length  of  the  spinal  cord 
in  anterior  gray  masses.  Progressive  infantile 
spinal  muscular  atrophy  (Werdnig-Hoffman  di- 
sease) is  an  inherited  degenerative  disease  involv- 
ing motor  neurons  at  the  spinal  cord  level.  Onset 
occurs  from  infancy  to  age  two  years.  Late  onset 
of  disease  known  as  juvenile  proximal  hereditary 
spinal  muscular  atrophy  (Kugelberg-Welander) 
has  onset  Ijetween  ages  two  and  seventeen  years. 
The  classical  early  childhood  type  of  spinal 
atrophy  is  characterized  by  proximal  muscle  weak- 
ness, muscle  wasting,  absence  of  deep  tendon  re- 
flexes and  marked  floppiness  from  birth. Despite 
the  presence  of  profound  weakness,  the  baby  is- 
alert  and  shows  awareness.  Extraocular  muscles 
and  facial  movements  are  not  initially  involved. 
In  the  acute  form  of  disease  having  onset  of  weak- 
ness at  birth  or  in  the  first  few  weeks  of  life,  bulbar 
and  respiratory  muscle  involvement  lends  to  in- 
creasing respiratory  problems.  In  60%  of  the 
cases,  death  occurs  before  one  year  of  age.  The 
milder  form  is  compatible  with  survival  into  tlie 
second  and  third  decade. The  absence  of  deep 
tendon  reflexes,  a frog-like  posture,  fasciculations 
of  the  tongue,  profound  weakness,  and  lack  of 
sensory  dysfunction  in  a child  with  an  intact  level 
of  consciousness  differentiates  this  condition  from 
other  causes  of  hypotonia— such  as  myasthenia 
gravis,  infantile  form  of  muscular  dystrophy,  in- 
fantile botulism  and  other  causes  of  hypotonia  in 
early  life.  It  can  be  differentiated  clinically  from 
glycogen  storage  disease  type  II  (Pompe’s  disease) 
by  the  lack  of  prominent  involvement  of  the  heart 
and  lungs.  Pathologically,  spinal  muscular  atrophy 
is  characterized  by  the  loss  of  anterior  horn  cells 
and  degeneration  involving  the  motor  neuron. 
Electromyographic  findings  consist  of  the  presence 
of  denervation  potentials  associated  with  poly- 
phasia  and  increased  amplitude  and  duration  of 
action  potentials.  Histochemical  studies  of  muscle 
tissue  show  the  feature  of  denervation  atrophy  as- 
sociated with  classing  of  tyjre  I and  II  fibers. 
Serum  CPK  is  usually  normal. 
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Hypotonia  and  Weakness  Due  to  Dysfunction  of 
Peripheral  Nerve 

Generalized  peripheral  neuropathy  is  an  un- 
common condition  in  the  pediatric  age  group  and 
can  be  divided  into  two  general  gioups:  (1)  poly- 
neuritis and  (2)  degenerative  diseases  affecting 
peripheral  myelin.  Post-infectious  polyneuritis 
(Guillian-Barre’  syndrome)  is  the  most  common 
neuropathy  in  childhood  and  can  occur  at  any 
age.i*'  A rapid  onset  with  predominance  of  motor 
weakness  in  a symmetrical  pattern  in  association 
with  elevated  CSF  protein  are  typical  findings 
which  support  a diagnosis  of  post-infectious 
polyneuritis. 

Delayed  motor  development,  hypotonia,  weak- 
ness, absent  reflexes,  increased  CSF  protein  and 
varying  degrees  of  slowing  of  nerve  conduction 
velocity  are  typical  findings  in  hereditary  poly- 
neuropathy, Charot-IHarie-Tooth  disease,  globoid 
cell  leukodystrophy  (Krabbe’s  disease),  infantile 
form  of  metachromatic  leukodystrophy,  and  the 
hypertrophic  polyneuropathy  of  Dejerine-Sottas. 
Diffuse  peripheral  neuropathy  is  also  seen  in 
Leigh’s  disease,  giant  axonal  neuropathy,  and 
Riley-Day  syndrome.  Defective  myelination  is 
also  seen  in  a condition  known  as  familial  hypo- 
myelinating  neuropathy  which  causes  progressive 
generalized  flaccid  w'eakness.^i  Slowing  of  motor 
nerve  conduction  velocities,  increased  CSF  pro- 
tein, nerve  biopsy  and  muscle  biopsy  with  specific 
enzyme  studies  are  indicated  to  differentiate  the 
various  etiologies  of  the  chronic  slowly  progressive 
polyneuropathies  wdien  they  are  considered  as  the 
cause  of  hypotonia  and  weakness. 

Arthrogryposis  Multiplex 

Arthrogryposis  multiplex  congenita  is  a syn- 
drome at  birth  manifested  by  fixed  position  of 
multiple  joints.  Four  general  pathologic  types 
have  been  described:  (1)  anterior  horn  cell,  (2) 
peripheral  neurogenic,  (3)  myopathic,  and  (4)  in- 
trinsic disorder  of  joints  and  capsules.  The  pa- 
tients are  usually  profoundly  weak  and  hypotonic 
with  decreased  range  of  motion.  Although  neuro- 
genic arthrogryposis  can  be  caused  by  a wide  va- 
riety of  disorders  of  the  nervous  system  at  the  an- 
terior horn,  anterior  root,  and  peripheral  nerve 
level,  it  is  mainly  considered  to  be  one  of  the  mani- 
festations of  infantile  spinal  muscular  dystrophy 
from  very  early  in  uterine  life.  Post  mortem  ex- 
amination revealed  central  chromatolysis  and 
gliosis  along  with  neuroglial  and  anterior  horn 
cell  loss.  The  myopathic  type  is  clinically  diffi- 


cult to  differentiate  from  the  neurogenic  type.  It 
has  been  reported  in  association  with  myotonic 
dystrophy.i^  An  increase  in  CPK,  characteristic 
electromyographic  findings  and  muscle  biopsy  are 
helpful  in  establishing  the  origin  of  a myopathic 
type  of  arthrogryposis.  When  the  patient  has 
multiple  contraction  of  joints  without  evidence  of 
anterior  horn  involvement  or  myopathy,  tlie  possi- 
bility of  intrinsic  joint  and  capsule  or  connective 
tissue  disorders  should  be  considered  as  an 
etiology. 

The  workup  for  hypotonia  varies  considerably 
from  patient  to  patient.  In  some  instances,  an  ac- 
curate history  and  physical  examination  is  ade- 
quate. Often,  however,  an  extensive  evaluation  is 
necessary.  Tests  which  may  be  done  more  or  less 
routinely  include:  urinalysis,  electrolytes,  thyroid 
studies,  amino  acid  screen  and  serum  creatinine 
phosphokinase.  Electrodiagnostic  studies,  partic- 
ularly electromyography  and  nerve  conductions, 
may  be  helpful  but  are  difficult  to  perform  in  in- 
fants and  require  an  experienced  physician  per- 
forming them  in  order  to  be  reliable.  Also,  in  a 
very  few  instances  are  these  tests  diagnostic.  An 
exception  would  be  the  finding  of  myotonia  on 
EMG.  To  make  an  accurate  diagnosis  of  a lower 
motor  unit  disease,  it  is  frequently  necessary  to 
jx:rfoim  a muscle  biopsy.  In  addition  to  the  usual 
H&E  and  trichrome  stains,  a number  of  stains 
utilizing  enzyme  histochemical  reactions  should 
be  routinely  used  in  order  to  obtain  maximal  in- 
formation. Muscle  biopsy  should  not  be  per- 
formed in  any  facility  unless  these  techniques  are 
available  along  with  a physician  skilled  in  inter- 
pretation. Support  for  a central  cause  for  hypo- 
tonia may  be  obtained  through  a CT  scan  of  the 
head,  lumbar  puncture,  and  EEG.  If  the  clinical 
situation  is  suggestive,  then  urinary  screening  and 
enzyme  assays  for  degenerative  disorders,  edro- 
phonium test  for  myasthenia  or  stool  culture  for 
Clostridia  botulinum  is  indicated. 

In  conclusion,  hypotonia  in  childhood  is  a fre- 
quent manifestation  of  neurologic  dysfunction  for 
which  extensive  evaluation  is  indicated.  .A.  specific 
diagnosis  can  often  be  reached  which  may  have 
far  reaching  prognostic  and  therapeutic  implica- 
tions. A further  benefit  is  that  accurate  genetic 
information  can  be  made  available  to  the  family 
of  these  patients. 
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Detection  of  Breast  Cancer  in  the  Asymptomatic  Woman 

James  E.  McDonald,  M.D.* 


lie  American  Caiuei  Society  estimates  that 
one  woman  dies  Irom  breast  cancer  every  la  min- 
tites.  One  cant  oi  evei\  11  women  will  develop 
breast  cancer  during  her  hleiime.  Hreast  cancer 
is  the  leading  cause  ol  cancer  death  in  evomen, 
the  must  common  malignant  neoplasm  in  women, 
and  is  the  leading  cause  ol  death  Irom  all  causes 
ol  women  10- 14  years  old.  During  HIS.S,  hreast 
cancer  cvill  claim  3.4,(lh()  lives  in  the  Lhiitcd 
States.' 

In  vieuv  oh  these  gi  im  statistics,  the  knotvledge 
is  heartening  that  the  means  are  available  to  sig- 
nilicantly  reduce  the  morbidity  and  mentality  oh 
hreast  cancer.  Employing  physical  examinations 
and  mammography,  the  14reast  (hancer  Detection 
Demonstration  I’rojcct  (liCDDP)  comjjleted  in 
1981  tmclerscored  the  ehlicacy  oh  annual  screening 
examinations  in  the  recognition  oh  early  malig- 
nancies. .\lmost  hall  oh  the  tumors  detected  in  the 
project  were  in  asymptomatic  women  without  pos- 
itive physical  lindings.  M^ammography  alone  was 
resjxnisihle  hor  the  positive  hindings  in  these  pa- 
tients. 

C.\SE  1:  151..  37-year-olti  hank  executive  un- 
derwent mammography  as  part  oh  the  BCiDDP 
(Figtire  2).  d he  concomitant  hreast  examinations 
were  thought  to  he  unremarkable. 

Mammeygraphe  demonstrated  an  irregular  dom- 
inant lesion  in  the  up])er  outer  cpiadrant  oh  the 
leht  hreast.  .Suhseejuent  biopsy  proved  the  lesion 
to  represent  a small  inliltrating  carcinoma.  All 
nodes  were  negative. 

DISCUSSION 

Ehe  American  Cancer  .Sexiety  has  recently 
joined  the  American  College  oh  Radiology  in  rec- 
ommending annual  mammography.'’  d he  Soci- 
ety's guidelines  are  outlined  below  (see  box  page 
443). 

Breast  cancer  can  he  diagnosed  radiologically 
at  an  extremely  earlv  and  highly  curable  stage. 
Mammography  alone  was  responsible  hor  positive 
lindings  in  hl.fB’^  oh  the  cancers  detected  in  the 
BCDDP.  d’he  Ameiican  Cancer  Society  has  ex- 
pressed  concern  that  unwan  anted  hears  about  the 

‘Radiology  .\ssociatcs,  P.A.,  500  S.  University,  Suite  108,  Little 
Rotk.  .\R  72207. 


dangei  oh  ladiation  associated  with  mammogra- 
phy  nnght  ultimately  lead  to  an  increase  in  deaths 
irom  breast  cancer.' 

In  I97h.  alter  reports  exaggerating  the  risks  ol 
mammograjjhy  tvere  tvidely  disseminated  in  the 
media,  the  use  ol  this  potentially  lihe-sa\  ing  tech- 
uitpie  dec  lined,  d hose  with  a negati\  e view  ol 
mannnogra]jhy  argued  that,  because  the  risk  ol 
the  technitjue  was  unknown,  it  nnght  he  very 
large.  Some  inedictcd,  with  no  scientilic  justi- 
lication,  an  ejtidemic  oh  mammography  induced 
cancers  in  years  to  come. 

Pretlictions  oh  risks  hor  developing  hreast  cancer 
Irom  ex])ostne  to  radiation  have  been  hormulated 
and  are  based  on  the  experience  oh  3 groujjs  oh 
w'omen  previously  exposed  to  hiigh  levels  oh  radia- 
tion. I hese  groups  include:  sur\  ivors  oh  the  Hiro- 
shima and  Nagasakki  atomic  homhings:  patients 
who  had  undergone  rejteated  hluoroscopies  hot 
evaluation  oh  theiapy  hor  tuherculcjsis;  and  a thirtl 
group  irradiated  hor  mastitis.  Eire  estimated  risk 
oh  mammograph}  has  been  calculated  to  he  ap- 
proximately propoitional  to  the  radiation  dose 
at  a rate  oh  6-7  excess  cancers  per  rad  per  million 
women  per  year  oh  lihe  tollowing  a minimum 
latetit  period  oh  .6-10  years.  1 his  risk  assumes  ex- 
posure at  age  20  or  older.  Iti  the  BCDDP,  where 
moilern  xeroradiograph  it  technitpies  were  used, 
the  mid  hreast  radiation  dose  hor  a t\|)ical  mam- 
mography exposure  averaged  0.37  rads.’ 

Idle  young  hemale  breast  has  a much  highei 
radiation  sensiti\itv.  signilicant  hodv  oh  data 
suggests  radiation  exposure  alter  age  35  has  har 
less  jiotential  hor  the  induction  oh  hreast  cancer 
tlnin  does  radiation  exjiosure  in  younger  age 
groups.  In  the  study  ol  women  who  had  lluoros- 
copy  and  the  atomic  bomb  suicivors,  the  risk  ol 
radiation  induced  hreast  cancer  was  observed  to 
decrea,se  at  age  as  exposure  increased,  ddie  risk 
was  greatest  ih  exposure  occurred  (hiring  the  sec- 
ond decade  and  was  (onsiderahly  lower  in  evomen 
over  40.  In  the  post  partum  the  mastitis  study,  at 
the  lowest  dose  level  (0-9  rad),  there  was  no  dih- 
herence  in  the  number  oh  hreast  cancers  with 
tvomen  iv’ho  were  not  exposed  to  ladiation  and 
those  ivho  ivere.’ 
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At  roughly  the  same  time  that  realistic  esti- 
mates ot  radiation  hazards  in  mammography  were 
coming  to  light,  concerted  efforts  to  determine 
sj)ecific  risk  factors  for  breast  cancer  were  being 
concluded.  Despite  these  efforts  to  determine  spe- 
cific risk  factors  for  breast  cancer  in  the  general 
popidation,  the  means  of  identifying  sidjstantial 
numbers  of  “high  risk”  women  have  not  mate- 
rialized. Three-cpiarters  of  all  breast  cancer  can- 
not be  attributed  to  any  known  specific  cause. 
The  American  Cancer  Society  has  concluded  that 
“even  if  more  data  are  amassed  to  provide  a better 
description  of  the  truly  high  risk  woman,  it  seems 
likely  that  such  women  will  constitute  only  a 
small  proportion  of  total  breast  cancer  cases. 
Women  should  be  taught  breast  self-examination 
and  encouraged  to  have  periodic  mammograms.”® 
EIntil  the  BCDDP  the  most  significant  clinical 
trial  of  cancer  screening  was  the  Health  Insurance 
Plan  (HIP)  of  Greater  New  York  Screening  Pro- 


Figure 1.  A and  B.  Lateral  (A)  and  craniocaudal  (B)  xeromammograms 


gram  of  the  1960’s.  Employing  annual  physical 
and  mammography  screenings  in  a controlled  clin- 
ical trial,  the  study  showed  a 30%  decrease  in 
mortality  from  breast  cancer  at  the  10-year  level 
in  women  over  50.  While  findings  suggestive  of 
benefits  were  observed  in  the  group  of  women 
aged  40  to  49  at  entry,  statistically  significant 
findings  could  not  be  demonstrated.'^ 

In  the  several  years  following  publication  of 
the  HIP  data  the  acceptance  of  mammography  by 
the  medical  profession  was  surprisingly  slow.  Also 
during  that  period  techniques  were  developed 
which  improved  diagnostic  capabilities  of  mam- 
mography considerably  while  simultaneously 
diminishing  radiation  doses  to  the  breast.'^  In  re- 
sponse to  these  developments  the  American  Can- 
cer Society  and  the  National  Cancer  Institute 
implemented  the  Breast  Cancer  Detection  Dem- 
onstration Project  (BCDDP)  to  disseminate  the 
techniques  of  early  detection  of  breast  cancer  to 


of  the  left  breast. 
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both  the  public  ami  the  iiietlical  jirolession.-'’ 

By  11)75  there  were  more  than  180,000  women 
enrolled  in  the  program,  d'he  participant.s  were 
screened  lor  breast  tamer  on  an  annual  basis  with 
a combination  ot  medital  history,  physical  exam- 
ination, and  mammography.  More  than  half  of 
the  women  entering  the  program  attended  all  5 
screenings.  .Screening  was  comjdeted  in  March  of 
1081.^  Overall,  less  than  20%  of  cancers  detected 
within  the  BCDDP  had  positive  nodes.  This  rep- 
resents a substantial  improvement  over  other 
screening  jirograms  where  an  average  of  53%  of 
all  cancer  cases  have  had  positive  nodes.  Breast 
cancer,  when  localized  to  the  breast  has  an  85% 
five-year  survival  rate  as  compared  with  56% 
when  the  axillary  nodes  are  involved.  The  lower 
proportion  of  jiositive  nodes  in  the  BCDDP  ap- 
pears due  in  part  to  early  detection  of  breast  can- 
cer as  a result  of  periodic  screening  with  mam- 
mography and  jrhysical  examination.^ 

.M.\M.MOGR.\PHY  .YLOXE  \Y.\.S  RESPON- 
SIBLE EOR  POSITIVE  FlNDINCxS  IN  11.6% 
OF  THE  C.VNCERS  DETEC  FED  IN  THE 
BCDDP.  1 his  relative  contribution  of  mammog- 
raphy alone  compared  dramatically  with  only 
8.7%  for  physical  examination  in  the  absence  of 
|X5sitive  mammographic  findings.  The  relative 
contribution  of  mammography  alone  was  im- 
pressively high  in  the  detection  of  smaller  cancers 
(less  than  1 cm);  59%  for  non-infiltrating  cancers 
and  52.6%  for  infiltrating  cancers.® 

SUMMARY 

Mammography  alone  detected  11.6%  of  the 
cancers  discovered  in  a recently  completed  Amer- 
ican Cancer  Society-National  Cancer  Institute 
study  involving  screening  for  breast  cancer.  The 
American  Cancer  Society  has  recently  joined  the 
American  College  of  Radiology  in  recommending 
annual  mammography  for  all  women  over  40.  The 
American  Cancer  Society  has  emphasized  the  fol- 
lowing facts; 

“(1)  The  only  recognized  approach  to  saving 
more  lives  from  breast  cancer  is  early  di- 
agnosis, hopefully  before  the  cancer  be- 
comes large  enough  to  palpate. 

(2)  Mammography  is  the  only  means  available 
today  to  detect  cancer  at  such  an  early 
stage. 

(3)  New  equipment  has  reduced  radiation  ex- 
posure to  extremely  low  levels  that  are 
only  a small  fraction  of  the  dosage  used 
10  years  ago.”io 


In  the  1982  statemeiil  of  its  position  on  mam- 
mography the  American  (iancer  Society  con- 
cluded; “Just  as  it  is  im|K)i  tant  to  avoid  needless 
risks,  it  is  imperative  to  avoid  needless  cancer 
deaths  due  to  delayed  diagnosis  and  an  unreason- 
able fear  of  mammography.  7’he  medical  profes- 
sion and  the  public  must  recognize  that  the  proper 
application  of  mammography  can  save  lives.” 

FOOTNOTE 

The  author  gratefully  acknowledges  the  contribution  of 
the  illustrative  case  by  Dr.  Terrence  A.  Oddson,  Radiology 
Associates,  P..\.  and  the  secretarial  support  of  Elizabeth 
Blackwell,  Radiology  Associates,  P.A. 
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NEWLY  REVISED  GUIDELINES  ON 
MAMMOGRAPHY 

FROM  THE  AMERICAN  CANCER  SOCIETY 

^t  Monthly  breast  self-examination  starting  at  age  20. 

#2  Physical  examinations  of  the  breasts  by  a physician 
every  3 years  from  the  age  of  20  to  40  and  every 
year  thereafter. 

^3  A baseline  mammogram  from  the  age  of  35  to  40 
followed  by  the  annual  or  biennial  mammograms 
from  ages  40  through  49  and  annual  mammograms 
from  50  on. 
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Update  in  Dermatology; 

The  Patch  Test 

Jere  D.  Guin,  M.D.* 


he  {xitch  test,  used  in  tlie  diagnosis  of  aller- 
gic contact  dermatitis,  is  an  attempt  to  reproduce 
that  condition  in  miniature  by  applying  appro- 
jniate  concentrations  ol  susjjected  allergens  to 
intact  skin.  I'liis  test  methcxl  is  often  confused 
with  the  scratch  test  used  for  d yjje  1 (IgE-medi- 
ated)  reactions.  In  fact,  it  is  tiot  uncommon  to  hear 
of  persons  who  have  had  jratch  tests  ajtpl.ed  for 
oidy  twenty  tninutes  to  ride  out  hair-dye  sensi- 
tivity. Hcrwever,  allergic  contact  dermatitis  is  a 
cell mediated  or  delayed  immune  reaction,  so  tests 
are  read  from  one  to  five  days  after  apjtlic  atioti. 

Patch  tests  can  be  helpful  not  only  in  confirm- 
ing a diagncjsis  ol  contact  deiinatitis,  hnt  they  can 
sometimes  he  used  to  show  why  a patient  did  not 
resjiond  jnoperly  to  a tojtical  medication,  and 
even  which  ingredient  is  the  problem  so  that  the 
patient  can  avoid  it  in  other  procluc  ts.  I have  seen 
lotig-standing  “neuiotic  ” problems  disappear 
when  the  underlying  allergic  natuie  of  the  prol)- 
lem  was  linally  uncovered. 

Presence  (or  absence)  cal  a reaction,  however, 
does  not  prove  (or  disprove)  allergy.  Both  lalse 
negatice  and  false  positive  readings  occur,  with 
iiritation  being  the  principal  cause  ol  the  latter. 
Patch  test  mateiials  theiefore  must  he  nonirrita- 
ting and  nonsensiti/ing.  Phis  can  he  a prolalem 
since  there  are  allergens  that  are  also  irritants  that 
may  reciuire  concentrations  near  or  beyond  the 
threshold  for  irritation  to  reliably  rejrrodnce  an 
allergic  response.  Some  persons  are  more  easily 
in  itated  than  others,  so  proving  that  a patch  test 
material  is  safe  reejuires  that  it  be  tr.ecl  in  a snffi- 
cienth  large,  representative  pojndation.  'Phe  aver- 
age physician  as  a prac  tical  matter,  cannot  do  this, 
and  must  rely  upon  commercially  available 
material. 

In  industrial  cases,  one  is  sometimes  asked  to  do 
jtatch  testing  with  imkncrwn  chemicals  or  with  a 
known  chemical  that  is  an  irritant,  d'his  can  not 
only  cause  a false  positive  reading,  hut  it  can  cause 
.serious  irritant  reactions  m the  patient,  or  cause 
him  to  become  allergic  to  that  chemical. 

*tlniversitv  ol  Arkansas  for  Mrdical  Sciences,  4301  WesI  Markliam, 
Little  Rock.  .Arkansas  72205. 
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Petrolatum  is  the  most  common  vehicle  used  for 
patch  test  materials  because  it  is  relatively  nonir- 
ritating and  nonsensiti/ing.  However,  some  al- 
lergens ciinnot  be  incorporated  in  that  material, 
and  other  vehicles  such  as  water,  alcohol,  olive  oil, 
etc.,  are  used  to  susjtend  the  allergen.  P'or  merst 
substances,  the  |jroper  concentration  and  vehicle 
have  been  previously  determined  by  experimenta- 
tion, and  this  iidormation  is  available  from  a 
number  of  sernrees.^”'' 

d’oelay,  mixtures  of  related  chemicals  are  com- 
monly used  for  screening  purposes.  Here  multiple 
antigens  are  combined  in  the  same  base  so  that  one 
can  screen  for  sensitivity  to  many  more  antigens  at 
one  time.  When  a positive  reaction  is  found,  one 
can  then  test  the  patient  to  the  proper  concentra- 
tion of  each  component  to  determine  the  exact 
material  to  which  he  or  she  is  allergic. 

Methodology: 

Patch  testing  methods  have  recently  been  re- 
viewed by  Adams.’  'Pesting  can  be  done  with 
either  open  or  closed  tests,  depending  upon  the 
potential  for  allergy  or  irritation.  Sometimes  a 
closed  test  involves  nothing  more  than  covering 
the  antigen  with  an  adhesive  plaster.  This  can 
gieatly  increase  the  inflammatory  response,  how- 
ever, so  the  open  method  is  often  used  for  plant 
allergens  and  other  materials  that  are  not  con- 
sidered standard. 

While  closed  patch  testing  was  formerly  done 
by  placing  a small  amount  of  the  antigen  on  the 
gauze  center  of  an  adhesive  plaster,  this  is  .seldom 
done  today  because  so  many  persons  react  to  the 
tape.  Most  dermatologists  use  either  a filter  paper 
disc  fixed  to  a polyethelene-coated  aluminum 
backing  (Al-tesl)'‘*  or  a small  aluminum  disc  (Pinn 
chamber)'*  8 mm  in  diameter  and  0.5  mm  deep, 
mounted  on  a strip  of  hypoallergenic  paper  tape 
(.Scanpor).  The  compact  “chambers”  are  ideal  for 
applying  many  tests  in  a small  space.  Liejuid  al- 
lergens can  be  applied  in  P'inn  chambers  by  add- 
ing a filter  paper  disc  punched  out  with  a standard 
paper  punch,  and  fixed  in  place  wdth  a very  small 
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ainoimt  ol  pctrolaiuni  (X'ascliiic).  Al  lest  paulies 
already  have  a tiller  paper  disc  attachctl. 

Patch  tests  are  generally  removed  at  4K  hours. 
Tests  are  tlieu  read  tliat  day,  the  tollowing  day,  or 
even  imdti|)le  times.  For  patients  who  must  drive 
long  distances,  patch  tests  are  usually  removed  at 
liS  hours,  and  at  72  hours  (alter  application  ot  the 
test).  Since  the  best  time  lor  reading  is  olten  a day 
or  more  alter  the  tests  are  removed,  the  test  site 
must  be  jMoperly  marked  so  that  there  is  no  doidjt 
about  which  substance  is  responsible  lor  any  posi- 
tive response. 

A patient  can  he  tested  to  many  cosmetics  “as 
is”,  but  one  must  he  carelul  not  to  do  this  with 
soaps,  cleansing  creams,  solvents  and  other  irri- 
tants. Here,  experience  and  judgment  are  invalu- 
able. For  example,  make-up  can  generally  be 
applied  under  occlusion  as  is,  hut  mascara  is 
irritating  (it  is  seldom  sensitizing).  Concentration 
ol  the  allergic  substance  may  he  very  low,  however, 
and  a patch  test  on  the  back  may  not  reproduce  a 
mild  contact  dermatitis  ol  the  eyelids.  Concentra- 
tions ol  patch  test  materials  used  on  the  back  may 
exceed  the  concentration  louncl  in  the  original 
product  provided  that  level  is  neither  irritating 
nor  sensitizing.  Interpretation  ol  tests  to  cosmetics 
also  ret|uires  some  understanding.  For  example, 
most  allergic  reactions  to  cosmetics  are  probably 
due  to  fragrance  ingredients  or  preservatives,  and 
these  reactions  are  generally  mild.  Because  the 
skin  ol  the  lace  absorl)s  much  better  than  the  back, 
a test  may  be  negative  on  the  back,  but  positive 
on  the  face. 

In  some  situations  a usage  test  is  done  rather 
than  a patch  test.  Usage  tests  are  repeated  appli- 
cation of  a suspected  cosmetic  perfume  or  medicii- 
tion  to  a limited  area  ol  skin  suitable  lor  testing. 
The  antecubital  area  is  the  site  most  commonic 
used,  but  in  the  case  of  perfumes,  tl.e  neck  is  more 
reliable.  Usage  tests  can  also  produce  contact 
urticaria  which  occurs  a lew  minutes  rather  than 
hours  or  days  later,  d’he  time  that  an  eruption 
appears  can  therefore  be  very  important  in  inter- 
preting the  significance  of  that  resjmnse. 

Interpretation: 

Interpretation  ol  patch  tests  recommended  by 
the  International  Uontact  Dermatitis  Grou]j  can 
be  found  in  table  I. 

Even  when  reactions  occur,  interpretation  is 
tricky.  Irritation  and  pressure  can  cause  false  pcrsi- 
tive  reactions,  and  pustular  reactions  may  occur 


paiiit  ularly  with  tests  to  metallic  salts.  Mismaiked 
test  sites  can  cause  unbelievable  confusion.  XV'hen 
large  numbers  of  antigens  are  positive  simultane- 
ously, test  sites  sometimes  sliow  disj)ro])ortionally 
strong  reactions,  and  e\en  irritants  may  cause  a 
reaction  more  easily,  pai  licidarly  near  the  positive 
test  site.’"  d'his  leads  to  a reactive  state  called  the 
“angry  back”  syndrome.  In  that  state,  positive 
tests  are  more  likely  to  be  nonspecific.  One  must 
allow  such  reactions  to  subside,  and  follow  up 
with  tests  to  individual  allergens.  Repeat  tests  to 
those  substances  that  caused  weaker  resjionses  are 
often  negative. 

False  negative  reac  tions  may  be  clue  to  improjjer 
antigen  concentration,  an  inappropriate  vehicle, 
leadings  that  are  performed  too  early  or  too  late, 
testing  done  when  the  patient  is  on  systemic  cordi- 
costeroid  therapy  (-10  mg.  or  more  per  day),  failure 
to  do  phototesting  in  cases  of  photoallergic  reac- 
tions, and  generally  where  the  original  conditions 
are  not  reproduced.  .\n  example  of  the  last  situa- 
tion is  shoe  dermatitis  where  chronic  contact  with 
a low  grade  allergen  along  with  trauma  and  mois- 
ture are  dillicult  to  reproduce  with  patch  testing. 

Not  all  positive  reactions  are  relevant,  and  any 
positive  response  should  be  correlated  with  a prob- 
able history  of  exposure.  Once  this  is  done,  the 
patient  should  be  given  some  reasonable  idea  of 
the  sources  of  that  chemical  so  that  he  or  she  can 
be  aware  ot  the  potential  hazard  in  common  house- 
holcl  materials  that  contain  that  allergen.  Fortun- 
ately, cosmetic  ingredients  are  now  listed  on  the 
label,  but  the  patient  has  to  be  warned  to  avoid 
any  offending  chemicals  by  ilie  name  that  woidd 
be  found  on  the  lalcel  as  many  cliemicals  ha\e 
numerous  synonyms  and  trade  names.  Fhe  Cios- 
metic.  Toiletry  and  Fragrance  Association  has 
ptdtlished  a dictionary”  that  lists  the  chemical 
ingredients  under  the  name  adopted  by  the  indus- 
try as  the  standard  generic  term  to  he  used  on 
labels,  so  patients  with  cosmetic  allergy  must  be 
given  problem  ingredients  in  that  terminology. 

Patch  testing  can  also  cause  complications  in- 
cluding irritation,  allergy  to  the  tape  or  even  the 
patch  used,  hypo-  and  hyperpigmentation,  flares 
of  contact  dermatitis  elsewhere,  the  Koebner  phe- 
nomenon in  some  skin  disease  (e.g.  jjsoriasis  or 
lichen  planus)  and  even  an  anaphylactoid  reac- 
tion. With  all  its  caveats,  patch  testing  is  an  inval- 
uable aid  in  the  diagnosis  and  treatment  of  skin 
disease. 
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Table  I 

? Doubtliil  reaction;  faint  erythema  only. 

1-  Weak  (nonvesicular)  positive  reaction; 
infiltration,  possibly  papules. 

+ + Strong  positive  (vesicular)  reaction; 

erythema,  infiltration,  papules,  vesicles. 
+ + + Extreme  positive  reaction;  bullous  reac- 
tion. 

— Negative  reaction. 

IR  Irritant  reaction  (various  types). 

NT  Not  tested. 

Terminology  used  for  rc-iding  of  patch  tests  by  the  International 
Contact  Dermatitis  Group  as  listed  by  ,<\dams.’ 

REFERENCES 

1.  Eisher.  .Mexancler  A.:  Contact  Dermatitis,  Ed.  2.  Phila- 
dclpliia,  Lee  and  Febiger,  1983. 

2.  Cronin,  E.;  Contact  Dermatitis.  Churchill,  L ivingston, 
Edinburgh,  London,  New  "S'enk,  1980. 


3.  Adams,  R.  N.:  Occupational  Skin  Disease.  Grune  and 
Stratton,  New  York,  1983. 

4.  Fousserean,  J.  Benezra,  D.,  Maibach,  H.:  Occupational 
Contact  Dermatitis:  Clinical  and  Chemical  Aspects. 
Munksgaard,  Copenhagen,  1982. 

5.  Schwartz,  L.,  Tulipan,  L.,  Birmingham,  D.  J.:  Occupa- 
tional Diseases  of  the  Skin,  Ed.  3.  Philadelphia,  Lee 
and  Febiger,  1957. 

6.  Fregert,  S.,  Bandmann,  H.  J.:  Patch  Testing.  Springer- 
Verlag,  New  York,  1975. 

7.  Adams,  R.  N.:  Patch  testing-a  recapitulation.  J.  Am. 
Acad.  Dermatol.  5:629-643,  1981. 

8.  Bandmann,  H.  J.,  Fregert,  S.:  Epicutantestung. 
Springer-Verlag,  Berlin  Heidelherg,  New  York,  1973. 

9.  Pirila,  V.:  Chamber  test  versus  patch  test  for  epicu- 
taneous  testing.  Contact  Dermatitis  1975:  1:48-52. 

10.  Bruynzeel,  D.:  Excited  Skin  Syndrome  and  Spillover- 
Presentation  at  the  Short  Report  Session,  North  Ameri- 
can Dermatitis  Group.  Chicago,  December  1,  1983. 

11.  Estrin,  N.  F.  (ed):  CFTA  Cosmetic  Ingredient  Dic- 
tionary, Ed.  3.  Washington,  D.  C.,  Cosmetic,  Toiletry 
and  Fragrance  Assoc.  1981. 


446 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


EDITORIAL 


Syncope  in  the  Elderly 

Alfred  Kahn,  Jr.,  M.D. 


T .ewis  A.  Lijxsii/  Ji.is  reviewed  Syncope  in  the 
Elderly  in  Annals  of  Internal  Medicine  (Volume 
99,  page  92,  July,  1983).  Articles  such  as  this  ought 
to  be  welcomed  by  practicing  physicians— much  of 
the  medical  literature  at  the  present  time  is  de- 
voted to  clinical  and  basic  research  involving 
narrow,  limited  research  perspectives.  These  are 
invaluable  and  represent  progress  in  medicine, 
but  Irom  time  to  time  some  of  the  more  lunda- 
mental,  broad  pers]jccti\'e,  clinical  problems  de- 
serve recognition.  Every  senior  medical  student 
has  a pretty  good  idea  about  syncope,  but  syncope 
as  a symptom  which  might  rej)rescnt  a variety  of 
diseases  is  not  often  considered  in  an  orderly  fash- 
ion by  jjracticing  physicians. 

Syncope  in  elderly  people  is  not  uncommon 
and  may  represent  a potentially  serious  disorder. 
Tlie  author  cites  one  study  in  which  syncope  in 
middle  aged  individuals  was  followed  by  a 5% 
mortality  figure  in  three  to  nine  months.  He  also 
cited  another  series  of  a one-year  mortality  of 
6%  in  undiagnosed  patients,  6%  in  noncardiovas- 
cular  cases,  and  19%  in  cardiovascular  cases. 

Lipsitz  states  that  in  50-60%  of  elderly  patients 
with  syncope  no  diagnosis  is  ever  established— and 
syncope  tends  to  recur  in  13-25%  of  the  indi- 
viduals. 

One  of  tlie  problems  in  studying  the  catisation 
of  syncope  is  that  it  is  dilficult  to  estaltlish  an 
exact  causal  relationship  between  disease  and  syn- 
cope-according to  Lipsitz.  For  example,  a ]jatient 
may  have  heart  disease  or  some  neurologic  dis- 
order, but  this  does  not  necessarily  establish  a 
relationship  between  the  underlying  disorder  and 
the  syncope.  It  is  said  in  this  article  that  most 
individuals  require  a blood  flow  of  more  than 
25-30  CCS  of  blood  per  minute  per  100  grams  of 
brain  tissue  to  avoid  syncope  or  symptoms  of 
ischemic  brain  disease.  He  goes  on  to  j)oint  out 
that  in  many  individuals  who  are  compensated 


the  figure  of  25-30  ccs  per  minute  per  100  grams 
of  brain  tissue  is  exceeded  tmless  the  individual 
developed  some  complicating  factor  as  congestive 
heart  failure  which  might  reduce  the  blood  How 
and  suddenly  precipitate  symptoms  of  cerebral 
anemia.  Apparently  there  are  many  cases  ol  cere- 
bral vascular  disease  who  are  close  to  the  border- 
line with  regard  to  adecpiate  blood  flow  but  wito 
do  not  develop  syncope  or  other  symptoms  be- 
cause complicating  factors  which  would  further 
reduce  the  cerebral  profusion  do  not  occur.  Lijjsitz 
warns  physicians  that  syncope  may  be  the  present- 
ing symptom  of  disease  or  stre.ss  in  elderly  patients 
—disorders  which  arc  not  ordinarily  manifested 
l)y  syncope  stich  as  pneumonia,  myocardial  in- 
farction, etc.  In  the  older  age  groups,  syncope  is 
likely  to  occur  when  disease  is  jMesent  because  of 
the  loss  of  compensatory  mechanisms  which  keep 
an  adequate  cerebral  blood  flow  continuously; 
carotitl  body  disease  is  cited  as  an  example— in 
that  the  carotid  boily  might  set  up  a reflex  to  in- 
crease the  cerebral  blood  flow  in  certain  disorders 
in  which  there  is  a marginal  level  of  blood  flow  to 
avoid  syncope;  in  the  elderly  group,  if  the  carotid 
Irody  might  happen  to  be  diseased,  this  does  not 
occur.  Baroreflex  sensitivity  is  also  said  to  de- 
crease with  age.  Lipsitz  also  states  that  the  heart 
rate  does  not  go  up  in  response  to  lack  of  o.xygen 
and  exercise  and  other  stimtdi  as  it  does  in  young- 
er ]jeople;  this  suggests  to  him  that  tliere  is  a de- 
creased sensitivity  of  the  aging  heart  to  adrenergic 
stimulation.  Still  another  background  problem 
which  sets  the  stage  for  syncoj)e  in  the  aging  is 
loss  of  some  of  the  adaptive  extracellular  volume 
regulation  mechanisms.  If  the  extracelhdar  vol- 
ume diminishes,  an  individual  might  have  syn- 
cope much  easier  than  if  the  extracellular  volume 
was  normal. 

Lipsitz  states  that  there  are  a number  of  cardiac 
disorders  which  may  be  associated  with  syncope. 
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He  says  that  aortic  stenosis  and  hypertrophic 
cardiomyopathy  often  present  as  syncope.  Aortic 
vah'ular  disease  may  produce  syncope.  Myocardial 
dysfunction  of  various  sorts  can  decrease  the  car- 
diac output  and  lead  to  syncope,  as  can  rhythm 
abnormalities.  The  latter  disorder  may  consist 
of  tachycardia  or  bradycardia,  d’hese  rhythm  tlis- 
orders  may  or  may  not  be  associated  with  a history 
of  arterio-sclerotic  heart  disease.  The  author  states 
emphatically  and  repeatedly  in  this  discussion 
that  presence  of  these  various  disorders  does  not 
lend  a causal  relationship  between  the  disorder 
and  .syncope;  for  example,  he  states  that  most  car- 
diac arrhythmias  are  not  associated  w'ith  syncojje; 
he  tloes  not  feel  the  Holter  24-hour  monitor  test 
is  a very  valuable  investigative  tool  in  syncojre 
unless  syncope  and  arrhythmia  occtir  simultane- 
ously. Cardiac  conductive  disturbances  are  a.sso- 
ciated  with  syncope;  in  these  cases  temporary 
heart  block  probably  occurs,  l ire  so-called  sick 
sinus  syndrome  may  manifest  itself  as  syncope. 
I'he  sinus  node  is  implicated  in  bradycardia  and 
tachycardia,  Ijoth  of  which  may  lead  to  syncope. 

Abnormal  blood  pressure  may  lead  to  syncope. 
Some  individuals  are  volume  depleted  and  laint— 
as  in  bleeding  or  diuresis.  Othostatic  hypotension 
is  reported  to  be  fairly  common  in  the  elderly 
patients;  it  can  be  due  to  drugs,  particularly  to 
hypotensives;  it  can  be  due  to  central  nervous 
system  disorders  such  as  Shy-Drager  syndrome  or 
Parkinsonism  or  cerebral  infarction;  it  can  be  due 
to  ]jeri]jlieral  or  autonomic  neuropathies;  some 
cases  are  idiopathic.  Carotid  sinus  hypersensitivi- 
ty shoukl  be  sought  in  any  patient  who  faints. 
One  series  of  cases  is  cited  by  the  author  in  which 
103  elderly  individuals  had  a fall  in  systolic  blood 
pressure  of  37  mm  of  mercury  after  carotid  mas- 
sage whereas  lOh  healthy  soldiers  had  an  average 
fall  of  5 mm  of  mercury  after  sinus  massage.  .Syn- 
cope m;iy  follow  coughing,  swallowing,  micturi- 
tion, and  defecation.  This  has  been  extensively 
studied  in  the  past  and  reported  by  various 
authors,  including  the  current  review.  Lipsitz  says 
that  vasovagal  syncope  is  the  commonest  cause  of 
syncope  in  young  people,  but  he  states  that  its 
prevalence  in  elderly  patients  is  unknown. 

I'wo  other  causes  of  syncope  in  the  elderly  are 


abnormal  blood  composition,  which  is  obvious, 
and  cerebral  disorders  as  vascular  insufficiency 
and  seizures.  It  is  important  to  understand,  ac- 
cording to  the  author,  that  only  50%  of  epileptic 
]ratients  have  abnormal  electroencephalograms 
and,  conversely,  the  presence  of  an  abnormal  EEG 
does  not  necessarily  prove  that  it  is  the  cause  of 
the  seizure. 

To  find  the  cause  of  syncope,  the  author  recom- 
mends a good  history  and  physical  examination 
as  a preliminary.  He  particidarly  recommends 
noting  an  irregularity  of  the  pulse  or  elevation 
of  the  blood  pressure.  If  the  blood  pressure  is 
below  90/60,  one  should  he  suspicious  of  some 
hidden  cardiovascular  cause  of  syncope.  He  rec- 
ommends checking  for  orthostatic  hypotension 
;ind  listening  for  carotid  brints.  Heart  murmurs, 
of  course,  are  important.  He  emphasizes  other 
facets  of  the  examination,  but  these  are  some  of 
the  highlights.  Lipsitz  implies  that  one  should 
be  careful  to  tailor  laboratory  tests  to  one’s  sus- 
])iciou  as  to  the  cause  of  the  syncope.  He  feels 
that  electroencephalography  is  not  very  helpful  in 
manv  patients,  as  noted  above.  The  echocardio- 
gram and  phonocardiogram  may  be  helpful  in  dis- 
covering heart  disease  if  there  is  reason  to  believe 
it  exists.  He  feels  the  Cl’  Brain  .Scan  is  of  value 
in  the  diagnosis  of  tumors,  infarcts,  and  hemor- 
rhages. 

Erom  a therapeutic  point  of  view,  one  has  to 
first  consider  the  cause  Itefore  treatment  can  be 
instituted.  The  removal  of  drugs  which  might  be 
causing  syncope  is  of  heljj.  If  there  is  reason  to 
suspect  tachyarrhythmia,  appropriate  drugs  can 
lie  given.  Pacemaker  treatment  is  recommended 
for  severe  bradycardia.  Lipsitz  recommends  nec- 
essary surgery  in  some  situations  for  the  treat- 
ment of  syncope  in  elderly  ])atients;  he  states  that 
an  elderly  patient  with  syncopal  aortic  stenosis 
may  be  a relatively  good  risk  for  surgery,  anti  he 
goes  on  to  state  that  the  risk  of  repeated  episodes 
of  syncope  in  some  of  these  diseases  may  be  more 
tlamaging  from  a mortality  point  of  view  than 
the  syncopal  risk. 

This  is  a well-written,  thoughtful  review  of 
syncope  in  the  elderly. 
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Otket  yeaty* 


CA  l \ HOSIM  FAL 

"Fhere  is  no  c ity  oi  equal  si/e  and  corresponding 
importance  in  tlie  United  States,  that  is  not  Itetter 
ecjnipped  with  hospital  lacilities  than  Little  Rock. 
Case  after  case  has  been  rejtorted  in  onr  daily 
papers,  where  the  city  physician  has  been  helpless, 
because  of  inadequate  means  in  caring  for  the  sick. 

We  have,  thanks  to  the  untiring  energy  of  one  or 
two  men,  a free  dispensary  in  connection  with  the 
Arkansas  Imlustrial  University,  poorly  supplied 
with  medicines  and  surgical  appliances,  with  no 
beds  and  kept  up  only  by  persistent  efforts  of  the 
medical  faculty.  Such  a condition  of  things  does 
not  speak  well  for  a people  usually  prompt  and 


liberal  in  charitable  endeavors. 

The  county  hospital  actommodates  only  resi- 
tlents  of  Pulaski  County,  it  is  not  available  in  case 
of  accident,  when  jtrompt  attention  and  operative 
measures  are  necessary:  and  the  resident  physician 
however  desirous  he  may  be  of  caring  lor  all,  is 
hampered  by  restrictions  which  prevent  the  insti- 
tution being  available  as  an  emergency  hospital. 

ft  is  the  duty  of  the  profession  to  call  the  atten- 
tion of  the  charitable  associations  to  this  condition 
of  affairs,  and  with  a long  pidl  and  a strong  pull 
we  may  have  a hospital  commensurate  with  the 
needs  of  the  city. 

From  the  University  of  Arkansas  for  Medical  Sciences  Library. 

History  of  Medicine/ Archives. 


keeping  up 


Category  1 

Continuing  Medicai  Education 
Programs  Availabie  in 
Arkansas 


DIABETIC  UPDATE 

April  7,  S:00  (i.ni.-2:()0  p.m.,  Hilton  Inn,  Little 
Rock.  Sponsored  by  liaj)tist  Medical  Centei'.  Six 
hours  Uategory  1 credit.  .$10  fee  indutles  lunch. 
UPDATE  OF  DEPRESSION: 

DIAGNOSIS  AND  TREATMENT 

Presented  by  S.  H.  Preskorn,  M.D.,  Associate 
Professor  of  Psychiatry,  Kansas  Ihiiversily,  April 
12,  7:00  p.m. -9:00  p.m.,  Paker  Conference  Room, 
Washington  Regional  Medical  Center,  Fayette- 
ville. One  and  one-half  hour  Category  1 credit. 
No  fee. 


SURGICAL  THERAPY  OF  OBESITY 

Presentetl  by  Fklwartl  F'.  Ma.son,  M.l).,  Chiel  of 
Surgery,  University  of  Iow;i,  Iowa  City,  Iowa, 
April  17,  7:00  p.m..  Education  Building,  Baxter 
County  Regional  Hos|htal,  Mountain  Home. 
I’wo  hours  Category  I credit.  No  registration  lee. 

SLEEP  DISORDERS 

Presented  by  Edgar  Lucas,  Ph.l).,  April  2S, 
UAMS  Education  11  Building.  .\p|)roximately  7 
hours  Category  I credit.  Registration  fee  $.50.  No 
other  information  available. 


RECURRING  EDUCATION  PROGRAMS 

I’tiless  otherwise  indicated,  programs  are  for  one  to  two  lionrs  f'.ategoiy  I ( ledit. 

EL  DORADO  — AHEC- SOUTH  ARKANSAS 

Surgical  Coiifereiice,  first,  .second  and  third  Monday,  111:15  i).in.  to  p.m.,  .\H F.C -Sontli  .Xikamas. 

Pathology  Conference,  second  Tne.sday.  12:‘i0  p.m.  to  1:30  p.m.,  .AHFCl-.Sonth  .Arkansas. 

Colposcojjy-Pal)  Smear  Clinic,  fourth  l iiesday,  12:00  noon  to  1:00  p.m.,  .AHKCl-Sontli  .Arkansas. 

Internal  Medicine  Conference,  first,  second,  and  fonrtli  AVcdne.sday,  12:15  p.m.  to  1:30  |).m.,  AH KC.-Sonth  Arkansas. 

As  organizations  accredited  for  continuing  medical  education  by  the  Liaison  Committee  on  Continuing  Medical  Education,  the  organization* 
named  certify  that  these  continuing  medical  education  activities  meet  the  criteria  for  the  credit  hours  specified  in  Category  I of  the  Physician’* 
Recognition  Award  of  the  American  Medical  Association. 
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Chest  Conference,  third  Wednesday,  12:30  p.m.  to  1:30  p.m.,  Warner  Brown  Hospital. 

Obstetrics-Gynecology  Conference,  second  and  fourth  Thursday,  12:45  p.m.  to  1:30  p.m.,  AHEC-South  Arkansas. 
Behavioral  Sciences  Conferences,  first  and  fourth  Friday,  12:45  p.m.  to  1:30  p.m.,  AHEC-South  Arkansas. 

Pediatric  Conference,  second  and  third  Friday,  12:30  p.m.  to  1:30  p.m.,  (second  Friday,  Warner  Brown  Hospital,  third  Fri- 
day, Union  Medical  Center)  . 

FAYETTEVILLE  — AHEC- NORTHWEST 

Medicine  Teaching  Conference,  first,  third  and  fifth  Thursday,  7:30  a.m.  to  8:30  a.m..  Baker  Conference  Room,  Washing- 
ton Regional  Medical  Center. 

FAYETTEVILLE  — VA  MEDICAL  CENTER 

Radiology  Conference,  first  and  third  Thursday,  1:00  p.m..  Conference  Room. 

Pathology  Conference,  second  Thursday,  1:00  p.m..  Conference  Room. 

Peer  Exchange,  April:  “Nephrology”;  May:  “Hematology”. 

FORT  SMITH -AHEC 

Cancer  Conference,  each.  Tuesday,  12:00  noon.  Fourth  Floor  Conference  Room,  Sparks  Regional  Medical  Center. 

JONESBORO  — AHEC -NORTHEAST 

Interesting  Case  Conference,  second  and  fourth  Tuesday,  12:00  noon,  St.  Bernard’s  Dietary  Conference  Room. 

Methodist  Hospital  of  Jonesboro  CME  Staff  Conference,  second  Tuesday,  7:30  p.m.,  Methodist  Hospital  of  Jonesboro 
Cafeteria. 

Monthly  Medical  Lecture  Series,  third  Tuesday,  7:30  p.m.,  rotates  each  month  between  Walnut  Ridge  and  Pocahontas. 
Monthly  Perinatal  Conference,  second  Wednesday,  12:00  noon,  St.  Bernard’s  Dietary  Conference  Room. 

Tumor  Conference,  fourth  Wednesday,  12:00  noon,  St.  Bernard’s  Dietary  Conference  Room. 

IVeckly  Medical  Lecture  Series,  each  Friday,  12:00  noon,  Stroud  Hall,  St.  Bernard's  Annex  Building. 

Chest  Conference,  third  Friday,  12:00  noon,  St.  Bernard’s  Dietary  Conference  Room. 

Arkansas  Methodist  Hospital  CME  Conference,  last  Friday,  7:00  a.m.,  AMH,  Paragould. 

LITTLE  ROCK  — ARKANSAS  CHILDREN’S  HOSPITAL 

Pediatric  Radiology j Genetics  Conference,  each  Monday,  12:00  noon.  Second  Floor  Classroom. 

Pediatric  Grand  Rounds,  each  Tuesday,  8:00  a.m..  Second  Floor  Classroom. 

Respiratory  Care  Case  Conference,  each  4V’ednesday,  1:00  p.m.,  Polly  Thomas  Dining  Room. 

Infectious  Disease  Conference,  second  Wednesday,  12:00  noon.  Second  l-'loor  Classroom. 

Pediatric  Pharmacology  Conference,  third  Wednesday,  12:00  noon.  Second  Floor  Classroom. 

Problem  Case  Conference,  each  Thursday,  12:00  noon.  Second  Floor  Classroom. 

Primary  Care  Semmar  and  Case  Presentation,  each  Friday,  12:00  noon.  Second  Floor  Classroom. 

LITTLE  ROCK  — BAPTIST  MEDICAL  CENTER 

Surgery  Conference,  each  Tuesday,  8:00  a.m.  to  9:00  a.m..  Conference  Room  #1. 

Pulmonary  Conference,  each  Tuesday,  12:00  noon  to  1:00  p.m.,  Shuffield  Auditorium. 

Grand  Rounds,  each  Wednesday,  12:00  ncK>n  to  1:00  p.m..  Conference  Room  #1. 

Anesthesiology  Conference,  third  Thursday,  7:00  a.m.  to  8:00  a.m..  Conference  Room  #2. 

Cardiology  Conference,  fourth  Thursday,  7:00  a.m.  to  8:00  a.m..  Conference  Room  #1. 

Cardiopulmonary  Resuscitation  Course,  fourth  Thursday,  6:00  p.m.  to  midnight,  Shuffield  Auditorium.  Six  hours  Category 
1 credit.  (Pre-registration  with  Department  of  Medical  Education  required,  phone  227-2672.) 

LITTLE  ROCK  — ST.  VINCENT  INFIRMARY 

Interhospital  GI  Problems  Conference,  first  Monday,  6:00  p.m.  to  7:30  p.m..  Room  F-155,  Education  Wing. 

Pediatric  Conference,  first  1 uc'^day,  12:30  p.m.  to  1:30  p.m..  Room  F-159,  Education  Wing. 

Interhospital  Urology  Grand  Rounds,  first  Tuesday,  5:30  p.m.  to  6:30  p.m..  Room  E-159,  Education  Wing. 
neuropathology  Conference,  third  Tuesday,  5:30  p.m.  to  6:30  p.m..  Room  S-1169,  Laboratory. 

Peripheral  Tascular  Disease  Conference,  third  Tuesday,  6:00  p.m.  to  7:00  p.m..  Room  E-159,  Education  Wing. 

Pulmonary  Conference,  first  and  third  Thursday,  12:00  noon  to  1:00  p.m..  Room  E-159,  Education  Wing. 
Hematology-Oncology  Conference,  second  Thursday,  12:00  noon  to  1:00  p.m..  Room  S-1169,  Laboratory. 

LITTLE  ROCK  — UNIVERSITY  OF  ARKANSAS  FOR  MEDICAL  SCIENCES 

Ophthalmology  Morning  Conference,  each  Monday,  Wednesday,  and  Friday,  7:30  a.m.,  ED  II  G/lOla. 

Orthopaedic  Fracture  Conference,  each  Tuesday,  7:00  a.m.,  ED  II  Gl/135. 

Medicine  Research  Conference,  each  1 utsday,  8:00  a.m.,  ED  H 8/105. 

Orthopaedic  Grand  Rounds,  each  Tuesday,  10:00  a.m.,  ED  II  Gl/135. 

Medicine-Pathology  Coriference,  each  Wednesday,  12:30  p.m.,  3E06. 

GI-Radiology  Conference,  each  Wednesday,  8:00  a.m..  Radiology  Conference  Room. 

\euro- Radiology  Case  Conference,  each  Wednesday,  4:00  p.m.,  Ml/293. 

Medicine  Grand  Rounds,  each  Thursday,  12:00  noon.  Child  Study  Center  Auditorium. 

Gl-Problem  Case  Conference,  each  Thursday,  3:30  p.m.,  3D29. 
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DR.  TAYIOR  WINS  FIRST  PRIZE 

Dr.  C.  Herbert  Taylor,  Jr.,  of  West  Memphis 
won  first  prize  in  tlie  color  category  of  a photog- 
raphy contest  sponsored  by  “M.D.”  magazine  and 
Minolta.  Five  hundred  physicians  submitted  over 
2,000  photographs  for  the  contest. 

DR.  PETRINO  IN  SPRINGDALE 
Dr.  Robert  A.  Petrino  has  joined  Dr.  John 
Kendrick  at  the  Arkansas  Surgical  Clinic  in 
Springdale. 

DR.  PANETTIERE  SPEAKS 

Dr.  Frank  J.  Panettiere  of  Rogers  presented  the 
January  continuing  medical  education  program 
at  Baxter  County  Regional  Hospital.  The  topic 
of  Dr.  Panettiere’s  presentation  was  “Practical 
Aspects  of  Office  Chemotherapy.” 

DR.  CAMPOS  LOCATES 
Dr.  Louis  Campos  has  opened  the  Ozark  Family 
Medical  Clinic  in  Agnos  (Fulton  County). 

DR.  DILLARD  PRESIDENT 
Dr.  Daniel  C.  Dillard  of  Little  Rock  has  been 
elected  president  of  the  Pulaski  County  Academy 
of  Family  Practice  for  1984  and  198.5. 

DR.  DEFAZIO  IN  TEXARKANA 

Dr.  John  V.  DeFazio,  Jr.,  has  joined  the  Depart- 
ment of  Family  Practice  at  Southern  Clinic  in 
Texarkana. 

DR.  MATTHEWS  RECERTIFIED 

Dr.  Joe  W.  Matthews  of  Little  Rock  has  been 
recertified  as  a diplomate  of  the  American  Board 
of  Allergy  and  Immunology,  a conjoint  board  of 
the  American  Board  of  Internal  Medicine  and 
the  American  Board  of  Pediatrics. 

DR.  WONG  LOCATES 

Dr.  David  Wong  has  begun  the  practice  of  adult 
and  pediatric  Urology  at  Medical  Arts  Building 
on  70  Highway  West  in  DeQueen. 

DR.  ARMSTRONG  SPEAKS 
Dr.  James  Armstrong  recently  participated  in 
the  Berkeley  Health  Program  at  C.  D.  Franks  In- 
termediate School  in  Ashdown.  Dr.  Armstrong 
talked  on  lungs  and  directed  a di.ssection  of  beef 
lungs. 

DR.  SULIEMAN  MOVES 

Dr.  J.  Samir  Sulieman,  formerly  of  North  Little 
Rock,  has  joined  the  Jacksonville  Specialty  Clinic 
on  Braden  Street. 

DR.  SPADES  RECERTIFIED 

Dr.  S.  A.  Spades  has  been  recertified  by  the 


American  Board  of  Family  Physicians. 

DR.  WOLFE  JOINS  COOPER  CLINIC 

Dr.  Michael  S.  Wolfe,  an  Orthopaedic  Surgeon, 
has  joined  Cooper  Clinic  in  Fort  .Smith. 

DR.  GRUBBS  OPENS  OFFICE 
Dr.  Danny  Grubbs  has  opened  an  office  for  the 
practice  of  Internal  Medicine  at  3100  Apache 
Drive  in  Jonesboro. 

PHYSICIANS  HONORED 
Drs.  Milton  Hughes,  F.  M.  “Bud”  Henderson 
and  J.  Wayne  Buckley  of  Pine  Bluff  were  pre- 
sented awards  for  exterior  improvements  made  to 
their  respective  buildings.  The  awards  were  given 
by  the  Pine  Bluff  / Jefferson  County  Chamber  of 
Commerce. 

DR.  WELLBORN  LOCATES 

Dr.  James  C.  Wellborn,  Jr.,  formerly  of  Little 
Rock,  has  joined  the  Stuttgart  Medical  Clinic  for 
the  practice  of  General  Surgery. 

DR.  MILTON  HUGHES  CHIEF 

Dr.  Milton  Hughes  of  Pine  Bluff  is  the  newly- 
elected  chief  of  staff  at  Jefferson  Regional  Medi- 
cal Center. 

DR.  DORMAN  LOCATES 

Dr.  Robert  A.  Dorman,  an  Internist,  has  opened 
an  office  at  2850  Twin  Rivers  Drive  in  Arka- 
delphia. 

DR.  FORESTIERE  SPEAKS 

Dr.  A.  J.  Forestiere  of  Harrisburg  spoke  at  a 
meeting  of  The  Progressive  Century  Club.  His 
topic  was  Fhiited  States  Involvement  in  World 
Affairs.  Dr.  Forestiere  is  Chairman  of  the  Na- 
tional General  Foreign  Policy  of  the  American 
Legion. 

DR.  RASCH  ELECTED 

Dr.  James  R.  Rasch  of  Little  Rock  has  been 
elected  chief  of  staff  of  the  Baptist  Medical 
Center.  Dr.  Hal  R.  Black,  Jr.,  is  vice  chief  of  staff. 
Drs.  Fay  Sloan,  Tom  Smith,  C.  E.  Ballard,  Jack 
Blackshear,  James  1).  Studdard,  B.  Richard  John- 
■son,  Clyde  Glover  and  Hugh  Burnett  were  elected 
to  the  Medical  Center  Executive  Committee. 

TEXARKANA  GAINS  PHYSICIANS 

Dr.  B.  Kent  Ulrich  and  Dr.  Jack  H.  McCubbin 
have  joined  The  Collom  &:  Carney  Clinic  A,sso- 
ciation  in  Texarkana.  Dr.  Ulrich  specializes  in 
Oncology  and  Hematology  and  Dr.  McCubbin 
specializes  in  Obstetrics  and  Gynecology. 
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DRS.  TAYLOR  AND  HERNANDEZ  MOVE 

l)is.  Herbert  Taylor  and  [acinto  Hernandez, 
fornierlv  ol  West  Memphis,  have  opened  a clinic 
at  Marion. 

DR.  EDWARDS  ELECTED  CHIEF 

Dr.  Hugh  R.  Edwards  of  Searcy  was  reelected 
chief  of  staff  for  Central  .\rkansas  General  Hos- 
pital. Dr.  Edwards  has  served  as  chief  of  staff  for 
more  than  twenty  consecutive  years.  Other  offi- 


cers are  Dr.  Eugene  Joseph  as  vice  chief  of  staff 
and  Dr.  Bob  W.  Smith  as  secretary. 

DR.  NAYLES  LOCATES 

Dr.  Lee  C.  Nayles  has  joined  The  Medical 
Diagnostic  Clinic  in  Camden. 

DR.  AHMED  ELECTED 

Dr.  S.  A.  Ahmed  is  the  newly-elected  chief  of 
staff  at  ,\rercy  Hospital  and  Pinewood  Nursing 
Home  in  Waldron. 


DR.  THOMAS  B.  GORDON 

Dr.  Gordon,  a native  of  Oklahoma  City,  Okla- 
homa, has  joined  the  Arkansas  County  Medical 
Society. 

His  jtre-medical  education  was  with  the  Uni- 
versity of  Oklahoma  and  Southeast  Oklahoma 
State  LIniversity.  He  received  a Bachelor  of 
Science  degree  in  Chemistry  in  197S.  Dr.  Gordon 
is  a 1982  graduate  of  the  Oklahoma  College  of 
Osteopathic  Metlicine  and  Surgery  at  Tidsa.  His 
internship  was  with  the  Afuskegon  General 
Hosjjital. 

Dr.  Ciordon  specializes  in  Eamily  Practice.  His 
office  is  located  at  109  North  Union  Street  in 
DeWitt. 

DR.  PAUL  J.  BUBAK 

Dr.  Bidiak  has  joined  the  Carroll  County  Med- 
ical Society.  He  was  horn  in  South  Dakota. 

Dr.  Buhak  attended  the  University  of  South 
Dakota  for  three  years.  He  received  his  Bachelor 
of  Science  degree  and  medical  degree  from  the 
University  of  Minnesota  Medical  School  at 
Minneapolis.  Dr.  Bidiak  served  his  internship 
and  part  of  his  residency  training  with  the  Henne- 
pin County  Medical  Center  in  .Minneapolis.  He 
also  received  residency  training  at  the  Phoenix 
Integrated  Surgical  Hospital  in  .Arizona. 


He  is  certified  by  the  American  Board  of 
Surgery. 

Dr.  Buhak,  a General  Surgeon,  moved  to  Berry- 
ville  in  1980.  His  office  is  on  Highway  62  East. 

DR.  WILLIAM  E.  FINFROCK 

Dr.  Einfrock  has  also  joined  the  Carroll  County 
.Medical  Society.  He  was  born  in  Richland, 
AVAishington. 

Dr.  Einfrock  received  a Bachelor  of  Science 
degree  in  Chemistry  from  the  University  of  Wash- 
ington in  1975.  In  1979  he  was  graduated  from 
the  University  of  Washington  School  of  Medicine 
in  Seattle.  His  internship  and  residency  were  at 
the  University  of  Nevada  School  of  Medicine.  He 
is  hoard  certified  in  Family  Practice. 

Dr.  Einfrock  practices  Family  Medicine  at  41 
Kingshighway  in  Etireka  Springs. 

DR.  JOHN  E.  ALEXANDER,  JR. 

Dr.  Alexander,  a native  of  Little  Rock,  has 
joined  the  Coltimbia  County  Medical  Society. 

He  received  a Bachelor  of  Science  degree  from 
Southern  Arkansas  University  in  1975.  Dr.  Alex- 
ander is  a 1980  graduate  of  the  LIniversity  of 
.Arkansas  College  of  Medicine.  His  Family  Prac- 
tice training  was  with  the  Area  Health  Education 
Center  in  Pine  Bluff.  He  is  hoard  certified  in 
Family  Practice. 

Dr.  .Alexander,  a L'amily  Physician,  practices  at 
707  North  Washington  in  Magnolia. 

DR.  JOHN  W.  FOOTE 

Dr.  Foote  has  joined  the  Jackson  County 
Medical  .Society.  He  was  horn  in  New  Haven, 
Connecticut. 

Dr.  Foote  received  a Bachelor  of  Arts  degree  in 
1958  from  the  Queen’s  University  in  Kingston, 
Ontario,  Canada.  He  was  granted  his  medical 
degree  in  1962  by  McGill  University  Faculty  of 
Medicine  in  Montreal,  Quebec.  Dr.  Foote  served 
his  internship  and  received  his  training  in  Urolo- 
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<>v  at  tlie  same  inslilulion.  lii  he  served  a 

Fellowshi])  in  llrolo^y  at  tlie  Royal  (College  ol 
Surgeons  in  Ciantida. 

Dr.  Foote  prtitticed  for  twelve  years  in  Mon- 
tretil,  Qnebee.  Citinada.  W’liile  there,  he  served  ;is 
Urologist-in-Cihief  ;it  ()iteen  Fdizaheth  Hospittil, 
.Vssistitnt  Urologist  :it  Royttl  Victoriti  Hospittil 
atul  Assistant  Professor  of  Surgery  at  MtCfill 
University. 

Dr.  Foote  moved  to  Newport  in  1982.  lie  jirac- 
tices  Lh'ology  at  2900  McLain  in  Newport. 

DR.  J.  ALAN  SOLOMON 

Dr.  Solomon,  a new  member  of  the  Miller 
Uounty  Medical  Society,  was  born  in  Sheffield, 
.Alabama. 

He  received  his  Bachelor  of  Arts  ilegiee  iti  1971 
from  Vanc’erliilt  lbn\ersity  in  d'ennessee.  He  is 
a 1978  graduate  of  the  Ihiiversity  of  .Arkansas 
Uollege  of  Medicine.  Dr.  Solomon  served  his  in- 
ternshij)  and  residency  at  the  Louisiana  Medical 
Uenter  in  Shreveport. 

Dr.  Solomon,  a General  Surgeon,  has  joined  the 
Gollom  and  Carney  Clinic  at  4800  Texas  Boule- 
vard in  Texarkana. 

DR.  EDWARD  B.  MIEDEMA 

Dr.  .Mi edema,  a native  of  Grand  Rajjids, 
Michigan,  has  joined  the  \Vhite  County  Medictil 
Societv. 

j 

He  receir  ed  his  Bachelor  of  Science  degree  fi  om 
Calvin  College  in  Cfrtind  Rapids  in  1971.  Dr. 
Miedema  is  ti  1975  graduate  of  the  University  of 
Michigan  Medictil  School  in  .Ann  .Arboi . .After  an 
internship  with  Cfundcrsen  Clinic  in  LtiCrosse, 
W’isconsin,  Dr.  Miedema  served  his  residency  iti 
Urology  at  the  University  of  .Arkansas  College  of 
Medicine  in  Little  Rock. 

Dr.  .Miedema  |tracticed  at  the  Hosjattil  of  Light 
in  Haiti,  WTst  Indies,  from  1980  to  1983.  He  re- 
ceived his  certil ication  in  Urology  in  1982. 

Dr.  Miedema  jirtictices  Urology  tit  1.300  South 
Main  in  .Searcy. 


DR.  DIANA  T.  JUCAS 

1 he  Union  County  Medical  .Society  has  tulded 
Dr.  jiictis  to  its  membershi]i  roll.  Dr.  luctis  wtrs 
born  in  Rttvensfmrg,  West  Cfcrmtniy. 

Her  pre-medical  eductition  was  tit  the  Universi- 
ty of  Illinois  in  Chictigo  and  at  Hendrix  College 
in  Conwtiy.  She  is  a 1909  graduate  of  the  Ibiivei- 
sity  of  .Arktinstis  College  ol  .Medicine.  Her  intern- 
ship and  residency  training  were  with  the  Los 
.Angeles  County-Flniversity  of  Southern  Calilorniti 
Medical  Center.  She  received  her  board  cei  tilica- 
tion  in  Diagnostic  Radiology  in  1971. 

Dr.  Jucas  jjrticticed  in  .Austi  ia  and  Los  Angeles. 
While  in  Los  .Angeles,  she  tdso  served  as  a clinical 
instructor  in  the  Dejiartment  of  Radiology  at  Los 
.Angeles  Coiinty-llniversity  erf  Southern  Californiti 
Medical  Center. 

Dr.  Jucas  s]tecitilizes  in  Diagnostic  Radiology, 
ffer  office  is  located  at  700  West  Grove  in  El 
Dorado. 

DR.  SRINI  VASAN 

Di . Vtisttn  is  another  new  member  of  the  Ibiion 
County  Medictil  Society.  He  is  a natice  ol  Maclrtis, 
India. 

Dr.  VAisan  received  his  pre-med  educatiim  tit  the 
Faculty  of  Medicine,  Osmania  University,  India. 
He  was  grtiduated  from  the  Faculty  of  Medicine 
Osmtiniti  University  in  India  in  1963.  His  intern- 
shi]>  wtis  Avith  Osmania  llniversity  Hospittil  in 
India  and  the  University  of  Southern  California 
Medical  Center  in  Los  .Angeles.  Dr.  Vastin  le- 
ceiced  his  residency  titiining  tit  London  Utii- 
versity  College  Hospittil,  London,  Faigltind.  He 
joined  the  I'limoi  Clinic  in  Pasadena,  Ctdiforniti, 
in  1977. 

Dr.  Vtisan  is  Irotird  certil ied  in  Rtiditition 
Lliertipy. 

He  specitdi/es  in  Rtiditition  1 hertipy.  Dr. 
Vtisan  htis  joined  S.AR'Ll  at  503  North  Lhomiison 
in  El  Dorado. 


THINGS 


\ TO 

COME 


March  29-31 

Spring  Meeting.  .Arkansas  Chajrter,  .\merican 


College  ol  Surgeons,  .\ilinglon  Hotel,  Hot 
Springs. 

April  12-15 

lOSlIi  Atvuidl  Session,  Arkansns  Medical  Socie- 
ty. Excelsior  Hotel,  Little  Rock.  Eor  further 
infol luiition,  see  the  coinention  sectioti  ol  this 
issue  of  the  journal. 
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Things  to  Come 


May  12-20 

Providing  Quality  Medical  Care  in  Your  Prac- 
tice. Southern  Medical  Association.  Marriott 
Hotel,  Hilton  Head,  South  Carolina.  Fee:  .S220 
for  SMA  members;  $275  for  nonmembers.  For 


further  information,  contact  Jeanette  Stone, 
Southern  Medical  Association,  Post  Office  Box 
2446,  Birmingham,  Alabama  35201;  telephone 
205-323-4400. 


RESOLUTIONS 


DR.  R.  FRANK  BRYANT 

WHEREAS,  the  members  of  the  Jefferson 
County  Medical  Society  are  deeply  saddened  by 
the  recent  death  of  their  esteemed  colleague,  R. 
Erank  Bryant,  M.D.,  and 

WHEREAS,  Dr.  Bryant  has  been  held  in  great 
respect  by  his  fellow  physicians  for  his  devotion 
to  the  profession;  and 

WHERE.\S,  his  devotion  to  the  betterment  of 
the  health  of  his  countless  patients  was  recorded 
by  their  reverance  of  him; 

BE  IT  THEREEORE  RESOLVED; 

TH.\T,  this  resolution  be  adopted  and  made  a 
part  of  the  permanent  record  of  this  Society;  and 

THAT,  a copy  of  the  resolution  be  sent  to  Dr. 
Bryant’s  family  as  a token  of  our  sincere  apprecia- 
tion of  his  life  and  leadership,  and 

THA7’,  a copy  be  sent  to  the  Journal  of  the 
Arkansas  Medical  Society  for  publication. 

/s/  R.  A.  Irwin,  M.D.,  President 

Jefferson  County  Medical  Society 
* * # * 

DR.  CARL  L.  WILSON 

WHEREAS,  God  in  His  infinite  mercy  has 
seen  fit  to  call  from  our  midst  on  the  twenty- 
second  day  of  December  1983,  Dr.  Carl  L.  Wilson, 
and 

WHEREAS,  Dr.  Wilson  has  faithfully  served 
his  patients  in  the  community  at  large  throughout 
his  entire  medical  career,  and 

WHEREAS,  Dr.  Wilson,  during  his  years  of 
practice,  has  reflected  the  highest  ideals  of  his 
profession,  and 

"WHEREAS,  in  his  devotion  to  family,  church 
and  friends,  he  exemplified  the  best  in  man,  and 

WHEREAS,  the  Sebastian  County  Medical  So- 


city  mourns  his  loss 

THEREEORE,  BE  IT  RESOLVED,  the  Sebas- 
tian County  Medical  Society,  in  its  regular  meet- 
ing on  January  10,  1984,  hereby  adopts  these 
Resolutions  and  directs  that  a copy  be  furnished 
the  family  and  that  a copy  Ite  published  in  the 
Journal  of  the  Arkansas  Medical  Society. 

Annette  V.  Landrum,  M.D.,  President 
Sebastian  County  Medical  Society 


THANKS  TO  GARLAND  COUNTY 
MEDICAL  SOCIETY  . , . 

A word  of  thanks  from  the  Arkansas  Medical 
Society  Auxiliary  to  the  Garland  County  Medical 
Society  for  paying  the  expenses  of  Nancy  Clark 
(president-elect  of  Garland  County  Auxiliary)  to 
the  American  Medical  Association  Auxiliary 
Leadership  Confluence  in  Chicago,  October  8-11. 

Confluence  is  such  a beneficial  meeting.  Be- 
sides getting  to  know  your  own  state  participants 
better.  Confluence  provides  leadership  training, 
program  ideas  and  how-tos,  plus  wonderful  simi- 
nars  and  workshops  on  varied  subjects  of  benefit 
to  state  and  county  leaders. 

Word  is  getting  around  about  Confluence. 
This  year,  seven  counties  expressed  a desire  to  go. 
The  National  Auxiliary  only  pays  air  fare  for 
three  county  presidents-elect  from  Arkansas.  This 
year,  thanks  to  the  generous  support  of  the  Arkan- 
sas Medical  Society,  the  State  Auxiliary  budget 
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was  able  to  provide  $150  to  those  three  county 
presidents-elect  and  $250  towards  tlie  expenses  of 
one  additional  participant.  Additional  partici- 
pants must  bear  their  own  expenses. 

It  is  hoped  that  next  year  more  county  societies 
will  consider  sending  their  Auxiliary  County 
presidents-elect.  It  is  truly  money  well  spent,  as 
Confluence  sends  back  informetl  county  leaders 
who  are  all  fired  uji  with  new  ideas  and  leadership 
skills  to  show  their  communities  that  physicians 
and  their  spouses  are  interested  in  their  good 
health.  What  better  PR  for  the  Society? 

Those  attending  Confluence  were  Mrs.  Paul 
Cornell,  president  of  the  Arkansas  Auxiliary:  Mrs. 
Deno  Pappas,  president-elect  of  the  Arkansas 
.\uxiliary;  Mrs.  Robert  Taylor,  president-elect  of 
Craighead-Poinsett  County  Auxiliary;  Mrs.  Paul 
McCash,  president-elect  of  Bowie-Miller  County 
.Auxiliary;  Mrs.  John  Guenthner,  president-elect 
of  the  Baxter  County  Auxiliary;  Mrs.  Louis  Poole, 
president-elect  of  the  Sebastian  County  Auxiliary; 


Mrs.  Robert  Clark,  president-elect  of  the  Garland 
County  Auxiliary. 

Our  thanks  again  to  the  (iarland  County  Medi- 
cal Societyl 

/s/  Joann  Cornell,  President 


ANSWER— Electrocardiogram  of  the  Month 

DISCUSSION:  The  patient  is  in  sinus  rhythm..  The  PR 
interval  is  0.12  sec.  and  delta  vraves  are  seen  in  many 
leads.  Of  potential  interest  is  the  pattern  presented  in  the 
inferior  leads  where  the  delta  waves  are  negative  yield- 
ing a "pseudoinfarct"  appearance.  Thus,  the  trace  is 
compatible  with  Wolfe-Parkinson-White  syndrome  which 
may,  of  course,  be  associated  with  significant  tachyar- 
rhythmia. The  patient's  symptoms  could  well  be  related  to 
W-P-W  syndrome.  The  feature  editor  wishes  to  thank  Dr. 
Steve  Hutchins  for  his  assistance  with  this  month's  electro- 
cardiogram. 
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Doctor  ....  Shouldn’t  You  Contribute 
To  M.  E.  F.  F.  A.? 


• Your  Contribution  Is  Tax  Deductible 

• You  May  Earmark  Funds 

• You  May  Contribute  Cash,  Books,  Life  Insurance,  Land,  Instru- 
ments, Stamp  and  Coin  Collections,  Works  of  Art,  Securities,  etc. 

When  You  Contribute  You  Help  Achieve  the  Objectives  of  the  Foun- 
dation Which  Are  Set  Forth  in  The  Charter  Under  the  Purposes: 

1.  To  engage  in  and  carry  out  scientific  research,  charitable, 
educational  and  scientific  activities  and  projects. 

2.  Assist  medical  students  in  the  pursuit  of  their  education. 

3.  To  administer  governmental  programs  and  grants. 

4.  To  accept  and  hold  as  assets  of  the  corporation  in  trust  or 
otherwise  consistent  with  its  other  charitable  purposes. 

One  Way  You  Can  Support  Your  Foundation  Is  by  Completing  the 
Bequest  Form  Below  and  Mailing  to: 

ARKANSAS  MEDICAL  SOCIETY 
P.  O.  Box  1208 
Fort  Smith,  Arkansas  72902 


M.  E.  F.  F.  A. 

Form  of  Bequest 

1 give  and  bequeath  to  the  Medical  Education  Foundation  for  Arkansas  the 

sum  of 

dollars  ($  . ) to  be  used  by  the  Board  of  Trustees  of  the  Founda- 
tion for . 


(state  purpose  of  gift  if  restricted) 


Signed 


Excelsior  Hotel  and  Statehouse  Convention  Center 
April  12-15, 1984  Little  Rock 


CONVENTION  OFFICIALS 

CONVENTION  CHAIRMAN:  Charles  H.  Rodgers,  M.D.,  Little  Rock 

PROGRAM  COMMITTEE: 

1 homas  A.  Bruce,  M.D.,  Little  Rock,  Chairman 

Ken  Lilly,  M.D.,  Fort  Smith 

Richard  Martin,  M.D.,  Paragould 

Kelsy  Caplinger,  M.D.,  Little  Rock 

Robert  Casali,  M.D.,  Little  Rock 

J.  Larry  Lawson,  M.D.,  Paragould 

John  Delamore,  M.D.,  Fordyce 

SCIENTIFIC  EXHIBITS: 

Robert  Casali,  M.D.,  Little  Rock,  Chairman 
Larry  Lawson,  M.D.,  Paragould 
John  Delamore,  M.D.,  Fordyce 

TECHNICAL  EXHIBITS: 

Charles  H.  Rodgers,  M.D.,  Chairman 
Kelsy  Caplinger,  M.D.,  Little  Rock 
William  Jones,  M.D.,  Little  Rock 

SOCIAL  COMMITTEE: 

Dr.  and  Mrs.  Frank  Morgan,  North  Little  Rock 
Dr.  and  Mrs.  Charles  Logan,  Little  Rock 

SPEAKER  HOSTS: 

William  N.  Jones,  M.D.,  Little  Rock 
Harold  Purdy,  M.D.,  Little  Rock 

MEMORIAL  SERVICE:  Kelsy  Caplinger,  M.D.,  Little  Rock 

PRAYER  BREAKFAST  LIAISON:  Ray  Jouett,  M.D.,  Little  Rock 

SPORTS  - 

TENNIS  AND  RACQUET  BALL:  Harold  Purdy,  M.D.,  Little  Rock 
GOLF: 

John  Delamore,  M.D.,  Fordyce 
Charles  Logan,  M.D.,  Little  Rock 
John  Satterfield,  M.D.,  Little  Rock 
5K  RUN: 

Robert  Casali,  M.D.,  Little  Rock 
Charles  H.  Rodgers,  M.D.,  Little  Rock 
Robert  D.  Dickins,  Jr.,  M.D.,  Little  Rock 

CONTINUING  MEDICAF  EDUCATION  CREDIT 

As  an  organization  accredited  for  continuing  medical  education,  the  Arkansas 
Medical  Society  Committee  on  Scientific  Programs  certifies  that  this  continuing 
medical  education  activity  meets  the  criteria  for  hour-for-hour  credit  in  Category  I 
of  the  Physician’s  Recognition  Award  of  the  American  Medical  Association. 

EDUCATIONAL  GRANTS 

The  Arkansas  Medical  Society  expresses  appreciation  to  the  following  firm  for 
sponsoring  a scientific  speaker: 

CIBA  Pharmaceuticals 

The  Society  also  expresses  appreciation  to  the  following  firm  for  an  educa- 
tional grant: 


Eli  Lilly  and  Company 


^enerai  information 


REGISTRATION 

The  Society’s  convention  registration  desk  will  be  located  in  the  Osage  Room 
of  the  Statehouse  Convention  Center  (one  level  below  the  lobby  of  the  Excelsior 
Hotel).  The  registration  hours  will  be: 


Wednesday,  April  1 1 
Thursday,  April  12 
Friday,  April  13 
Saturday,  April  14 
Sunday,  April  15 


3:00  p.m.-  5:00  p.m. 
8:00  a.m.-  5:00  p.m. 
8:00  a.m.  - 5:00  p.m. 
8:00  a.m.  - 5:00  p.m. 
8:00  a.m.  - 11:00  a.m. 


Registration  cards  and  badges  will  be  prepared  in  advance  for  the  officers  of 
the  Arkansas  Medical  Society  and  for  the  county  society  delegates. 

All  members  and  visitors  are  required  to  register,  as  admission  to  all  sessions 
will  be  by  badge  only.  There  will  be  a $5  registration  fee  for  non-member 
physicians. 

Advance  reservations  will  be  requested  by  mail  for  the  boat  trips  on  Friday 
evening,  the  dinner-dance  on  Saturday  evening,  and  the  Prayer  Breakfast  on  Sunday 
morning.  Please  watch  your  mail  for  reservation  forms. 


TELEPHONE  SERVICE 

The  Society  will  have  a direct-line  convention  telephone  operating  at  the 
Convention  Center.  The  telephone  number  is  372-4712.  Members  of  the  Society 
staff  may  be  reached  at  that  number  during  registration  hours.  Physicians  may 
leave  that  number  with  their  office  personnel. 

The  telephone  number  for  the  Excelsior  is  375-5000. 

BLUE  CROSS-BLUE  SHIELD  RECEPTION 

Arkansas  Blue  Cross-Blue  Shield  will  again  sponsor  a reception  for  all  members 
of  the  Society.  The  reception  is  scheduled  for  6:30  p.m.  on  Thursday  evening, 
April  12,  in  the  Excelsior. 

ARKANSAS  RIVER  BOAT  TRIPS 

The  Social  Committee  has  arranged  for  “Reliving  the  Past”  on  Friday  evening, 
April  13,  with  boat  trips  on  the  Arkansas  River.  At  the  1895  meeting  of  the  Arkan- 
sas Medical  Society  in  Little  Rock,  the  Little  Rock  Medical  Society  entertained 
members  of  the  Society  and  their  spouses  on  an  excursion  up  the  Arkansas  River 
on  board  the  steamer  Rees  Pritchard  and  barges. 

Members  may  choose  between  a Sunset  Cruise  from  5:00-7:00  p.m.  and  a 
Moonlight  Cruise  from  9:00-11:00  p.m.  There  will  be  refreshments  and  music  by 
the  Happy  Time  Jazz  Band.  Each  cruise  will  be  limited  to  ninety  people.  Advance 
reservations  are  required. 

COUNCIL  RECEPTION 

A reception  for  all  members  of  the  Society  and  their  guests  will  be  held  from 
7:00  to  9:00  p.m.  on  Friday  evening,  April  13,  in  the  Excelsior.  There  will  be  drinks, 
food,  and  fellowship  so  plan  to  attend. 

API  HOSPITALITY  HOUR 

American  Physicians  Insurance  will  host  a hospitality  hour  for  members  of 
the  Society  and  their  guests  from  6:00  to  7:00  p.m.  on  Saturday  evening  preceding 
the  inaugural  dinner-dance. 

INAUGURAL  DINNER  DANCE 

Dr.  Charles  Wilkins,  Jr.,  of  Russellville,  will  be  installed  as  the  new  president 
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of  the  Arkansas  Medical  Society  during  a formal  dinner  dance  beginning  at  7:00 
p.m.  Saturday  evening.  The  Betty  Fowler  Band  will  provide  music  for  dancing. 

The  current  president,  Dr.  Asa  Crow  of  Paragould,  will  be  master  of  cere- 
monies for  the  dinner. 


FIFTY  YEAR  CLUB  LUNCHEON 

The  Society  will  host  a luncheon  for  members  of  the  Fifty  Year  Club  on  Friday, 
April  13,  at  12:00  noon  in  the  Excelsior  Hotel.  Dr.  Milton  C.  John  of  Stuttgart  is 
president  of  the  Fifty  Year  Club  and  Dr.  John  Price  of  Monticello  is  secretary. 

Physicians  eligible  for  membership  in  the  Fifty  Year  Club  this  year  are  Dr. 
Frank  Adams  of  Hot  Springs,  Dr.  Daniel  Autry,  Dr.  Elizabeth  Fletcher,  Dr.  Oscar 
Kozberg,  Dr.  W.  J.  Schwarz  and  Dr.  E.  Lloyd  Wilbur  all  of  Little  Rock,  Dr.  B.  L. 
Church  of  North  Little  Rock,  Dr.  Lemon  Clark  of  Fayetteville,  Dr.  Ralph  Hamilton 
of  West  Memphis,  Dr.  John  W.  Harper  of  El  Dorado,  Dr.  Jabez  Jackson  of  Newport, 
Dr.  W.  J.  Ketz  of  Batesville,  Dr.  A.  C.  Modelevsky  of  Jonesboro,  Dr.  C.  W.  Rasco, 
Jr.,  of  DeWitt,  and  Dr.  Vance  Strange  of  Stamps. 

PRESIDENTS'  LUNCHEON 

The  Society  will  host  a luncheon  at  12:00  noon  on  Friday,  April  13,  for  physi- 
cians who  have  served  as  president  of  the  Arkansas  Medical  Society.  The  luncheon 
will  be  held  in  the  Capital  Hotel. 

PRAYER  BREAKFAST 

The  Committee  on  Medicine  and  Religion  will  sponsor  a Prayer  Breakfast  on 
Sunday  morning,  beginning  at  7:30  a.m.,  for  members  of  the  Society  and  the 
Auxiliary.  The  breakfast  will  be  in  the  Excelsior  Hotel. 

Dr.  Walter  O’Neal,  chairman  of  the  Committee,  has  announced  the  following 
program  for  the  Prayer  Breakfast: 

Invocation:  Dr.  Ronald  Hardin,  Little  Rock 
Song  Service:  Dr.  C.  Randolph  Ellis,  Malvern 
Solo:  Dr.  Rich  Brown 
Accompanied  by:  Mrs.  Rich  Brown 
Devotional:  Dr.  Carl  Wenger,  Little  Rock 
Benediction:  Dr.  Hardin 


Wemoi-iai  St 


eruice 


Dr.  Kelsy  Caplinger,  chairman  for  the  Memorial  Service,  has  announced  the 
following  program  for  the  joint  Society-Auxiliary  service  at  11:30  a.m.  on  Saturday, 
April  14: 

Prelude  — “Jesu,  Joy  of  Man’s  Desiring” Bach,  Arr.  Allured 

Adult  Handbell  Choir 

Trinity  United  Methodist  Church,  Little  Rock 
Debbie  Biniores,  Director 

Invocation The  Reverend  William  D.  Elliott 

Senior  Minister,  Trinity  United  Methodist  Church,  Little  Rock 

Scripture Wisdom  of  Sirach  (38: 1-7;  12-14)  (The  Apocrypha) 

Kelsy  J.  Caplinger,  M.D. 
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Handbell  Anthem  — “Amazing  Grace” Arr.  John  Wilson 

Reading  of  Names  of  Deceased  members  of  the  Auxiliary 
Mrs.  Paul  Cornell,  Auxiliary  President 

Scripture Psalm  23 

Kelsy  J.  Caplinger,  M.D. 

Reading  of  names  of  deceased  members  of  the  Society 
Asa  A.  Crow,  M.D.,  Society  President 
Litany  — Asa  A,  Crow,  M.D. 

Benediction  — “My  Shepherd  Will  Supply  My  Need” Folk  Hymn 

Elizabeth  Small,  Soloist,  Chancel  Choir  Member, 

Trinity  United  Methodist  Church,  Little  Rock 
The  chairman  of  the  Society’s  Committee  on  Medicine  and  Religion,  Walter 
H.  O’Neal,  M.D.,  will  assist  with  the  program  by  lighting  of  candles  during  the 
service. 

IN  MEMORIAM 
SOCIETY  MEMBERS 


Carl  H.  Adams,  M.D.,  Little  Rock 
Robert  M.  Bransford,  M.D., 
Texarkana 

R.  Frank  Bryant,  M.D.,  Pine  Bluff 
John  H.  Burge,  M.D.,  Lake  Village 
Thomas  E.  Burrow,  M.D.,  Hot  Springs 
Merl  T.  Crow,  Jr.,  M.D.,  Warren 
George  W.  Dickinson,  M.D., 

Fayetteville 

S.  Wright  Hawkins,  M.D.,  Fort  Smith 
Carl  L.  Parkerson,  M.D.,  Hot  Springs 


Chalmers  S.  Pool,  M.D.,  Little  Rock 
Robert  E.  Richardson,  M.D.,  Little  Rock 

G.  Allen  Robinson,  M.D.,  Harrison 
Joe  F.  Rush  ton,  M.D.,  Magnolia 

H.  Elvin  Shuffield,  M.D.,  Little  Rock 
William  A.  Snodgrass,  Jr.,  M.D., 

Little  Rock 

Robert  G.  Valentine,  M.D., 

North  Little  Rock 
Carl  L.  Wilson,  M.D.,  Fort  Smith 


AUXILIARY  MEMBERS 

Mrs.  John  Brewer,  North  Little  Rock  Mrs.  O.  C.  Melson,  Little  Rock 
Mrs.  W.  Hickman  Calaway,  Batesville  Mrs.  L.  H.  Lanier,  Texarkana 
Mrs.  Davis  W.  Goldstein,  Fort  Smith 


SLIDE  PRESENTATION  BY  C.  RANDOLPH  ELLIS,  M.D. 

Dr.  C.  Randolph  Ellis  of  Malvern,  a past  president  of  the  Arkansas  Medical 
Society,  is  usually  seen  around  each  meeting  with  his  camera.  This  year.  Dr.  Ellis 
will  present  a continuous  showing  of  his  slides  from  conventions  through  the  years. 
The  slides  will  feature  the  inaugural  ceremonies  for  a number  of  Society  presidents, 
as  well  as  interesting  candid  shots  of  some  of  the  members  of  the  Society  and  the 
Auxiliary.  The  slides  will  be  shown  in  the  exhibit  area.  Members  are  urged  to 
view  Dr.  Ellis’  slides. 

SPORTS  ACTIVITIES 
5K  FUN  RUN 

A 5K  Fun  Run  is  scheduled  for  members  of  the  Society  and  the  Auxiliary  at 
6:30  a.m.  on  Saturday,  April  14.  The  Fun  Run  is  spionsored  by  Meadox  Medical. 
Participants  will  gather  at  the  hotel  at  6:00  a.m.  Each  Fun  Run  participant  will 
receive  a T-shirt  and  token  gifts  will  be  awarded.  Refreshments  will  be  provided 
at  the  end  of  the  run. 


TENNIS  AND  RACQUET  BALL 

Arrangements  have  been  made  with  Southwest  Fitness  and  Racquet  Club,  6915 
Geyer  Springs  Road,  Little  Rock  (568-5535)  for  members  to  use  the  club  facilities 
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for  individual  play  during  the  convention.  Members  interested  in  playing  tennis 
or  racquet  ball  should  contact  the  club  prior  to  the  meeting  to  arrange  times  for 
play. 

GOLF 

Dr.  John  Satterfield  has  made  arrangements  for  members  to  play  golf  at  the 
Country  Club  of  Little  Rock  on  Friday  afternoon,  April  13,  beginning  at  2:00  p.m. 
The  course  will  be  available  for  that  day  only.  Members  wishing  to  play  golf  at  the 
club  should  contact  Dr.  Satterfield  in  advance  for  details.  Dr.  Satterfield’s  tele- 
phone number  is  664-3402  and  his  address  is  500  South  University,  Little  Rock 
72205. 

Members  may  play  at  Maumelle  Country  Club  on  Thursday  and  Friday  only. 
The  manager  suggests  that  golfers  wishing  to  play  notify  the  club  in  advance  to 
arrange  for  golf  carts  and  tee  times.  The  Pro  Shop  number  is  851-3700. 


(l^udinedA  Se66ton6 


MEETINGS  OF  THE  COUNCIL 

The  Council  of  the  Arkansas  Medical  Society  will  meet  daily  during  the 
convention  at  times  listed  below.  All  meetings  will  be  held  in  the  Excelsior. 


Thursday,  April  12 
Friday,  April  13 
Saturday,  April  14 
Sunday,  April  15 
Sunday,  April  15 


9:30  a.m. 
7:30  a.m. 
7:30  a.m. 
8:30  a.m. 


Immediately  following  adjournment 
of  the  House  of  Delegates  (brief  re- 
organizational  meeting  and  group 
photograph  of  new  officers) 


The  voting  members  of  the  Council  are:  the  councilors,  the  president,  the  first 
vice  president,  president-elect,  secretary,  treasurer,  and  immediate  past  president. 
The  speaker,  vice  speaker,  and  other  past  presidents  are  members  ex-officio  without 
vote. 

HOUSE  OF  DELEGATES 

The  opening  session  of  the  House  of  Delegates  of  the  Arkansas  Medical  Society 
will  begin  at  12:30  p.m.  on  Thursday,  April  12,  in  the  Convention  Center.  Speaker 
of  the  House,  Amail  Chudy,  M.D.,  will  preside,  assisted  by  Vice  Speaker  Paul 
Wallick,  M.D. 

All  items  of  business  to  be  considered  by  the  House  must  either  be  printed  in 
the  March  issue  of  the  Journal  or  submitted  to  the  headquarters  office  in  writing 
twenty  days  prior  to  the  meeting.  Any  new  business  proposed  during  the  sessions 
of  the  House  of  Delegates  must  have  a two-thirds  vote  of  attending  delegates  for 
introduction. 


460 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Arkansas  Medical  Sqciety  Meeting,  April  12-15,  1984 


Items  of  business  will  be  referred  by  the  Speaker  of  the  House  of  Delegates  to 
one  of  three  reference  committees.  Open  hearings  on  those  items  of  business  will 
be  held  by  the  reference  committees  following  the  session  of  the  House.  All  mem- 
bers of  the  Society  are  welcome  to  attend  the  meetings  of  the  reference  committees 
and  to  express  views  on  the  various  reports,  resolutions,  etc. 


AGENDA 

FIRST  MEETING,  HOUSE  OF  DELEGATES 
12:30  p.m.,  Thursday,  April  12 
Amail  Chudy,  M.D.,  Speaker 
Paul  Wallick,  M.D.,  Vice  Speaker 

1.  Call  to  Order 

2.  Introduction  of  Guests: 

Mrs.  John  C.  Bates,  President,  American  Medical  Association  Auxiliary 
Mrs.  William  J.  Reardon,  President,  Southern  Medical  Association  Auxiliary 
Mrs.  Paul  Cornell,  President,  Arkansas  Medical  Society  Auxiliary 
Mrs.  Deno  Pappas,  President-elect,  Arkansas  Medical  Society  Auxiliary 

3.  Address  by  Hubert  A.  Ritter,  M.D.,  St.  Louis,  Member  of  the  Board  of  Trustees 
of  the  American  Medical  Association 

4.  Address  by  the  President  of  the  Arkansas  Medical  Society,  Asa  A.  Crow,  M.D., 
Paragould 

5.  Adoption  of  minutes  of  the  107th  Annual  Session  as  published  in  the  June 
1983  issue  of  the  Journal  of  the  Arkansas  Medical  Society 

6.  Presentations 

7.  Old  Business 

A.  S.  Koenig,  Jr.,  M.D.,  chairman  of  the  Constitutional  Revisions  Committee, 
will  present  proposed  amendments  to  the  Constitution  and  Bylaws  for  final 
consideration  of  the  House.  (Amendments  are  related  to  election  of  officers 
and  dues  waiver  for  new  members.  Wording  of  amendments  is  included  under 
“House  of  Delegates  Business  Affairs”  heading  in  this  section  of  the  Journal.) 

8.  New  Business 

Reports  from  Committees 

9.  Announcements  of  vacancies  on  State  Boards 

10.  Selection  of  Nominating  Committee  for  Society  Officers 

Members  of  the  House  will  meet  by  councilor  district  to  select  one  nominating 
committee  member  from  each  district.  The  committee  elected  will  select  nomi- 
nations for  elections  at  the  1985  Annual  Session. 

11.  Recess  until  Sunday 
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Hubert  A.  Ritter,  M.D. 

St.  Louis,  Missouri 
Member,  Board  of  Trustees 
American  Medical  Association 

AGENDA 

FINAL  MEETING,  HOUSE  OF  DELEGATES 
10:00  a.m.,  Sunday,  April  15 
Amail  Chudy,  M.D.,  Speaker 
Paul  Wallick,  M.D.,  Vice  Speaker 

1.  Call  to  Order 

2.  Election 

3.  Reports  of  Reference  Committees 

4.  Supplemental  Report  of  Council  covering  convention  meetings  — John  P. 

Burge,  M.D.,  Chairman 

5.  Old  Business 

6.  New  Business 

1.  Nominations  for  Board  positions 

(A)  State  Medical  Board  (4th  district) 

(B)  State  Board  of  Health  (1st  and  5th  districts) 

7.  Adjournment 

REFERENCE  COMMIHEES 

Reference  Committees  are  appointed  by  the  Speaker  of  the  House  of  Delegates 
to  consider  the  various  reports  and  resolutions.  Reports  published  in  the  March 
issue  of  the  Journal,  as  well  as  any  reports  and  resolutions  presented  at  the  first 
meeting  of  the  House  on  April  12,  will  be  referred  by  the  Speaker  to  the  reference 
committees.  The  committees  hold  open  hearings  immediately  following  the  House 
of  Delegates  session  on  Thursday.  After  the  open  hearing,  the  reference  committees 
will  hold  executive  sessions  for  the  purpose  of  preparing  recommendations  and 
reports  for  the  House  of  Delegates.  Reports  of  the  Reference  Committees  will  be 
acted  upon  by  the  House  of  Delegates  at  the  Sunday  Session. 
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REFERENCE  COMMITTEE  #1: 

Warren  Douglas,  M.D.,  Little  Rock,  Chairman 
J.  Larry  Lawson,  M.D.,  Paragoukl 
Herbert  Taylor,  M.D.,  West  Memphis 
Frank  Lawrence,  M.D.,  Russellville 
Charles  Crocker,  M.D.,  Little  Rock 
Observer: 

Kris  Shewmake,  Medical  Student 

REFERENCE  COMMITTEE  #2: 

Charles  Rodgers,  M.D.,  Little  Rock,  Chairman 
Cal  Sanders,  M.D.,  Camden 
Ken  Meacham,  M.D.,  Searcy 
Hoy  B.  Speer,  M.D.,  Stuttgart 
Robert  Sykes,  M.D.,  El  Dorado 
Observer: 

Karen  Kozlowski,  Medical  Student 

REFERENCE  COMMITTEE  #3: 

James  L.  Gardner,  M.D.,  Hot  Springs,  Chairman 
Harold  D.  Purdy,  M.D.,  Little  Rock 
Wendell  Ross,  M.D.,  Fort  Smith 
John  Crenshaw,  M.D.,  Pine  Bluff 
Robert  Clark,  M.D.,  Hot  Springs 
Observer: 

Jim  Counce,  Medical  Student 

STATE  BOARD  VACANCIES 
Arkansas  State  Medical  Board 

A vacancy  occurs  in  the  Fourth  Congressional  District  position  on  the  Arkansas 
State  Medical  Board.  Members  from  the  counties  in  the  district  are  urged  to  meet 
immediately  following  adjournment  of  the  House  of  Delegates  meeting  on  Sunday 
to  vote  for  nominees.  Nominations  should  be  reported  to  the  convention  registra- 
tion desk  (only  one  nomination  is  required). 

George  F.  Wynne,  M.D.,  Warren,  is  currently  serving  a term  which  will  expire 
December  31,  1984.  He  is  eligible  to  succeed  himself. 

Counties  in  the  Fourth  Congressional  District  are:  Ashley,  Bradley,  Calhoun, 
Clark,  Columbia,  Hempstead,  Howard,  Lafayette,  Little  River,  Miller,  Mont- 
gomery, Nevada,  Ouachita,  Pike,  Polk,  Sevier,  and  Union. 

Arkansas  State  Board  of  Health 

Vacancies  will  occur  December  31,  1984,  in  the  First  and  Fifth  Congressional 
District  positions  on  the  Board  of  Health.  Three  nominations  are  required  for 
each  position.  Those  presently  serving  are  eligible  for  reappointment.  Members 
from  the  counties  in  the  First  and  Fifth  Congressional  Districts  will  meet  to  select 
nominees  for  the  Board  positions.  The  meetings  will  be  held  by  district  immedi- 
ately following  adjournment  of  the  House  of  Delegates  session  on  Thursday. 
Members  presently  serving  on  the  Board  and  the  counties  in  the  districts  are: 

First  District:  H.  W.  Keisker,  M.D.,  Jonesboro 

Counties  in  District:  Clay,  Craighead,  Crittenden,  Cross,  Greene,  Lee,  Missis- 
sippi, Phillips,  Poinsett  and  St.  Francis 
Fifth  District:  James  Maupin,  M.D.,  Dardanelle 
Counties  in  District:  Conway,  Faulkner,  Perry,  Pope,  Pulaski,  and  Yell 
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ARKANSAS  MEDICAL  SOCIETY  POLITICAL  ACTION  COMMIHEE 

The  Board  of  Directors  of  the  Arkansas  Medical  Society  Political  Action 
Committee  will  meet  at  3:00  p.m.  on  Saturday,  April  14,  in  the  Convention  Center. 


ARKANSAS  STATE  BOARD  OF  HEALTH 


The  Arkansas  State  Board  of  Health  will  hold  a luncheon  meeting  on  Friday, 
April  13,  in  the  Excelsior  Hotel. 


Friday,  April  13 


The  Arkansas  Chapter  of  the  American  College  of  Surgeons  will  have  a 
luncheon  meeting  at  12:15  p.m.  on  Friday,  April  13.  J.  Larry  Lawson,  M.D.,  Presi- 
dent of  the  Chapter,  plans  a program  on  financial  management. 


Saturday,  April  14 


The  Arkansas  Academy  of  Ophthalmology  will  meet  at  8:30  a.m.  on  Saturday, 
April  14.  Harry  W.  Flynn,  Jr.,  M.D.,  Bascom  Palmer  Eye  Institute,  Miami,  Florida, 
will  be  guest  speaker  for  the  scientific  program. 

A luncheon  and  business  meeting  will  follow  the  scientific  session. 

The  Otolaryngology  — Head  and  Neck  Surgery  group  will  meet  at  9:00  a.m. 
on  Saturday,  April  14.  Robert  A.  Jahrsdoerfer,  Chairman  of  Otolaryngology  at  the 
University  of  Texas  Medical  School  at  Houston,  will  be  guest  speaker.  His  subjects 
will  be:  “Congenital  Middle  Ear  Malformation”;  “Tympanoplasty  1984”;  “Ventila- 
tion Tubes;  Eact,  Fiction,  and  Failure”. 

The  Arkansas  Urologic  Society  will  meet  on  Saturday,  April  14,  beginning 
with  cocktails  at  11:30  a.m.  Following  a luncheon,  a scientific  program  will  be 
presented  with  Ed  McGuire,  M.D.,  Chairman  of  the  Section  of  Urology  at  the 
University  of  Michigan,  as  guest  speaker. 

The  Arkansas  Society  of  Plastic  and  Reconstructive  Surgeons  will  meet  at 
12:00  noon  on  Saturday,  April  14,  in  the  Capital  Hotel.  There  will  be  a business 
session  in  connection  with  the  luncheon. 

The  Arkansas  Society  of  Anesthesiologists  will  hold  a luncheon  meeting  «n 
Saturday,  April  14,  beginning  at  12:15  p.m.  Dr.  Harold  Carron,  Professor  of  Anes- 
thesiology at  the  University  of  Virginia  Medical  Center  in  Charlottesville  will  be 
guest  speaker. 

The  Arkansas  Orthopaedic  Society  will  have  a luncheon  meeting  beginning  at 
12:00  noon  on  Saturday,  April  14.  There  will  be  a business  session  following  the 
luncheon. 

The  Arkansas  Chapter  of  the  American  College  of  Radiologjy  will  meet  at 
12:30  p.m.  on  Saturday,  April  14,  for  luncheon  and  a business  meeting. 

Arkansas  Neurosurgeons  will  hold  a luncheon  meeting  on  Saturday,  April  14, 
beginning  at  12:00  noon.  There  will  be  a business  session  in  connection  with  the 
luncheon. 
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The  Arkansas  Pathology  Society  will  hold  a luncheon  meeting  on  Saturday, 
April  14,  beginning  at  12:30  p.m.  A business  meeting  will  be  held. 

The  Arkansas  Society  of  Internal  Medicine  will  have  a luncheon  meeting 
beginning  at  12:15  p.m.  on  Saturday,  April  14.  John  D.  Abrums,  M.D.,  President 
of  the  American  Society  of  Internal  Medicine,  will  be  guest  speaker.  Dr.  Abrums’ 
presentation  will  be  entitled  “What  If?” 

The  Arkansas  Section  of  the  American  College  of  Obstetricians  and  Gyne- 
cologists will  have  a luncheon  meeting  on  Saturday,  April  14,  beginning  at  12:15 
p.m. 

The  Arkansas  Academy  of  Family  Physicians  will  have  a luncheon  meeting  on 
Saturday,  April  14,  beginning  at  12:30  p.m.  A scientific  program  is  planned  in 
connection  with  the  luncheon  and  business  session.  Robert  H.  Taylor,  M.D.,  Mem- 
ber of  the  Board  of  Directors  and  Chairman  of  the  Commission  on  Health  Care 
Services  of  the  American  Academy  of  Family  Physicians,  will  be  the  Chapter’s  guest. 


ocioeconomic 
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THURSDAY,  APRIL  12 
2:30-5:30  p.m. 

Diagnosis  Related  Groups  (DRG's)  and  Alternative  Delivery  Systems 

Presiding:  Purcell  Smith,  Jr.,  M.D. 

Chairman,  Committee  on  Medicine-Business  Liaison 


Mr.  Weisman  Dr.  Taylor 

2:30  p.m.  “Impact  of  DRG’s  on  Hospital  Care  and  Medical  Practice” 

Mr.  Walter  L.  Weisman,  President  and  Chief  Operating  Officer, 
American  Medical  International,  Inc.  (AMI) 

Beverly  Hills,  California 
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3:30  p.m.  Intermission 

3:45  p.m.  “Alternative  Delivery  Financing  Systems” 

Robert  H.  Taylor,  M.D.,  Member  of  the  Board  of  Directors  and 
Chairman  of  the  Commission  on  Health  Care  Services, 

American  Academy  of  Family  Physicians 
Spartanburg,  South  Carolina 

4:30  p.m.  “Alternative  Delivery  System  Plans  in  Arkansas” 

Mr.  Robert  Shoptaw,  Executive  Vice  President, 

Arkansas  Blue  Cross-Blue  Shield 

William  H.  Riley,  M.D.,  Little  Rock,  Family  Physician 


Distinguished  Guest  Speakers 


Robert  E.  Rude,  M.D. 

Assistant  Professor  of  Internal  Medicine 
Southwestern  Medical  School,  Dallas 


Robert  A.  Jahrsdoerfer,  M.D. 
Chairman,  Department  of  Otolaryngology 
University  of  Texas  Medical  School 
at  Houston 
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Distinguished  Guest  Speakers 


James  C.  Breneman,  M.D. 
Galesburg,  Michigan 


G.  B.  Stickler,  M.D. 

Professor  of  Pediatrics 
Mayo  Clinic  and  Mayo  Medical  School 
Rochester,  Minnesota 


Frank  C.  Miller,  M.D. 

Chairman,  Department  of 
Obstetrics  and  Gynecology 
University  of  Arkansas  College  of  Medicine 


Robert  W.  Barnes,  M.D. 
Chairman,  Department  of  Surgery 
University  of  Arkansas  College  of  Medicine 
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Distinguished  Guest  Speakers 


Harold  Carron,  M.D. 
Professor  of  Anesthesiology 
University  of  Virginia  Medical  Center 
Charlottesville 


Harry  W.  Flynn,  Jr.,  M.D. 
Bascom  Palmer  Eye  Institute 
Miami,  Florida 


Jere  D.  Guin,  M.D. 

Chairman.  Department  of  Dermatology 
University  of  Arkansas  College  of  Medicine 
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Scientific  f^rog^ram 


GENERAL  SESSION 
Program  Theme: 

"Management  of  Chronic  Disease" 


Friday  Morning  Session 


Presiding:  Dr.  Thomas  A.  Bruce,  Little  Rock,  Program  Chairman 
9:00  a.m.  Dr.  Harry  W.  Flynn,  Jr.,  Bascom  Palmer  Eye  Institute,  Miami,  Florida 
“Management  of  Diabetic  Retinopathy” 

9:30  a.m.  Dr.  Robert  A.  Jahrsdoerfer,  Chairman  of  Otolaryngology,  University 
of  Texas  Medical  School  at  Houston,  Houston 
“Chronic  Ear  Disease  — The  Ultimate  Sound  Barrier” 

10:00  a.m.  INTERMISSION  - VISIT  EXHIBITS 


10:20  a.m.  Dr.  Dan  M.  Spengler,  Chairman  of  Orthopaedics,  Vanderbilt 
University  Medical  Center,  Nashville,  Tennessee 
“Management  of  Acute  and  Chronic  Low  Back  Pain” 

10:50  a.m.  Dr.  Robert  W.  Barnes,  Chairman,  Department  of  Surgery,  University 
of  Arkansas  College  of  Medicine,  Little  Rock 
“Peripheral  Vascular  Disease” 

1 1 :20  a.m.  Dr.  Ed  McGuire,  Chairman,  Section  of  Urology,  University  of 
Michigan  Medical  School,  Ann  Arbor 
“Urinary  Incontinence  in  the  Elderly” 


Friday  Afternoon  Session 

Presiding:  Dr.  Charles  H.  Rodgers,  Little  Rock,  Second  Vice  President 

1:30  p.m.  Dr,  Robert  E.  Rude,  Assistant  Professor  of  Internal  Medicine, 
Southwestern  Medical  School,  Dallas 
“Modern  Management  on  Angina” 

2:00  p.m.  Dr.  Richard  V.  Ebert,  Distinguished  Professor  of  Medicine, 

University  of  Arkansas  College  of  Medicine,  Little  Rock 
“Update  on  Smoking” 

2:30  p.m.  INTERMISSION  - VISIT  EXHIBITS 

3:00  p.m.  Dr.  G.  B.  Stickler,  Professor  of  Pediatrics,  Department  of  Pediatrics, 
Mayo  Clinic,  and  Mayo  Medical  School,  Rochester,  Minnesota 
“Panic  Attack  Syndrome  in  Children  and  Adolescents” 

3:30  p.m.  Dr.  Kenneth  G.  Goss,  Professor  and  Chairman,  Department  of  Family 
and  Community  Medicine,  University  of  Arkansas  College  of 
Medicine,  Little  Rock 

“Care  of  the  Chronically  111  by  the  Family  Physician” 

4:00  p.m.  Dr.  David  Lipschitz,  Professor  of  Medicine,  University  of  Arkansas 
College  of  Medicine,  Little  Rock 
“Nutrition  and  Aging” 

4:30  p.m.  Dr.  James  C.  Breneman,  Galesburg,  Michigan 
“Food  Allergy” 
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Saturday  Morning  Session 


Presiding:  Dr.  James  Gardner,  Hot  Springs,  Third  Vice  President 
9:00  a.m.  Dr.  Gregory  Dwyer,  Little  Rock 
“Management  ot  Psoriasis” 

9:30  a.m.  Dr.  Jere  D.  Guin,  Chairman,  Department  of  Dermatology,  University 
of  Arkansas  College  of  Medicine,  Little  Rock 
“Management  of  Patient  with  Chronic  Urticaria” 


10:00  a.m.  INTERMISSION  - VISIT  EXHIBITS 

10:30  a.m.  Dr.  Harold  Carron,  Professor  of  Anesthesiology,  University  of  Virginia 
Medical  Center,  Charlottesville 
“Current  Concepts  in  Chronic  Pain  Management” 

11:00  a.m.  Dr.  Franklin  C.  Miller,  Chairman,  Department  of  Obstetrics  and 
Gynecology,  University  of  Arkansas  College  of  Medicine, 

Little  Rock 

“Chronic  Illness  During  Pregnancy” 


l/lfledicai  •Society  ^^uxiiiar^ 


"LET'S  GET  ORGANIZED" 

The  60th  Annual  Session  of  the  Arkansas  Medical  Society  Auxiliary  will  be 
held  April  12-15,  1984,  in  the  Excelsior  Hotel,  Little  Rock. 

The  following  is  an  outline  of  the  tentative  convention  schedule: 

Registration  Hours:  Excelsior  Hotel 

Thursday 1:00  p.m.  to  4:00  p.m. 

Friday  8:00  a.m.  to  10:00  a.m. 

Saturday  8:00  a.m.  to  10:00  a.m. 

HOSPITALITY  SUITE 

(Location  to  be  posted  at  registration  desk) 

Dr.  and  Mrs.  Paul  Cornell 
Dr.  and  Mrs.  Deno  Pappas 
Dr.  and  Mrs.  Frank  Morgan 
Hosts  and  Hostesses 


Thursday,  April  12 

2:00  p.m.  Pre-Convention  Board  Meeting,  President’s  Suite,  Excelsior  Hotel. 

Joint  meeting  with  President  for  State  officers,  committee  chairmen, 
county  presidents  and  presidents-elect,  and  all  NEW  State  Board 
members. 


4:00  p.m.  Presenting  THE  BEST  OF  EVERYTHING 
Presidential  Suite 

6:30  p.m.  Cocktail  Party  hosted  by  Arkansas  Blue  Cross  and  Blue  Shield 
Excelsior  Hotel 


Friday,  April  13 

8:00  a.m.  Past  Presidents’  Breakfast,  The  Capital  Hotel 
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9:00  a.m. 
9:30  a. in. 


12:30  p.m. 


5:00  p.m. 
to 

7:00  p.m. 


7:00  p.m. 
to 

9:00  p.m. 
9:00  p.m. 
to 

11:00  p.m. 


Tasting  of  THE  BEST  OF  EVERYTHING,  Excelsior  Hotel 
Opening  General  Session,  Excelsior  Hotel 
Mrs.  Paul  Cornell,  President,  presiding 
Guest  Speaker:  Mrs.  William  J.  Reardon,  President 
Southern  Medical  Association  Auxiliary 
Luncheon,  The  Capital  Hotel 

One  of  the  first  meetings  of  the  Auxiliary  was  held  at  The  Capital 
Hotel.  You  will  want  to  attend  this  luncheon  in  this  beautifully 
restored  Hotel.  Reservations  must  be  made  early  because  of  limited 
seating  and  hotel  requirements  for  numbers  attending. 

Boat  Trip  Arkansas  River  — “Reliving  the  Past” 

”...  the  Little  Rock  Medical  Society  entertained  the  members  of 
the  State  Society,  and  the  ladies  accompanying  them,  on  an  excur- 
sion up  the  Arkansas  River  on  board  the  steamer,  Rees  Pritchard, 
and  barges.” 

Journal  of  the  Arkansas  Medical  Society,  May  1895 

Reception  hosted  by  Council  of  the  Arkansas  Medical  Society 
Excelsior  Hotel 

Moonlight  Cruise,  Arkansas  River 


Saturday,  April  14 

9:00  a.m.  Tasting  of  THE  BEST  OF  EVERYTHING,  Excelsior  Hotel 
9:30  a.m.  Second  General  Session,  Excelsior  Hotel 
Mrs.  Paul  Cornell,  President,  presiding 
Guest  Speaker:  Mrs.  John  C.  Bates,  President 
American  Medical  Association  Auxiliary 
11:30  a.m.  Joint  Memorial  Service  with  the  Arkansas  Medical  Society 
Excelsior  Hotel 


12:30  p.m.  Luncheon,  The  Excelsior  Hotel 
Awards:  Doctors’  Day 
AMA-ERF 
Membership 
Installation  of  Officers 


6:00  p.m.  Cocktail  party  sponsored  by  American  Physicians  Insurance  (API) 
7:00  p.m.  Inaugural  Dinner  Dance  — Dr.  Charles  Wilkins,  Russellville,  to  be 
installed  as  president  of  the  Arkansas  Medical  Society 
Music  for  dancing  by  Betty  Fowler 


Sunday,  April  15 

7:30  a.m.  Prayer  Breakfast  for  Members  of  the  Society  and  Auxiliary  sponsored 
by  the  Committee  on  Medicine  and  Religion,  Excelsior  Hotel 
10:00  a.m.  Post-Convention  Board  Meeting 
President’s  Suite,  Excelsior  Hotel 

Arkansas  Medical  Society  Auxiliary  President:  Mrs.  Paul  Cornell,  Little  Rock 
Convention  Chairmen:  Dr.  and  Mrs.  Frank  E.  Morgan,  North  Little  Rock 

Mrs.  Amail  Chudy,  North  Little  Rock,  Co-Chairman 
Mrs.  Robert  Valentine,  North  Little  Rock,  Registration 
Mrs.  Gordon  Oates,  Little  Rock,  Publicity 
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Technical  and  scientific  exhibits  will  be  combined  in 
Hall  III  of  the  Convention  Center.  Dr.  Charles  Rodgers, 
chairman  of  the  Exhibits  Committee,  urges  all  members  to 
take  time  to  visit  the  displays  of  the  exhibitors.  The  ex- 
hibits are  a part  of  the  educational  value  of  the  convention. 
Exhibitors  this  year  include  pharmaceutical  firms,  medical 
equipment  and  supply  firms,  insurance  companies,  auto- 
mated business  systems,  investment  firms,  hospitals,  medi- 
cal organizations,  and  branches  of  military  organizations. 

Exhibitors  provide  financial  support  for  the  meeting. 
However,  patronizing  the  exhibitors  is  more  than  reciproca- 
tion to  those  who  help  you;  it  is  dealing  selectively  with  the 
best  sources.  By  exhibiting  or  otherwise  supporting  your 
Society,  these  companies  demonstrate  their  leadership  and 
reliability  as  suppliers. 

On  Friday  morning  from  8:00  a.m.  to  9:00  a.m.  there  will 
be  continental  breakfast  available  in  the  exhibit  hall.  Plan 
to  visit  the  exhibit  area  during  that  time.  There  will  also 
be  drawings  for  $100  prizes  during  each  program  intermis- 
sion so  you  should  plan  to  be  in  the  exhibit  halll 

The  following  firms  will  be  exhibiting  at  the  meeting. 

ARKANSAS  WHEELCHAIRS,  INC. 

Arkansas  Wheelchairs,  Inc.,  carries  a complete  selection 
of  wheelchairs  from  power-driven  models  to  the  children’s 
chairs.  They  also  carry  many  other  specialty  items  for  the 
handicapped  individual. 

NATIONAL  MEDICAL  RENTALS,  INC. 

National  Medical  Rentals  is  serving  the  home-health 
care  needs  of  Arkansas  with  hospital  equipment,  oxygen 
and  related  respiratory  items  for  the  patient  at  home. 

AUTOMATED  BUSINESS  SERVICES 
The  booth  will  feature  demonstration  of  electronic  claims 
submission  and  accounts  receivable  system  utilizing  the 
Texas  Instrument  Professional  Computer  and  IBM  Per- 
sonal Computer. 

RATHER,  BEYER  & HARPER 
Representatives  of  Rather,  Beyer  & Harper  will  have 
brochures  and  all  information  on  the  Arkansas  Medical 
Society’s  group  insurance  plans.  The  Income  Protection 
plan,  which  has  been  in  effect  since  1947,  is  now  being 
issued  on  a guaranteed  renewable  basis.  Income  protection 
benefits  are  now  up  to  $3,000  per  month.  Records  will  be 
available  so  each  physician  may  review  his  insurance  cover- 
ages and  what  he  is  eligible  to  apply  for  as  a member  of  the 
Arkansas  Medical  Society. 

DEAN  WITTER  REYNOLDS,  INC. 

Information  relative  to  all  types  of  investments,  either 
long  or  short  term,  will  be  available.  Members  of  all  major 
stock  exchanges  offering  SIPC  Insurance  up  to  $500,000. 
Insurance  for  Active  Assets  Accounts  up  to  25  million. 

BRISTOL  LABORATORIES 
You  are  cordially  invited  to  visit  Bristol  Laboratories’ 
exhibit.  Our  representatives  at  the  booth  welcome  the 
opportunity  to  answer  your  questions  concerning  the  Bris- 
tol line  of  products  featuring:  Amikin*  (amikacin  sulfate) ; 
Bristoject®  (Bristol  Emergency  Medication  System) ; Buf- 
ferin*  c Codeine  #3  (each  tablet  contains  325  mg  aspirin. 


48.6  mg  aluminum  glycinate,  97.2  mg  magnesium  carbonate 
and  30  mg  codeine  phosphate) ; Cefadyl®  (sterile  ceph- 
apirin  sodium) ; the  Naldecon®  Line  (antihistamine  decon- 
gestant/EX  Ped  Drops/DX  Ped  Syrup/CX  Suspension; 
Salutensin®  (hydrolfumethiazide  50  mg/reserpine  0.125 
mg);  Stadol®  (butorphanol  tartrate);  and  Ultracef® 
(cefadroxil) . 

ST.  PAUL  FIRE  AND  MARINE 
INSURANCE  COMPANY 

Information  relating  to  physicians’  and  surgeons’  pro- 
fessional liability.  Printed  educational  material  will  be 
available.  Underwriting,  claims  and  marketing  personnel 
will  be  present  for  discussion  with  convention  members. 

MARKS  AGENCY 

Marks  Agency  presents  the  Arkansas  Medical  Society  Life 
Insurance  Program.  The  program  has  been  in  effect  for 
many  years.  Term  life  insurance  available. 

SOUTHERN  MEDICAL  ASSOCIATION 
Southern  Medical  will  have  on  display  membership  in- 
formation, including  its  CME  programs  — Dial  Access, 
Video  Access,  SOUTHERN  MEDICAL  JOURNAL,  Re- 
gional Post-graduate  Conferences,  Malpractice  Seminars, 
and  other  seminars  of  vital  interest  to  today’s  physician. 
Also  available  will  be  information  on  SMA’s  fringe  benefit 
program  for  the  physician,  his  family  and  his  employees. 

UNITED  STATES  AIR  FORCE 
If  you  are  a Surgeon  or  OB/GYN  or  other  medical  spe- 
cialist, the  Air  Force  may  have  a special  practice  for  you. 
You  will  enjoy  an  excellent  pay  and  benefits  package.  Your 
regular  working  hours  wiU  allow  you  to  spend  more  time 
with  your  family.  You  will  work  with  modern  equipment 
and  some  of  the  most  highly-trained  professionals  in  the 
world,  serving  your  country  and  your  patients.  Come  by 
and  talk  about  your  future. 

DODSON  INSURANCE  GROUP 
Come  by  booth  #22  for  information  on  the  dividend 
progpram  for  Workers  Compensation  Insurance  available  to 
members  of  the  Medical  Society. 

ARKANSAS  ARMY  NATIONAL  GUARD 

Opportunities  available  for  physicians  in  the  Arkansas 
Army  National  Guard.  Flexible  program  to  accommodate 
busy  schedules.  Paid  CME’s  and  space-available  free  travel 
throughout  the  United  States.  Several  medical  units  and 
medical  sections  located  throughout  the  State  and  physi- 
cians may  choose  the  unit  they  desire. 

AMERICAN  PHYSICIANS  SERVICE  GROUP,  INC. 

API  is  a physician-owned  and  operated  malpractice,  life 
and  disability  insurance  company.  Will  detail  their  insur- 
ance products  including  the  disability  income.  The  APS 
3 in-house  micro  computer  system  for  physicians  will  also 
be  dfsplayed. 

GLAXO.  INC. 

GLAXO  representatives  will  have  information  on  Zan- 
tac®, Zinacef®,  and  Ventolin®  in  booth  29. 

CHARTER  VISTA  HOSPITAL 
Charter  Vista  is  a 65-bed  private  psychiatric  and  addictive 
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disease  hospital  in  Fayetteville.  Adolescents  and  adults  are 
served.  Literature  on  the  hospital’s  treatment  programs 
will  be  available  at  the  booth. 

FIRST  VARIABLE  LIFE  INSURANCE  COMPANY 
Come  by  booth  31  for  information  on  retirement  plan 
investment  products  and  administration. 

^VYETH  LABORATORIES 

Pictures,  literature  and  video  cassettes  on  Wytensin  for 
hypertension  and  Ativan  for  anxiety  will  be  on  display  in 
booth  #32. 

LINDE  HOMECARE  MEDICAL  SYSTEMS,  INC. 

On  display  will  be  a complete  line  of  home  oxygen  thera- 
py equipment.  Visit  booth  #33  for  informational  material 
and  briefing  by  Linde  representatives. 

CUMMINGS  X-RAY  COMPANY,  INC. 

We  are  a full-line  x-ray  supplier  of  equipment  and  ac- 
cessories, ECG,  Stress  Test  and  Physical  Therapy  equipment 
—sales  and  service.  Full-service  organization  for  the  past 
47  years. 

NORWICH  EATON  PHARMACEUTICALS,  INC. 

Your  Norwich  Eaton  representatives  wish  you  a success- 
ful 1984  meeting.  Complete  information  on  Norwich  Eaton 
products  and  professional  services  will  be  available  at  the 
Norwich  Eaton  exhibit. 

ADRIA  LABORATORIES,  INC. 

Adria  Labs  will  exhibit  ethical  pharmaceutical  products 
for  all  medical  specialties  as  well  as  for  nurses.  We  will 
solicit  questions  regarding  our  newest  product  for  tension 
headache,  Axotal. 

RIKER  LABORATORIES,  INC./3M 

Disalcid®  — effective  arthritis  control  without  the  g.i. 
side  effects  of  other  drugs.  Norgesic®  Forte  — nothing 
works  better  on  tension  headache  — nothing.  Theolair’™- 
SR  — The  four  strengths  of  Theolair-SR  (200,  250,  300  and 
500  mg)  scored,  breakable  tablets  allow  you  to  “fine  tune” 
patient  dosing  in  50  mg  increments,  providing  maximum 
bronchodilation  short  of  theophylline  side  effects.  With 
Theolair-SR  - THE  PROOF  IS  IN  THE  BREATHINGl” 


ARKANSAS  BLUE  CROSS  BLUE  SHIELD 
Visit  the  Arkansas  Blue  Cross  and  Blue  Shield  exhibit  to 
discuss  any  aspect  of  the  voluntary  Preferred  Payment  Plan. 
You  will  also  have  the  opportunity  to  meet  the  Professional 
Services  representative  assigned  to  your  area. 

SAFEGUARD  BUSINESS  SYSTEMS 

Come  by  booth  46  for  information  on  one-write  account- 
ing systems,  color-coding  file  folders  and  continuous  forms. 

MERCK  SHARP  & DOHME 

Merck  Sharp  & Dohme  cordially  invites  you  to  visit  their 
exhibits  featuring  a number  of  products  from  their  exten- 
sive line  of  pharmaceuticals.  Representatives  in  attendance 
will  be  pleased  to  answer  any  questions  you  may  have.  In- 
quiries about  our  professional,  informational,  and  educa- 
tional services  are  welcomed. 

SMITH  KLINE  & FRENCH  LABORATORIES 
Smith  Kline  & French  Laboratories  will  feature  TAGA- 
MET® (brand  of  cimetidine)  and  DY AZIDE®,  our  trusted 
potassium-sparing  oral  diuretic/antihypertensive.  Profes- 
sional sales  representatives  will  be  available  to  answer 
questions  and  provide  information  on  our  products  and 
services. 

A.  H.  ROBINS  COMPANY 

You  are  cordially  invited  to  visit  the  A.  H.  Robins  exhibit 
and  meet  our  representatives  who  will  welcome  the  oppor- 
tunity to  discuss  our  products;  Reglan  and  Micro-K. 

CIBA  PHARMACEUTICAL  COMPANY 
We  will  feature  the  latest  clinical  and  technical  informa- 
tion on  Transderm-Nitro  and  other  appropriate  CIBA 
products. 

AYERST  LABORATORIES 
Ayerst  Laboratories  invites  members  and  g^uests  of  the 
Arkansas  Medical  Society  to  visit  our  exhibit  where  our 
representatives  will  answer  your  questions  concerning 
Ayerst  products. 

EQUITABLE  LIFE  ASSURANCE  SOCIETY 
OF  THE  UNITED  STATES 
Visit  our  booth  for  information  on  various  Equitable 
policies  available. 


Robert  Casali,  M.D.,  of  Little  Rock,  Chairman  for  the  Scientific  Exhibits,  has 
arranged  a number  of  interesting  scientific  lectures.  All  members  are  encouraged 
to  visit  the  exliibits  as  they  are  an  integral  part  of  the  scientific  program. 

The  following  exhibits  will  be  on  display: 

“Hippocrates  ‘I  will  not  cut  for  stone’  — Endourology  Today” 

Urology  Associates,  Little  Rock 
“Non-Invasive  Evaluation  of  Peripheral  Vascular  Disease” 

Vascular  Labs  of  Arkansas,  Inc.,  Little  Rock 
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“Family  Acceptance  of  Home  Apnea  Monitors” 

Debra  H.  Fiser,  M.D.,  Department  of  Pediatrics,  University  of  Arkansas 
College  of  Medicine,  Little  Rock 
“Arkansas  Genetics  Program” 

Arkansas  Genetics  Program,  University  of  Arkansas  for  Medical  Sciences 
and  Arkansas  Children’s  Hospital,  Little  Rock 

“Non-Surgical  Percutaneous  Interventions  in  Coronary  Arterial  Diseases” 
University  of  Arkansas  for  Medical  Sciences,  Little  Rock 
“AMA/GTE  Telenet  Medical  Information  Network” 

Pulaski  County  Medical  Society 
“Interesting  Cases  — Head  and  Neck  C.T.” 

Radiology  Associates,  P.A.,  Little  Rock 
“Circle  of  Independence” 

Arkansas  State  Spinal  Cord  Commission,  Little  Rock 
“Lip  Adhesion  in  Bilateral  Cleft  Lip” 

Department  of  Otolaryngology  and  Maxillofacial  Surgery,  University  of 
Arkansas  College  of  Medicine  and  Arkansas  Children’s  Hospital,  Little 
Rock 

“Impression  Method  of  Fitting  Artificial  Eyes” 

Jack  Diner,  Department  of  Otolaryngology,  University  of  Arkansas  for 
Medical  Sciences,  Little  Rock 
“Area  Health  Education  Centers” 

University  of  Arkansas  College  of  Medicine 
“Small  Fenestra  Stapedectomy  Technique” 

H.  A.  Ted  Bailey,  Tr.,  M.D.,  Tames  T.  Pappas,  M.D.,  Sharon  S.  Graham, 
M.S.,  Little  Rock 

“Interactive  Learning  in  Pathology  Using  the  Videodisc  and  Microcomputer” 
Department  of  Pathology,  University  of  Arkansas  for  Medical  Sciences, 
Little  Rock 

“Radionuclide  Diuretic  Renogram  in  Myelodysplasia” 

Imaging  Division,  Department  of  Radiology,  University  of  Arkansas  for 
Medical  Sciences,  Little  Rock 

“Intra-Operative  Ultrasound:  A Window  to  the  Brain” 

William  M.  Chadduck,  M.D.,  Department  of  Neurosurgery,  University  of 
Arkansas  College  of  Medicine,  Little  Rock 

“Argon  Laser  Treatment  of  Glaucoma” 

George  T.  Schroeder,  M.D.,  Little  Rock 

“Porocoat  Biological  Fixation  — Clinical  Experience  with  Bipolar  Hemi  — or 
Total  Hip  Arthroplasty” 

Arkansas  Orthopedic  Association,  Little  Rock 

“CIS-Platinum  Sensitization  to  Radiation  Therapy  for  Squamous  Carcinoma 
of  the  Head  and  Neck” 

Bruce  Leipzig,  M.D.,  and  Roberto  Putzeys,  M.D. 

“Ultrastructural  Studies  on  Synchronous  Aortic  and  Jugular  Paragangliomas” 
Veterans  Administration  Medical  Center  and  University  of  Arkansas  for 
Medical  Sciences,  Little  Rock 

“Disability  Evaluation  Under  Social  Security” 

Disability  Determination  for  Social  Security 
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“Congenital  Heart  Defects  in  Arkansas” 

Arkansas  Children’s  Hospital  and  Department  of  Pediatrics  at  the  Univer- 
sity of  Arkansas  College  of  Medicine,  Little  Rock 
“Le  Fort  Fractures  of  the  Facial  Bones” 

University  of  Arkansas  for  Medical  Sciences,  Little  Rock 
“Are  Child  Car  Seats  Safe  Enough  to  Prevent  Pediatric  Head  Injury?” 

John  R.  Mawk,  M.D.,  University  of  Arkansas  for  Medical  Sciences,  Depart- 
ment of  Neurosurgery  and  Arkansas  Children’s  Hospital,  Little  Rock 
“Ultrasonic  and  CT  Assessment  of  Cerebral  Mantle  Thickening  Rates  after 
Zero-Pressure  and  Low-Pressure  Shunting” 

University  of  Arkansas  for  Medical  Sciences  and  Arkansas  Children’s 
Hospital  — Departments  of  Neurosurgery  and  Radiology,  Little  Rock 
“The  Spectrum  of  Occult  Dysrhaphism” 

University  of  Arkansas  for  Medical  Sciences/ Arkansas  Children’s  Hospi- 
tal, Departments  of  Neurosurgery  and  Radiology,  Little  Rock 
“Chest  Wall  Masses  in  Children” 

E.  S.  Golladay  and  D.  Mollitt,  M.D.,  Little  Rock 
“Surgical  Advances  for  Treatment  of  Obstructive  Sleep  Apnea  and/or  Severe 
Snoring” 

The  Ear  & Nose-Throat  Clinic,  P.A.,  Little  Rock 


i3uslne5& 


Business  items  printed  below  are  brought  to  the 
attention  of  individual  members  and  the  county 
medical  societies.  The  items  reported  here  repre- 
sent those  received  in  time  for  publication  in 
advance  of  the  meeting.  All  reports  will  be  re- 
ferred to  reference  committees.  Members  are 
urged  to  attend  the  open  hearings  of  the  reference 
committees  to  express  their  views.  Reference  com- 
mittee hearings  are  scheduled  for  2:30  p.m.  on 
Thursday,  April  12. 

OLD  BUSINESS 

The  following  proposed  changes  in  the  Society 
Constitution  and  Bylaws  were  approved  by  the 
House  of  Delegates  on  first  reading  in  May  1983. 
If  approved  by  the  House  of  Delegates  at  the  1984 
meeting,  the  changes  become  effective  at  that 
time. 

CHAPTER  I,  Bylaws,  Section  3,  Dues  Exemp- 
tion. Add  paragraph  (c): 

New  Active  members  of  the  Society  entering 


practice  in  Arkansas  shall  be  exempt  from  dues 
from  the  date  of  entry  into  practice  until  the 
next  regular  dues  period.  The  following  year, 
the  dues  assessment  shall  be  at  one-half  the  total 
amount.  Thereafter,  full  dues  are  payable. 
Delete  CHAPTER  V,  Section  3,  of  the  Bylaws, 
which  reads: 

Any  person  known  to  have  solicited  votes  for 
or  sought  any  office  within  the  gift  of  this  Socie- 
ty shall  be  ineligible  for  any  office  for  two  years. 
CHAPTER  V,  Section  4,  now  reads: 

No  member  shall  be  eligible  to  any  office  of 
this  Society  who  is  not  in  attendance  at  the 
meeting  at  which  the  election  is  held. 

ADD  TO  THAT  SECTION: 

Exceptions  may  be  made  by  the  House  of 
Delegates  if  the  nominee  is  unable  to  be  present 
because  of  circumstances  beyond  his  control. 
(Subsequent  sections  of  Chapter  V would  be 
renumbered.) 
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RESOLUTION  FROM  THE  BOONE  COUNTY 
MEDICAL  SOCIETY 
RE:  Emergency  Medical  Services 

WHEREAS,  the  Emergency  Medical  Services 
Board  has  discharged  its  responsibilities  in  a man- 
ner inconsistent  with  its  responsibilities  to  the 
recipients  of  Emergency  Medical  Services  in  the 
State  of  Arkansas  as  exampled  by: 

1.  Restricting  trained  and  qualified  nurses 
from  giving  medicine,  defibrilitating  and 
performing  their  usual  duties  in  an  ambu- 
lance; 

2.  Usurping  the  responsibilities  of  physicians 
to  direct  and  give  care  at  accident  scenes. 

3.  Threatening  to  revoke  ambulance  service 
licensure  when  adequate  and  appropriate 
care  is  being  rendered  by  qualified  non- 
E.M.S.  personnel. 

4.  Other  self-serving  regulations  and  services 
that  act  only  to  further  escalate  medical  care 
cost  and  inhibit  the  use  of  equal  or  better 
trained  personnel  in  emergency  situations. 

THEREFORE,  BE  IT  RESOLVED  that  the 
E.M.S.  Board  should  be  restructured  in  such  a 
manner  as  to  insure  optimum  use  of  qualified 
personnel  in  emergency  situations  and  also  place 
the  E.M.S.  Board  under  the  responsibility  of  the 
State  Board  of  Medical  Examiners,  and 

BE  IT  FURTHER  RESOLVED  that  the 
Arkansas  Medical  Society  be  directed  to  seek  leg- 
islative corrective  action. 

NEW  BUSINESS 
Nominating  Committee 
W.  P.  Phillips,  M.D.,  Chairman 

The  Nominating  Committee  presents  the  fol- 
lowing nominations  for  the  officers  of  the  Arkan- 
sas Medical  Society  for  the  year  1984-85: 

President-elect:  John  P.  Burge,  M.D., 

Lake  Village 

A.  E.  Andrews,  M.D.,  Texarkana 

First  Vice  President:  Charles  H.  Rodgers,  M.D., 
Little  Rock 

Second  Vice  President:  Mort  Wilson,  M.D., 
Fort  Smith 

Third  Vice  President:  Harvey  Harmon,  M.D., 
Blytheville 

Secretary:  James  R.  Weber,  M.D.,  Jacksonville 

Treasurer:  James  M.  Kolb,  Jr.,  M.D.,  Russell- 
ville 


Speaker:  Amail  Chudy,  M.D.,  North  Little 
Rock 


Vice  Speaker 
Councilors: 
District  1: 


Sybil  Hart,  M.D.,  Blytheville 


Larry  Lawson,  M.D.,  Paragould 
District  2:  John  E.  Bell,  M.D.,  Searcy 
District  3:  L.  J.  Pat  Bell,  M.D.,  Helena 
District  4:  Paul  A.  Wallick,  M.D., 
Monticello 

District  5:  Cal  Sanders,  M.D.,  Camden 
District  6:  James  D.  Armstrong,  M.D., 
Ashdown 


District  7 : Ronald  J.  Bracken,  M.D., 

Hot  Springs 

Districts:  William  N.  Jones,  M.D., 

Little  Rock 

Frank  E.  Morgan,  M.D., 

North  Little  Rock 

Harold  Purdy,  M.D.,  Little  Rock 

District  9:  Robert  H.  Langston,  M.D., 
Harrison 

District  10:  Ken  Lilly,  M.D.,  Fort  Smith 
Delegates  and  Alternates  to  the  American  Medi- 
cal Association  (terms  from  1-1-85  to  12-31-86) 
Position  1:  Delegate  — Joe  Verser,  M.D., 
Harrisburg 

Alternate  — Richard  Pearson, 
M.D.,  Rogers 

Position  2:  Delegate  — A.  E.  Andrews,  M.D., 
Texarkana 

Alternate  — George  Warren, 
M.D.,  Smackover 


COMMITTEE  ON  MEDICAL  LEGISLATION 
James  R.  Weber,  M.D.,  Chairman 

On  behalf  of  the  Committee  on  Medical  Legis- 
lation, I would  like  to  thank  all  those  physicians 
who  served  as  Physician  of  the  Day,  the  many 
physicians  who  contacted  their  legislators  during 
the  1983  regular  Legislative  Session,  and  those 
who  provided  input  on  various  issues.  I would 
also  like  to  thank  Mrs.  Fritzie  Means,  R.N.,  who 
managed  the  dispensary  each  day  of  the  session 
and  worked  closely  with  the  Physician  of  the  Day 
to  provide  medical  services  to  the  legislators,  their 
families,  and  visitors  at  the  Capitol.  My  special 
thanks  go  to  the  Society  staff  in  Fort  Smith  for 
preparing  and  mailing  our  Alert,  the  newsletter 
used  during  the  Legislative  Session  to  inform  the 
membership  of  bills  pending  and  action  going  on 
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at  the  Capitol.  In  1983,  more  tlian  30,000  such 
pieces  of  mail  were  sent  to  member-physicians  as 
well  as  Auxiliary  members. 

Thanks  also  to  my  fellow  members  of  the  Legis- 
lative Committee  who,  prior  to  the  Legislative 
Session,  reviewed  issues  facing  medicine  and 
helped  make  a decision  on  our  positions.  Thanks 
also  should  go  to  Dr.  Payton  Kolb,  who  worked 
with  us  on  all  legislation  pertaining  to  mental 
health.  Dr.  Elvin  Shuffield  worked  with  us  at 
the  Capitol  during  the  Legislative  Session  and 
provided  invaluable  advice  and  counsel  to  our 
Capitol  team.  Few  will  ever  fully  realize  the  con- 
tributions Dr.  Shuffield  made  to  the  Arkansas 
Medical  Society  and  the  people  of  our  State. 

Our  Capitol  team  was  made  up  of  myself,  Mike 
Mitchell,  Society  attorney,  and  Ken  I.aMastus,  of 
the  Society  staff.  Our  efforts  were  greatly  bene- 
fited by  Mike  Mitchell.  We  could  not  have  func- 
tioned without  his  help. 

As  many  of  you  know,  there  were  fewer  bills 
introduced  in  the  Legislature  than  in  the  previous 
session,  but  a lot  more  bills  were  introduced  that 
affected  medicine.  There  were  approximately  59 
bills  in  this  session  that  affected  medicine  and,  to 
my  knowledge,  this  was  the  largest  number  in 
history.  This  number  does  not  include  issues  and 
amendments  that  were  not  put  into  bills. 

Last  year  at  the  Annual  Session,  the  House  of 
Delegates  approved  a four-point  program  for 
legislative  activities.  If  you  remember,  those  four- 
points  were:  (I)  to  improve  our  contacts  with 
state  legislators  (2)  to  establish  the  State  Legisla- 
tive Fund  (3)  for  the  Arkansas  Medical  Society  to 
host  a reception  during  the  regular  legislative 
session,  and  (4)  to  encourage  physicians  or  mem- 
bers of  their  families  to  run  for  the  Legislature. 
I would  like  to  report  to  you  that  we  are  actively 
involved  in  all  aspects  of  that  program. 

Dr.  Asa  Crow,  Society  president,  Ken  LaMastus, 
David  Wroten,  Mike  Mitchell,  and  myself  have 
visited  many  county  medical  societies  and  have 
reported  to  them  our  activities  and  solicited  their 
support.  Dr.  Asa  Crow  has  made  each  one  of  the 
visits  and  has  visited  more  county  medical  socie- 
ties than  any  recent  Society  president. 

The  State  Legislative  Fund  was  organized,  by- 
laws were  established,  and  a bank  account  opened. 
The  trustees  of  the  State  Legislative  Fund  are 
myself.  Dr.  Asa  Crow,  and  Dr.  Payton  Kolb,  with 


the  current  Society  president  serving  as  an  ex- 
officio  member. 

Although  we  have  not  met  all  of  our  goals  in 
terms  of  collecting  funds,  prior  to  the  election  we 
will  have  funds  to  contribute  to  candidates.  The 
following  is  a list  of  names  by  county  of  those 
who  contributed  to  the  State  Legislative  Fund 
during  1983  (1984  contributors  are  not  included). 
I encourage  all  physicians  and  spouses  to  help  by 
contributing  to  this  fund. 

1983  CONTRIBUTORS 
TO  AMS  LEGISLATIVE  FUND 


Arkansas  County 


Noble  B.  Daniel 

Hoy  and  Marolyn  Speer 

John  M.  Hestir 

Ashley  County 

D.  L.  Toon 

Baxter  County 

James  S.  Clarke 

David  H.  Roberts 

Peter  C.  Dykstra 

Benton  County 

Vernon  H.  Carter 

M.  C.  Reese 

Donald  L.  Cohagan 

Douglas  C.  Ronald 

Richard  Pearson 

Boone  County 

Jean  C.  Gladden 

Rhys  A.  Williams 

Carroll  County 

Oliver  Wallace 

Chicot  County 

Danny  T.  Berry 

John  P.  Burge 

Craighead-Poinsett  County 

John  A.  Baldridge 

Larry  C.  Sears 

John  H.  Buckner 

V.  Glenn  Sears 

O.  H.  Clopton,  Jr. 

Floyd  A.  Smith,  Jr. 

Bill  Garner 

Joe  H.  Stallings 

Clarence  E.  Gossett 

Michael  E.  Tedder 

William  Robert  Green  Joe  W.  Verser 

Henry  W.  Keisker 

Don  B.  Vollman,  Jr. 

D.  J.  Kroe 

JoeT.  Wilson 

Robert  Lassonde 

G.  D.  Wisdom 

James  M.  Robinette 
A.  H.  Rusher,  Jr. 

William  C.  Young 

Crawford  County 

Millard  C.  Edds 

Crittenden  County 

Milton  D.  Deneke 

C.  Herbert  Taylor 

Desha  County 

Guy  Robinson 

Franklin  County 

C.  C.  Long 

John  C.  Smith 

Garland  County 

R.  V.  Borg 

Gopakumar  Maruthur 

Ronald  J.  Bracken 

William  R.  Mashburn 

Richard  E.  Braley 

Robert  McCrary,  Jr. 

E.  K.  Clardy 

K.  A.  Seifert 

James  L.  Gardner 

Walter  Shriner 

E.  L.  Harper 

Bruce  L.  Smith 

Walter  G.  Klugh,  Jr. 

Tom  R.  Wallace 
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Greene-Clay  County 


Clark  M.  Baker 
Dwight  F.  Boggs 
J.  Darrell  Bonner 
Roger  Cagle 
George  H.  Collier 
Jon  D.  Collier 
Asa  A.  Crow 
Hillard  Duckworth 
R.  Lowell  Hardcastle 
M.  P.  Hazzard 
George  A.  Hobby 
B.  W.  Jones 


Clarence  L.  Kemp 
J.  Larry  Lawson 
Richard  O.  Martin 
Bennie  E.  Mitchell 
B.  C.  Page 
Donald  1.  Purcell 
Jack  G.  Richmond 
John  Robert  Sellars 
James  Sheridan 
Mack  and  Vem  Ann  Shotts 
Robert  B.  White 
Jacob  M.  Williams 


Independence  County 


C.  H.  Day 


Jim  E.  Lytle 


Jackson  County 


John  D.  Ashley 
J.  W.  Carney 
Guilford  M.  Dudley 
Fran  Duke 
John  W.  Foote 
Jerry  Frankum,  Jr. 
Jabez  Jackson,  Jr. 


Rafik  and  Dalai  Jacob 
A.  Bruce  Junkin 
Ramon  E.  Lopez 
Roland  C.  Reynolds 
Sandra  L.  Snow 
Jack  S.  Young,  III 


Jefferson  County 


Calvin  M.  Bracy 
R.  Teryl  Brooks,  Jr. 
Talluri  S.  Devi 
Robert  R.  Gullett,  Jr. 
David  C.  Jacks 
William  Joe  James 
Mahmood  Ali  Khan 


Lloyd  G.  Langston 
Ralph  E.  Ligon 
Larry  G.  Lipscomb 
J.  William  Nuckolls 
O.  C.  Raney 
Paul  L.  Smith 
Thomas  E.  Townsend 


Lawrence  County 

Ralph  F.  Joseph 

Lee  County 

Dwight  W.  Gray 

Little  River  County 

James  D.  Armstrong  Joe  G.  Shelton,  Jr. 

Miller  County 

A.  E.  Andrews 


Mississippi  County 


Jerry  Biggerstaff 
C.  R.  Cole 
Sumner  R.  Cullom 
Eldon  Fairley 
Francis  J.  Fenaughty 
R.  Scott  Fergus 
Thomas  C.  Flannigan 
Harvey  C.  Harmon 
Sybil  and  W.  A.  Hart 
George  B.  Higley,  Jr. 
E.  L.  Hogue 
Charles  M.  Holzner 


Gerald  S.  Husted 
Herbert  Jones 
Joe  V.  Jones 
C.  G.  Melton 
Francisco  G.  Moreno 
Merrill  J.  Osborne 
George  D.  Pollock 
Stephen  R.  Rauls 
R.  F.  Rhodes 
Hunter  Sims,  Jr. 

W.  W.  Workman 


Nevada  County 

Michael  C.  Young 


Ouachita  County 

J.  B.  Jameson,  Jr.  Cal  R.  Sanders 

Phillips  County 

Gordon  E.  McCarty,  Jr.  Francis  M.  Patton 

Polk  County 

David  D.  Fried 


Pope  County 


Ted  E.  Ashcraft 

W.  H.  Lane,  Jr. 

Nathan  F.  Austin 

Frank  Lawrence 

James  G.  Burgess 

D.  H.  Lowrey 

Joe  B.  Grumpier 

Don  C.  Riley 

William  W.  Galloway 

Charles  F.  Wilkins 

J.  A.  Henry 

Sandra  Young 

James  M.  Kolb,  Jr. 

Pulaski  County 

Les  Anderson 

Steve  Marks 

Johnson  J.  Baker 

Robert  R.  Matthews 

David  L.  Barclay 

J.  D.  McConnell 

Norbert  J.  Becquet 

George  A.  McCrary 

David  W.  Bevans,  Jr. 

James  E.  McDonald 

Raymond  V.  Biondo 

James  R.  McNair 

Donald  G.  Browning 

Forrest  B.  Miller,  Jr. 

Thomas  A.  Bruce 

Mr.  Michael  W.  Mitchell 

Joseph  K.  Buchman 

J.  Malcolm  Moore 

Anthony  P.  Bucolo 

Frank  E.  Morgan 

J.  Dale  Calhoun 

James  R.  Morrison 

Joseph  D.  Calhoun 

William  J.  Morton 

James  W.  Campbell 

Alvah  J.  Nelson 

Kelsy  J.  Caplinger 

Robert  D.  Nelson 

Jerry  C.  Chapman 

David  H.  Newbern 

Daniel  P.  Chisholm,  Jr. 

George  A.  Norton 

Amail  Chudy 

Joseph  A.  Norton 

Steven  Clift 

Terrence  A.  Oddson 

Jock  S.  Cobb 

Walter  H.  O’Neal 

H.  Howard  Cockrill,  Jr. 

J.  Mayne  Parker 

J.  B.  Cross 

Norman  R.  Pledger 

R.  Lewis  Crow 

Norton  A.  Pope 

Glenn  V.  Dalrymple 

Jerry  L.  Potts 

Joe  D.  and  John  L. 

Robert  C.  Power 

Daugherty 

Jerry  L.  Prather 

Daniel  C.  Dillard 

Harold  D.  Purdy 

W.  M.  Douglas 

John  M.  Ransom 

James  W.  Durham 

Ewing  C.  Reed,  Jr. 

Jack  Fendley 

George  Regnier 

Charles  R.  Fielder 

P.  E.  Rice 

Robert  H.  Fiser,  Jr. 

Orval  E.  Riggs 

Henry  H.  Good 

William  H.  Riley 

C.  Don  Greenway 

Charles  H.  Rodgers 

John  L.  Gustavus 

F.  H.  Roy 

A.  David  Hall 

Ben  N.  Saltzman 

Alastair  D.  Hall 

Bruce  E.  Schratz 

W.  Turner  Harris 

Jan  W.  Scruggs 

R.  E.  Harrison 

H.  Elvin  Shuffield 

Vale  Harrison 

L.  G.  Singleton 

Richard  Hayes 

C.  Kemp  Skokos 

W.  Ducote  Haynes 

Douglas  F.  Smart 

James  W.  Headstream 

David  E.  Smith 

Bill  F.  Hefley 

Mose  Smith,  III 

David  C.  Hicks 

Purcell  Smith,  Jr. 

Jerry  C.  Holton 

T homas  J.  Smith 

B.  Richard  Johnson 

Jack  Sternberg 

Dale  E.  Johnston 

Charles  D.  Sullivan 

Ray  Jouett 

S.  B.  Thompson 

W.  Payton  Kolb 

Cynthia  W.  Weber 

Robert  C.  Landgren 

James  R.  Weber 

Marvin  and  Lee  Liebovich 

John  B.  Weiss 

Charles  W.  Logan 

F.  M.  Westerfield,  Jr. 

Dennis  D.  Lucy,  Jr. 

Ronald  N.  Williams 

Gary  S.  Markland 

Douglas  E.  Young 
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Sebastian  County 


Robert  C.  Barker,  Jr. 

A.  Calvin  Bradford 
Raymond  C.  Goodman 
Archie  L.  Hewett 
J.  F.  Kelsey 
A.  S.  Koenig 
A.  Samuel  Koenig 
Kemal  E.  Kutait 
Mr.  Kenneth  LaMastus 
Samuel  & Annette  Landrum 


Charles  S.  Lane,  Jr. 

Ken  Lilly 

Franklin  M.  Lockwood 
W.  P.  Phillips 
Taylor  Prewitt 
Boyd  M.  Saviers 
Robert  L.  Sherman 
Robert  J.  Thompson 
Rowland  P.  Vernon,  Jr, 
Paul  1.  Wills 


Tri-County  County 

Michael  Moody 

Union  County 

Jacob  P.  Ellis  Robert  L.  Parkman,  Jr. 

Walter  John  Giller,  Jr.  George  W.  Smith 

J.  Schuler  McKinney  Aubry  Talley 

Robert  L.  Parkman 


Washington  County 


Spencer  D.  Albright,  III 
Stanley  Applegate 
George  R.  Cole 
Grady  Glen  Fincher 
Murray  T.  Harris 
Martha  Hutson 


C.  R.  Magness 
J.  E.  McDonald,  II 
William  R.  McNair,  Jr. 
William  C.  Mills,  HI 
Earl  B.  Riddick,  Jr. 


White  County 


John  E.  Bell  Larry  W.  Weathers 

Hugh  R.  Edwards 


Yell  County 


Jerry  F.  Hodges 
Jerome  H.  Luker 
James  L.  Maupin 


Gene  D.  Ring 
Gary  W.  Russell 


Sub-Committee  on  National  Legislation 
W.  Payton  Kolb,  M.D.,  Chairman 

The  Arkansas  Medical  Society  works  closely 
with  the  Washington  Office  of  the  AMA  in  moni- 
toring national  legislation  concerning  health  mat- 
ters. Many  bills  are  introduced  in  Congress  either 
directly  concerning  health  matters  or  other  bills 
having  amendments  attached  to  them  concerning 
health  matters.  Many  of  these  are  not  controver- 
sial and  many  are  introduced  at  the  request  of 
organized  medicine.  Some,  however,  do  present 
problems  for  which  active  participation  by  or- 
ganized medicine  becomes  important. 

Judicial  decision  and  executive  orders  involving 
health  matters  are  also  carefully  monitored  and 
when  necessary  direct  action  is  taken  by  whatever 
method  is  available  to  do  so.  Frequently  the  AMA 
Washington  Office  will  contact  the  state  and 
county  offices  for  assistance  in  contacting  the 
appropriate  people,  particularly  Congressmen 
and  Senators  concerning  legislation  critical  to 
health  matters.  Frequently  this  is  on  an  emergen- 
cy basis  due  to  the  way  that  committee  actions  and 
House  and  Senate  actions  may  occur.  The  Arkan- 


sas Medical  Society  has  responded  vigorously 
when  such  issues  have  arisen. 

Time  doesn’t  permit  evaluation  of  all  the  issues 
coming  before  the  Congress,  the  courts,  or  the 
Executive  Branch.  There  have  been  some  critical 
issues,  however,  during  the  past  year. 

The  “Baby  Doe”  regulations  are  still  in  much 
controversy.  After  much  pressure  from  organized 
medicine,  the  original  regulations  were  modified. 
They  were  scheduled  to  become  effective  Feb- 
ruary 13  of  1984.  At  the  writing  of  this  report, 
organized  medicine  has  requested  the  effective 
date  be  deferred;  however,  there  has  been  no  re- 
sponse to  that  request.  Organized  medicine  still 
opposes  Government  regulations  stepping  be- 
tween the  physician  and  the  patient,  including  the 
family.  All  actions  have  been  directed  to  pointing 
out  the  importance  of  the  physician/patient  rela- 
tionship and  that  all  of  these  situations  must  be 
handled  on  an  individual  basis.  The  regulation 
requiring  a posting  of  notices  where  “nurses  and 
other  medical  professions  who  care  for  infants  can 
see  them”  are  still  required.  This  includes  the 
posting  of  telephone  numbers  where  deviations 
from  the  regulations  can  be  reported. 

There  are  several  points  of  litigation  in  the 
courts  at  the  time  of  this  writing  and  organized 
medicine  is  still  very  actively  pursuing  the  concept 
of  the  practice  of  quality  medicine  and  the  preser- 
vation of  the  patient,  physician,  and  family 
relationship. 

The  other  critical  item  involved  proposed  leg- 
islation making  mandatory  the  acceptance  of 
assignment  by  physicians  for  in-patient  Medicare 
patients.  This  included  forcing  hospitals  to  en- 
force the  requirement  by  withdrawing  hospital 
privileges  from  physicians  who  would  not  accept 
such  assignment.  The  bill  also  called  for  a roll- 
back of  physician  reimbursement  to  June  30,  1983. 
This  was  to  be  effective  from  January  1,  1984,  to 
June  30,  1984.  This  legislation  was  to  remain  in 
effect  until  a plan  for  DRG  reimbursement  plans 
for  physician  fees  were  put  into  effect. 

Much  contact  from  organized  medicine,  includ- 
ing the  Arkansas  Medical  Society,  was  made  with 
members  of  Congress.  The  Ways  and  Means 
Committee  defeated  the  proposal  by  the  narrow 
margin  of  18  to  15.  They  did  agree,  however,  to 
let  the  proposal  go  to  the  floor  of  the  House  with 
other  legislation.  A parliamentary  problem  in- 
volving a rule  to  control  debate  on  the  proposals 
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was  highly  controversial  and  defeated.  This 
stopped  the  action  for  the  first  session  of  the  98th 
Congress.  It  is  fully  expected  this  will  be  brought 
up  again  in  the  second  session  of  the  98th  Congress 
and  at  the  time  of  the  writing  of  this  report  such 
action  has  not  been  taken.  The  Arkansas  Medical 
Society  will  react  when  notified  by  the  AMA 
Washington  Office  of  the  appropriate  time  and 
our  Congressional  Delegation  will  be  notified 
of  the  threat  to  quality  patient  care  by  such 
legislation. 

The  Arkansas  Medical  Society  is  dedicated  to 
doing  everything  possible  to  preserve  high  quality 
medical  care  and  the  preservation  of  the  doctor/ 
patient  relationship.  Also,  it  is  dedicated  to  pre- 
serving the  rights  of  the  physicians,  recognizing 
that  the  preservation  of  such  rights  contributes  to 
preservation  of  good  quality  medical  care  in  our 
State  and  in  our  nation. 

Sub-Committee  on  Maternal  and  Child  Welfare 
Robert  H.  Fiser,  Jr.,  M.D.,  Chairman 

We  have  had  one  meeting  of  the  Sub-Commit- 
tee on  Maternal  and  Child  Welfare.  At  that  time. 
Dr.  Frank  Miller,  the  new  Obstetrical/Gynecology 
Chairman  at  the  University  of  Arkansas  College  of 
Medicine,  was  introduced  to  the  committee.  He 
gave  his  ideas  on  regionalization  of  obstetrical 
care  and  stimulated  further  interest  by  discussing 
Dr.  John  Morrison’s  work  with  the  Legislature  in 
developing  a statewide  maternal  system  in  Mis- 
sissippi. 

This  Sub-Committee  feels  its  primary  responsi- 
bility should  be  to  develop  a system  that  would 
link  the  physicians  with  hospitals  in  the  State  to- 
ward a tertiary  unit  of  maternal  care  in  the  central 
Arkansas  area,  much  like  the  regionalized  new- 
born program.  A major  difficulty  has  been  the 
funding  of  the  indigent  care  load  and  this  has 
been  brought  to  the  attention  of  the  Governor, 
Head  of  Social  Services,  and  Head  of  Human 
Services. 

I think  support  from  the  Medical  Society  for 
regionalized  maternity  care  for  the  low  risk  preg- 
nant woman  as  well  as  pregnancy  being  a disease 
that  would  enable  one  to  become  more  eligible  for 
benefits  would  be  a benefit  to  the  committee. 

Committee  on  Continuing  Medical  Education 
J.  Larry  Lawson,  M.D.,  Chairman 

The  primary  function  of  the  Committee  on  Con- 
tinuing Medical  Education  is  addressing  issues 
involving  the  continuing  medical  education  of 


physicians,  and  the  most  important— accrediting, 
by  authority  given  the  Society  by  the  Accredita- 
tion Council  for  Continuing  Medical  Education, 
organizations  and  institutions  in  the  State  which 
offer  continuing  education  programs.  The  Uni- 
versity of  Arkansas,  including  thhe  Area  Health 
Education  Centers,  receives  their  accreditation  di- 
rectly from  the  Accreditation  Council  For  Con- 
tinuing Medical  Education. 

The  following  organizations  have  been  certi- 
fied this  year  by  members  of  the  committee  and 
re-accredited.  They  are  Baxter  General  Hospital 
in  Mountain  Home,  Baptist  Medical  Center  in 
Little  Rock,  and  the  Arkansas  Academy  of  Oph- 
thalmology. Other  accredited  organizations  are 
Arkansas  Children’s  Hospital  in  Little  Rock, 
Arkansas  Medical  Society  Committee  on  Scien- 
tific Programs,  St.  Joseph’s  Regional  Health 
Center  in  Hot  Springs,  Memorial  Hospital  in 
North  Little  Rock,  St.  Vincent  Infirmary  in  Little 
Rock,  and  Veterans  Administration  Medical 
Center  in  Fayetteville.  St.  Joseph’s  Regional 
Health  Center  and  Arkansas  Children’s  Hospital 
are  to  be  resurveyed  prior  to  the  Annual  Session. 

One  of  the  goals  of  this  committee  was  to  make 
accredited  educational  programs  available  to  phy- 
sicians across  the  State  of  Arkansas  that  are  both 
reasonably  affordable  and  convenient.  At  this 
time,  we  are  proud  to  report  that,  in  general,  all 
areas  of  the  State  have  continuing  education  pro- 
grams available  within  reasonable  driving  dis- 
tance. This,  of  course,  includes  those  activities 
available  at  the  University  of  Arkansas  for  Medi- 
cal Sciences  and  the  Area  Health  Education 
Centers. 

The  Accreditation  Council  for  Continuing 
Medical  Education,  the  national  body  which  has 
the  responsibility  of  accrediting  organizations,  has 
adopted  a new  set  of  Essentials  for  Accreditation 
which  became  effective  the  first  of  1984.  The  Ar- 
kansas Medical  Society  serves  as  a surveying  team 
for  the  Accreditation  Council  For  Continuing 
Medical  Education. 

The  new  Essentials  for  Accreditation  of  Spon- 
sors of  Continuing  Medical  Education  read  as 
follows: 

Essential  #1 

The  sponsor  shall  have  a written  statement  of 
its  continuing  medical  education  mission,  for- 
mally approved  by  its  governing  body.  The  mis- 
sion statement  shall: 
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1.  Describe  the  goals  of  the  overall  CME  pro- 
gram in  a concise  manner. 

2.  Indicate  the  scope  of  the  CME  effort. 

3.  Outline  the  characteristics  of  the  potential 
participants. 

4.  Describe  the  general  types  of  activities  and 
services  provided. 

Essential  #2 

The  sponsor  shall  have  established  procedures 
for  identifying  and  analyzing  continuing  medical 
educational  needs  and  interest  of  prospective  par- 
ticipants. The  sponsor  shall: 

1.  Document  the  processes  used  to  identify  CME 
needs,  including  data  sources  which  go  beyond 
the  sponsor’s  perception  of  need. 

2.  State  the  overall  needs  identified  by  the  above 
processes  and  indicate  how  this  assessment  is 
used  in  planning  educational  activities. 

Essential  #5 

The  sponsor  shall  have  explicit  objectives  for 
each  CME  activity.  The  sponsor  shall: 

1.  State  the  educational  need(s)  which  the  indi- 
vidual activity  addresses. 

2.  Indicate  the  physicians  for  whom  the  activity 
is  designed. 

3.  List  any  special  background  requirements  of 
the  prospective  participants. 

4.  Highlight  the  instructural  content  and/or  ex- 
pected learning  outcomes  in  terms  of  knowl- 
edge, skills,  and/or  attitudes. 

5.  Make  these  objectives  known  to  prospective 
participants. 

Essential  #4 

The  sponsor  shall  design  and  implement  educa- 
tional activities  consistent  in  content  and  method 
with  stated  objectives.  The  sponsor  shall: 

1.  Design  and  implement  educational  activities 
responsive  to  the  characteristics  of  prospective 
participants,  such  as  knowledge  levels,  profes- 
sional experience,  and  preferred  learning 
styles. 

2.  Document  use  of  systematic  planning  pro- 
cedures. 

3.  Make  educational  content  and  methods  known 
to  prospective  participants. 

Essential  #5 

The  sponsor  shall  evaluate  the  effectiveness  of 
its  overall  continuing  medical  education  program 
and  component  activities  and  use  this  information 
in  its  CME  planning.  The  sponsor  shall: 


1.  Periodically  review  the  extent  to  which  the 
sponsor’s  CME  mission  is  being  achieved  by  its 
educational  activities. 

2.  Show  that  these  evaluations  assess:  (a)  the  ex- 
tent to  which  educational  objectives  are  being 
met;  (b)  the  quality  of  the  instructional  proc- 
ess; (c)  participants’  perception  of  enhanced 
professional  effectiveness. 

3.  Use  evaluation  methods  which  are  appropriate 
and  consistent  in  scope  with  the  educational 
activity. 

4.  Demonstrate  that  evaluation  data  are  used  in 
planning  future  CME  activities. 

Essential  446 

The  sponsor  shall  provide  evidence  that  man- 
agement procedures  and  other  necessary  resources 
are  available  and  effectively  used  to  fulfill  its 
continuing  medical  education  mission.  The  spon- 
sor shall: 

1.  Document  an  organizational  structure  for 
CME  and  its  administration,  designating  an 
entity  responsible  for  CME  and  delineating  its 
authority. 

2.  Identify  responsible  individuals  who  will 
maintain  continuity  of  administration. 

3.  Describe  an  internal  review  and  control  pro- 
cedure, including  budgetary  practices,  to  en- 
sure effective  utilization  of  resources  in  fulfill- 
ing the  CME  mission. 

4.  Provide  a budget  for  the  overall  CME  program 
and  its  major  components. 

5.  Utilize  competent  faculty. 

6.  Provide  appropriate  facilities  for  CME  pro- 
grams. 

7.  Have  mechanisms  to  record  and,  when  au- 
thorized by  the  participating  physician,  to 
verify  participation. 

Essential  #7 

The  sponsor  shall  accept  responsibility  that  the 
Essentials  are  met  by  educational  activities  which 
it  jointly  sponsors  with  non-accredited  entities. 
The  sponsor  shall: 

1.  Provide  evidence  that  it  participates  integrally 
in  the  planning  and  implementation  of  each 
jointly  sponsored  CME  activity. 

2.  Conduct  an  evaluation  of  each  jointly  spon- 
sored activity. 

* * * * 

In  the  event  of  an  appeal  of  a review  resulting 
in  a non-accredited  status,  the  organization  may 
request  re-evaluation  by  the  entire  Continuing 
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Medical  Education  Committee.  In  the  event  that 
the  full  CME  committee  still  denies  accreditation 
and  the  organization  wishes  further  appeal,  the 
ultimate  authority  in  this  case  shall  be  the  full 
Council  of  the  Arkansas  Medical  Society. 

The  Committee  on  Continuing  Medical  Edu- 
cation has  recommended  the  adoption,  by  the 
Arkansas  Medical  Society,  of  the  Essentials  men- 
tioned above,  as  well  as  the  appeal  process.  The 
committee  also  recommends  that  the  fee  for  proc- 
essing an  application  be  increased  to  $250.  This 
increase  is  required  because  ACCME  will,  in  the 
future,  require  the  Arkansas  Medical  Society  to 
pay  an  annual  fee  in  addition  to  the  cost  of 
ACCME  surveying  the  Society  for  its  continued 
role  as  a surveying  organization. 

I want  to  thank  all  the  committee  members, 
especially  those  who  contributed  their  time  and 
efforts  in  participating  in  the  surveying  of 
organizations. 

Committee  on  Hospitals 
Robert  B.  Benafield,  M.D.,  Chairman 

The  Hospital  Committee  of  the  Arkansas  Med- 
ical Society  met  on  September  21, 1983,  at  the  Blue 
Cross  and  Blue  Shield  Building  in  Little  Rock. 
After  lengthy  discussion,  it  was  the  consensus  of 
the  committee  to  ask  Dr.  Long  to  place  the  rec- 
ommendations of  this  committee  on  the  agenda 
at  the  Council  meeting  scheduled  for  October  30. 
Dr.  Benafield  did  appear  before  the  Council  and 
presented  the  following  recommendations  at  that 
time: 

1.  The  Council  should  approach  the  Arkansas 
Hospital  Association  to  establish  an  on-going 
committee  to  work  closely  together  in  matters 
related  to  Diagnosis  Related  Groups  (DRG’s) 
and  also  suggest  to  them  that  they  have  regular 
meetings  concerning  this  matter. 

2.  The  committee  felt  it  was  extremely  important 
that  physician  education  concerning  DRG’s  be 
included  in  the  public  relations  regional  front 
office  meetings.  The  committee  also  recom- 
mended that  the  Society  take  the  role  in  mat- 
ters concerning  DRG’s  and  set  up  workshops, 
seminars,  etc.,  to  accomplish  this  physician 
education. 

3.  The  committee  also  felt  it  would  be  worth- 
while to  discuss  the  possibility  of  including 
speakers  who  are  knowledgeable  about  DRG’s 
for  the  program  of  the  next  Medical  Society 
convention. 


These  recommendations  were  approved  by  the 
Council  at  the  meeting  on  October  30. 

Dr.  Benafield  also  met  with  the  Executive 
Committee  of  the  Council  on  November  23,  1983. 
It  was  decided  at  that  time  that  the  Council 
wanted  to  utilize  the  Hospital  Committee  and 
noted  that  Dr.  Long  was  to  contact  the  Arkansas 
Hospital  Association  concerning  these  recom- 
mendations. 

Public  Relations  Committee 
Milton  Deneke,  M.D.,  Chairman 

During  the  last  Annual  Session,  an  award  was 
given  to  an  individual  outside  the  medical  pro- 
fession for  outstanding  contributions  to  health 
care  in  Arkansas.  The  “Layperson”  Award  went 
to  Harvey  Jones  of  Springdale,  owner  of  Jones 
Truck  Lines.  That  marked  the  beginning  of  a 
busy  year  for  the  Public  Relations  Committee. 
Beginning  with  this  year’s  Annual  Session,  the  lay- 
person award  will  become  a memorial  in  honor 
of  Drs.  Joe  and  Elvin  Shuffield. 

The  committee  co-sponsored,  along  with  the 
AMA,  a total  of  seven  seminars  for  office  person- 
nel and  physicians.  The  seminars,  “Scheduling 
and  Collection  Management”  for  medical  assist- 
ants, and  “Marketing”  and  “Gearing  Up  for  Re- 
tirement” for  physicians,  had  a combined  attend- 
ance of  271  for  an  average  of  38  per  seminar.  An 
other  round  of  seminars  will  be  offered  this  fall. 

In  October  1983,  David  Wroten,  an  MBA  grad- 
uate of  Arkansas  State  University,  was  employed 
as  Professional  Relations  Coordinator.  His  major 
area  of  concentration  is  to  be  in  public  relations, 
although  he  will  also  be  involved  in  activities  of 
the  Legislative  Committee. 

The  “Speaker’s  Bureau”  is  in  the  process  of 
being  updated  to  provide  media  and  public  ac- 
cess to  answers  on  health  care  issues.  In  addition, 
physicians  are  being  asked  to  write  news  articles 
and  columns  as  well  as  accepting  interviews  from 
reporters.  The  “Medical  Hotline”  will  be  created 
to  provide  members  of  the  media  with  respond- 
ents to  issues  of  public  interest. 

Also,  the  ARN  network  program  “House  Call”, 
aired  every  Monday  morning,  is  being  continued. 
Currently,  this  program  concentrates  on  provid- 
ing information  on  various  ailments  and  preven- 
tion/cure. This  will  be  expanded  to  include  top- 
ics on  cost  containment  and  other  socioeconomic 
issues  of  public  importance. 

An  informational  paper  entitled  “Alternate  De- 
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livery  and  Financing  Systems"  was  prepared  and 
made  available  to  Society  members.  This  ex- 
plained the  major  types  of  systems  such  as  HMO’s, 
PPO’s,  and  IPA’s  that  are  springing  up  through- 
out tlie  country. 

By  recommendation  of  the  Committee,  the 
Council  issued  a letter  of  commendation  to 
KARK-TV,  KATV-TV,  and  KTHV-TV.  These 
Little  Rock  television  stations  were  recognized  for 
their  increased  coverage  of  health  care  issues. 

Another  Committee  recommendation  to  endorse 
the  American  Coaching  Effectiveness  Program 
(ACEP)  was  also  approved  by  the  Council.  Aimed 
at  volunteer  coaches,  ACEP  provides  them  with 
sixteen  hours  of  training  designed  to  provide  a 
basic  understanding  of  sports  medicine  and  sci- 
ence and  show  them  how  to  teach  more  effectively 
the  techniques  of  their  particular  sport.  We  will 
be  working  closely  with  ACEP’s  State  Director, 
Mike  Daniels,  Ph.D.,  of  the  University  of  Arkan- 
sas, to  promote  tire  program  in  Arkansas. 

Other  areas  being  examined  by  the  committee 
are  the  possibilities  of  television  programming,  an 
annual  award  to  a member  of  the  press  for  out- 
standing coverage  or  reporting  of  health  care  is- 
sues, using  AMA  public  service  announcements,  a 
special  public  relations  newsletter,  and  recogni- 
tion emblems  for  Medical  Society  and  Auxiliary 
members.  We  are  also  in  the  process  of  develop- 
ing communication  channels  with  other  medical 
societies  to  exchange  ideas. 

Furthermore,  the  committee  would  like  to  rec- 
ommend adoption  of  the  following  resolution: 

Public  Relations  Committee  Resolution  on 

Providing  Medical  Services  to  the  Unemployed 

WHEREAS,  the  Arkansas  Medical  Society  has 
recognized  the  number  of  individuals  who  have 
lost  their  health  insurance  benefits  due  to  unem- 
ployment, reductions  in  federal  and  state  pro- 
grams, and  other  reasons  through  no  fault  of  their 
own;  and 

WHEREAS,  many  physicians  have  in  the  past 
and  are  presently  actively  and  voluntarily  caring 
lor  these  individuals  as  well  as  others  who  are  un- 
able to  pay  for  needed  medical  care,  and 

WHEREAS,  the  Arkansas  Medical  Society  en- 
courages this  age-old  principle  of  the  medical  pro- 
fession, 

BE  IT  THEREFORE  RESOLVED,  that  the 
Arkansas  Medical  Society  commends  its  members 
who  voluntarily  provide  free  or  reduced  fee  ser- 


vices to  people  who  have  lost  their  health  care 
benefits,  and 

THAT,  the  Arkansas  Medical  Society  wishes 
to  encourage  all  physicians  to  participate  in  this 
humanitarian  effort  to  provide  quality  health  care 
to  the  people  of  Arkansas. 

Sub-Committee  on  State  Health  and 
Medical  Resources  for  Civil  Defense 
Charles  H.  Rodgers,  M.D.,  Chairman 

The  above-named  Committee  met  on  January 
29, 1984,  at  the  Arkansas  State  Health  Department 
as  a guest  of  Dr.  Ben  Saltzman,  Director.  The 
meeting  was  called  by  Charles  H.  Rodgers,  M.D., 
Chairman.  Attending  the  meeting  were  Commit- 
tee members,  Alvin  Strauss,  M.D.  and  Walter 
Shriner,  M.D.  Representing  the  State  Health  De- 
partment were  Ben  Saltzman,  M.D.,  Martin  Tull, 
Leon  Brown  and  Anna  M.  Styn.  Representing 
the  Office  of  Emergency  Services  was  David  Max- 
well. Other  attendees  included  David  Wroten  of 
the  Arkansas  Medical  Society  Staff  and  represen- 
tatives from  the  American  Red  Cross  and  United 
States  Air  Force  Hospital  at  the  Little  Rock  Air 
Force  Base.  Dr.  Ryland  Mundie  represented  the 
Emergency  Medicine  Department  at  the  Univer- 
sity of  Arkansas  Medical  Center  and  Dr.  John 
Wolverton  represented  Physicians  for  Social  Re- 
sponsibility. Dr.  Marvin  Leibovich  represented 
the  Arkansas  Chapter  of  American  College  of 
Emergency  Physicians  and  Mark  Bowman  repre- 
sented the  Pulaski  County  Sheriff’s  Department. 

The  reason  for  the  meeting  was  to  better  define 
the  role  of  the  private  physician  in  a civil  disaster. 
This  Committee,  in  their  report  to  the  House  of 
Delegates  April  1982,  stated  there  was  reportedly 
a State  plan  for  civil  disasters  but  they  were  unable 
to  get  a copy  of  this  plan.  They  challenged  this 
year’s  committee  to:  (1)  Better  define  our  role 
in  civil  disasters.  They  had  specific  concerns  about 
the  transfer  and  disposition  of  toxic  waste  mate- 
rials in  the  state;  (2)  Incorporate  concepts  of 
Emergency  Disaster  planning  into  the  medical  ed- 
ucation curriculum  at  the  University  of  Arkansas 
Medical  Center. 

The  purpose  of  the  meeting  was  three-fold:  (1) 
To  define  the  state  health  resources  that  are  re- 
sponsible in  case  of  a disaster  that  threatens  the 
health  and  welfare  of  our  state  citizens;  (2)  To 
decide  if  these  resources  are  adequate;  (3)  To  in- 
sure that  all  resources  are  coordinated  to  assume 
maximum  preparedness  and  efficiency. 

A summary  of  the  discussion  and  partial  an- 
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swers  to  the  above  questions  are  as  follows:  The 
main  principal  that  has  the  responsibility  for  a 
state  emergency  plan  is  the  Arkansas  State  Health 
Department.  They  have  their  authority  through 
the  Arkansas  Emergency  Services,  Act  51 1 of  1973. 
Other  departments  with  direct  responsibility  are 
the  Office  of  Emergency  Services  in  Conway  and 
the  Department  of  Pollution  Control  and  Ecology. 
After  reviewing  the  “Red  Book”,  which  is  the 
Emergency  Operation  Plan  of  the  State  of  Arkan- 
sas, it  was  the  general  consensus  that  there  is  a 
basic  plan  that  could  serve  the  state  well  in  case 
of  a major  disaster.  However,  it  was  the  concern 
of  many  who  attended  the  meeting  that  there  is 
a lack  of  widespread  awareness  of  such  plan  and 
the  plan  is  not  well  coordinated  and  defined  as 
to  assure  maximum  preparedness  and  efficiency. 
The  Emergency  Operation  Plan  is  a large  system 
which  includes  many  agencies,  offices,  divisions 
and  bureaus  and  there  is  apparent  need  for  a full- 
time coordinator  for  the  State  plan.  Apparently 
this  position  was  depleted  in  1980  due  to  lack  of 
funds.  There  was  also  a concern  by  the  private 
practicing  physicians  concerning  communication 
and  cooperation  between  the  state  agencies  and 
the  medical  community  at  large.  A concern  sur- 
faced that  the  Office  of  Emergency  Services  could 
not  provide  enough  paramedics  and  emergency 
technicians  to  take  care  of  triage  in  the  field  out- 
side the  hospitals  should  a major  disaster  occur. 
Several  on  the  Committee  suggested  that  we  look 
at  the  possibility  of  a physician  coordinator  with 
expertise  in  disaster  medicine  to  fulfill  this  role. 
The  Committee  set  as  its  mission  to  deliver  the 
best  medical  care  possible  in  case  of  a disaster 
to  our  patients  and  citizens  of  our  State.  We  feel 
that  our  Committee  is  more  of  an  advisory  and 
information  seeking  committee.  We  agree  with 
the  State  Health  Department  Plan  that  the  pro- 
gram should  start  at  the  local  government  level 
and  the  plan  is  structured  on  that  premise  at  the 
local,  city  and  county  government  levels.  They 
will  respond  first  to  a disaster  and  call  for  the  State 
and  Federal  resources  if  needed.  The  plan  basic- 
ally involves  local  city  and  county  government 
with  the  county  judge  as  director  and,  in  most  in- 
stances, he  has  an  emergency  coordinator.  In  some 
instances,  this  is  a volunteer  physician;  in  other 
cases,  it  may  be  a county  health  officer.  Some  of 
the  counties  do  not  have  the  above-described  coor- 
dinator or  the  coordinator  is  a lay  person  named 
by  the  county  judge.  Some  of  the  larger  cities 
have  their  own  emergency  coordinator.  It  was 

484 


the  Committee’s  feeling  that  the  state  plans  and 
resources  were  probably  adequate  but  need  to  be 
better  coordinated  with  the  medical  community. 
It  was  felt  that  since  all  hospitals  should  have  a 
disaster  plan,  which  is  a requirement  of  the  Joint 
Commission  on  the  Accreditation  of  Hospitals, 
that  the  missing  link  was  the  health  officer  or 
private  physician  to  serve  as  a coordinator  be- 
tween the  hospitals  and  government  agencies. 
Other  agencies  such  as  law  enforcement,  fire  con- 
trol, and  national  organizations  such  as  the  Ameri- 
can Red  Cross  are  important  resources  in  a civil 
disaster. 

The  Committee’s  recommendations  are  as  fol- 
lows: 

1.  To  seek  legislation  to  provide  funds  to  create 
a position  for  coordinating  all  the  State’s 
emergency  medical  systems. 

2.  To  ask  the  State  Medical  Office  to  collect  a 
list  of  county  health  officers  and  county 
medical  society  chairmen  of  their  civil  de- 
fense and  disaster  committees. 

3.  To  help  develop  a model  of  a standard  oper- 
ating procedure  and  a check  list  in  case  of  a 
disaster  to  aid  medical  societies  in  each  of 
the  counties  in  the  State. 

4.  To  pursue  with  the  State  Health  Department 
and  Office  of  Emergency  Services  the  concept 
that  more  physician  input  is  needed  in  triage. 

5.  To  help  disseminate  information  to  better 
educate  the  physician  and  the  public  on  civil 
defense  preparedness. 

6.  To  offer  assistance  and  recognition  to  Dr.  Ry- 
land  Mundie,  Director  of  Emergency  Services 
at  University  of  Arkansas  Medical  Center,  in 
his  effort  to  incorporate  into  the  curriculum 
experience  and  education  for  medical  stu- 
dents and  house  officers  in  preparing  for  civil 
disaster. 

7.  To  recommend  periodic  disaster  drills  both 
on  a local  level  and  possibly  a periodic  wide- 
scale  disaster  drill  covering  larger  areas  of 
the  state. 

8.  To  identify  and  start  a roster  of  physicians 
who  have  expertise  in  the  field  of  civil  dis- 
aster so  that  we  can  better  utilize  these  re- 
sources in  the  medical  community. 

9.  To  check  with  our  parent  organization,  the 
American  Medical  Association  Council  on 
National  Security  and  its  Commission  on  Dis- 
aster Medical  Care,  to  assist  us  in  our  goals. 

10.  To  encourage  seminars  and  physician  educa- 
tion in  disaster  medicine. 
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11.  To  increase  organized  medicine’s  involve- 
ment in  disaster  planning. 

Presented  as  information  to  the  Arkansas  Medical 
Society  Journal  and  as  a partial  report  to  the 
House  of  Delegates  at  the  Arkansas  Medical  Soci- 
ety Annual  Meeting.  April,  1984. 

Annual  Session  Committee 
Charles  H.  Rodgers,  M.D.,  Chairman 

The  108  th  Annual  Session  of  the  Arkansas 
Medical  Society  will  be  held  at  the  Excelsior  Hotel 
and  the  Statehouse  Convention  Center  in  Little 
Rock,  April  12th-15th,  1984.  The  members  of 
tire  Annual  Session  Committee  are;  Charles  H. 
Rodgers,  M.D.,  Chairman;  Dr.  Kelsy  Caplinger; 
Dr.  Richard  O.  Martin;  Dr.  Larry  Lawson;  Mrs. 
Frank  Morgan,  Ex-Officio;  Dr.  Thomas  Bruce; 
Dr.  John  H.  Delamore;  Dr.  Ken  Lilly;  Dr.  Robert 
Casali.  The  host  district  for  the  1984  Program  is 
Pulaski  County  which  includes  councilors.  Dr. 
Ray  Jouett,  Dr.  Harold  Purdy,  Dr.  Frank  Morgan, 
Dr.  William  Jones  and  Dr.  Charles  Logan. 

At  the  first  meeting  of  the  Annual  Session  Com- 
mittee at  Little  Rock  on  September  18,  1983,  the 
Chairman  appointed  several  subcommittees  as 
follows:  The  Scientific  Program  Subcommittee 
Chairman,  Dr.  Thomas  Bruce.  Members  of  this 
Committee  are  Dr.  John  H.  Delamore,  Dr.  Ken 
Lilly,  Dr.  Robert  Casali,  Dr.  Kelsy  Caplinger,  Dr. 
Richard  O.  Martin  and  Dr.  Larry  Lawson.  The 
Social  Subcommittee  is  Dr.  and  Mrs.  Frank  Mor- 
gan, Dr.  and  Mrs.  Charles  Logan.  The  Speaker 
Host  Chairman  is  Dr.  William  Jones.  Prayer 
Breakfast  Liaison  is  Dr.  Ray  Jouett.  Tennis  and 
Racquetball  Committee  Chairman  is  Dr.  Harold 
Purdy.  The  Golf  Committee  includes  Dr.  John 
H.  Delamore  and  Dr.  John  Satterfield.  Dr.  Kelsy 
Caplinger  was  asked  to  serve  as  Chairman  of  the 
Memorial  Service.  Dr.  Robert  Casali  will  serve  as 
Chairman  of  the  Subcommittee  on  Scientific  Ex- 
hibits. The  Committee  deliberated  for  some  time 
and  chose  “Management  of  Chronic  Disease”  as 
the  theme  for  this  year’s  meeting. 

The  Committee  met  again  on  October  30,  1983. 
At  this  time  a tentative  scientific  program  was 
presented  by  Dr.  Bruce  and  the  tentative  speaker 
agenda  was  approved.  In  addition,  the  Commit- 
tee recommended  that  we  invite  Dr.  Hugh  Ritter 
from  St.  Louis  to  be  our  representative  to  this 
year’s  Annual  Meeting  from  the  American  Medi- 
cal Association  Board  of  Trustees.  We  also  de- 
cided to  sponsor  a 5K  Fun  Run  and  this  is  to  be 


sponsored  by  Meadox. 

The  program  will  start  on  Thursday,  April 
12th,  with  a Socio-Economic  Seminar  to  be  held 
following  the  House  of  Delegates  Meeting  on  that 
day.  There  will  be  outstanding  speakers  and 
panel  members  to  present  information  to  our 
members  on  Diagnosis  Related  Groups  (DRG’s) 
and  Alternate  Delivery  Financing  Systems  (ADFS) 
in  the  nation  and  in  Arkansas.  There  will  be  a 
reception  by  Blue  Cross-Blue  Shield  on  Thursday 
evening.  On  Friday  morning,  the  scientific  session 
will  begin  with  outstanding  speakers  covering  a 
myriad  of  medical  information  related  to  the 
“Management  of  Chronic  Diseases”. 

The  scientific  lecture  will  resume  Saturday 
morning.  On  Friday  night,  there  will  be  a Coun- 
cil reception  with  other  social  events  to  be  pre- 
sented at  a later  date.  Saturday  night  will  be  the 
installation  of  officers  with  a formal  dinner  dance 
to  honor  our  incoming  President,  Dr.  Charles 
Wilkins. 

A complete  schedule  of  both  social,  business 
and  scientific  sessions  is  reported  elsewhere  in  this 
Journal. 

Subcommittees  and  Ms.  Leah  Richmond  met 
on  several  other  occasions  to  work  out  many  de- 
tails necessary  to  present  what  the  Committee 
feels  will  be  an  outstanding  Annual  Meeting.  The 
Chairman  would  like  to  thank  the  above-named 
committee  members  for  the  hard  work  and  time 
they  gave  to  this  committee.  The  Committee 
would  like  to  thank  Ms.  Leah  Richmond  and  the 
entire  staff  of  the  Arkansas  Medical  Society  for 
their  guidance,  advice  and  all  their  hard  work. 
They  have  given  the  details  that  must  be  carefully 
and  diligently  taken  care  of  in  order  to  insure  a 
tradition  of  outstanding  Annual  Meetings  of  the 
Arkansas  Medical  Society. 

Committee  on  Position  Papers 
James  M.  Kolb,  Jr.,  M.D.,  Chairman 

The  Committee  on  Position  Papers  has  the 
responsibility  of  developing  the  Arkansas  Medical 
Society’s  official  position  on  various  topics  and 
recommending  the  position  paper  to  the  Council. 
Topics  to  be  considered  are  recommended  by 
members  of  the  committee  and  various  members 
of  the  Medical  Society,  as  well  as  the  Council  and 
House  of  Delegates. 

Since  the  last  meeting  of  the  House  of  Dele- 
gates, the  committee  has  met  three  times  and 
developed  and  referred  papers  to  the  Council. 
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These  papers  appear  in  another  portion  of  this 
Journal  under  the  Report  of  the  Council. 

Position  papers  referred  to  the  Council  this 
year  were  on  the  following  topics:  Supply  and 
Distribution  of  Physicians,  Execution  by  Lethal 
Injection,  and  Lay  Midwifery.  Four  other  papers 
are  currently  under  consideration  and  a portion 
of  these  will  be  referred  to  the  Council  prior  to 
the  Annual  Session  in  1984.  These  are:  The  Ar- 
kansas Medical  Society,  Alternate  Delivery  and 
Financing  Systems,  Pronouncement  of  Death,  and 
Involuntary  Commitment  to  a Mental  Facility. 

I would  like  to  express  my  thanks  to  the  mem- 
bers of  the  committee  and  the  Society  staff  for 
tlieir  work  this  year. 

Since  its  inception  in  1981,  this  committee  has 
developed  or  has  under  consideration  twenty-five 
different  topics  important  to  medicine. 

Professional  Relations  Committee 
for  Eighth  Councilor  District 
James  R.  Rasch,  M.D.,  Chairman 

Over  the  past  year,  our  committee  has  dealt  or 
is  in  the  process  of  dealing  with  three  complaints. 
These  problems  have  been  handled  either  by  the 
chairman  or  with  telephone  consultations  and  it 
has  not  been  necessary  for  our  group  to  formally 
meet.  No  problems  of  any  major  significance 
have  been  encountered. 

Professional  Relations  Committee 
for  Ninth  Councilor  District 
Charles  A.  Ledbetter,  M.D.,  Chairman 

The  Ninth  Councilor  District  Professional  Re- 
lations Committee  responded  to  two  complaints 
in  the  period  from  April  1983.  One  complaint 
involved  the  delivery  fee  in  an  obstetrical  case  of 
an  unassigned  patient  presenting  to  an  area  emer- 
gency room.  The  complaint  was  without  merit 
and  it  was  the  recommendation  of  the  committee 
that  no  action  be  taken  against  the  physician; 
furthermore,  that  he  performed  in  a manner 
which  was  consistent  with  acceptable  medical 
practice,  and  that  no  further  action  was  deemed 
necessary. 

The  second  grievance  was  resolved  without 
complaint. 

Professional  Relations  Committee 
for  Tenth  Councilor  District 

S.  E.  Landrum,  M.D.,  Chairman 

The  Tenth  Ckiuncilor  District  Professional  Re- 
lations Committee  has,  fortunately,  only  had  two 


problems  to  review  this  past  year.  They  both 
involved  different  physicians  regarding  fees.  One 
was  a bit  complex  to  settle  in  that  the  fee  charged 
was  different  than  the  one  that  had  been  predicted 
by  the  surgeon  preoperatively.  This  case  is  in- 
structive in  the  view  of  the  committee  on  that 
basis.  The  second  problem  related  to  a patient 
getting  a duplicated  bill,  which  was  corrected 
actually  prior  to  the  complaint  reaching  us. 

Report  of  Councilors  for  the  Fifth  District 
George  W.  Warren,  M.D.,  Councilor 
Cal  R.  Sanders,  M.D.,  Councilor 

The  Fifth  Councilor  Medical  District  held  its 
annual  meeting  at  the  El  Dorado  Country  Club 
on  January  10,  1984.  Representations  from  all 
counties  involved  were  present  at  the  meeting 
with  a very  good  total  turnout.  Election  of  offi- 
cers resulted  in  Dr.  George  Smith  of  El  Dorado 
being  elected  President;  Dr.  Richard  Pillsbury, 
Secretary;  Dr.  Cal  Sanders  was  renominated  for 
position  of  Councilor. 

Mr.  Gene  Hartsell  of  the  Arkansas  Foundation 
presented  a most  interesting  talk  on  DRG’s  and 
the  involvement  of  the  Arkansas  Foundation  with 
the  implementation  of  the  program  in  the  State 
of  Arkansas.  He  discussed  the  fact  that  some  states 
not  having  had  Professional  Review  Organiza- 
tions are  faced  with  having  PRO’s  that  are 
not  medically  oriented  supervising  their  charts. 
His  talk  was  appreciated  by  all  physicians  in 
attendance. 

Report  of  Councilors  for  the  Eighth  District 
W.  Ray  Jouett,  M.D.,  William  N.  Jones,  M.D., 
Charles  Logan,  M.D.,  Harold  Purdy,  M.D., 
Frank  Morgan,  M.D.,  Councilors 

Meetings  were  held  during  the  year  devoted  to 
the  following  subject: 

1.  A program  on  the  Preferred  Payment  Plan  of 
Arkansas  Blue  Cross-Blue  Shield. 

2.  A discussion  of  legislative  matters  by  Dr. 
Morriss  Henry,  President  of  the  Arkansas 
Medical  Society. 

3.  A presentation  on  the  subject  of  radiation 
concerns. 

4.  A program  devoted  to  current  information  on 
tax  shelters. 

5.  A special  business  meeting. 

6.  Annual  Wives’  Night  Dinner. 

7.  A program  by  a former  Canadian  physician  on 
the  political  aspects  of  the  practice  of  medicine 
in  Canada. 
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Participated  with  the  Auxiliary  in  sponsoring  a 
basketball  game  between  attorneys  and  physicians 
as  a fund-raising  event  for  the  nursing  scholarship 
fund. 

Provided  tliree  camping  scholarships  for  Med 
Camps  of  Arkansas  and  contributed  to  the  fund 
to  help  construct  a swimming  pool  at  the  camp. 

Adopted  a resolution  supporting  the  Arkansas 
Medical  Society’s  Auxiliary  in  their  public  service 
programs. 

Awarded  a medical  scholarship  to  a freshman 
medical  student  in  the  amount  of  |3,500.00. 

Maintained  liaison  with  the  Arkansas  Legisla- 
ture through  the  Society’s  Legislative  Committee. 

Contributed  financially  to  the  athletic  program 
of  the  freshman  class  at  the  University  of  Arkansas 
College  of  Medicine. 

Signed  a contract  with  GTE  to  be  the  distribu- 
tor of  the  MINET  Program. 

REPORT  OF  THE  COUNCIL 
John  P.  Burge,  M.D.,  Chairman 

The  Council  of  the  Arkansas  Medical  Society 
met  on  Sunday,  July  10,  1983,  at  the  Camelot 
Hotel  in  Little  Rock  and  transacted  the  following 
business: 

1.  Chairman  Burge  presented  a memorial  reso- 
lution honoring  Elvin  Shuffield,  who  was 
serving  as  secretary  of  the  Society  at  the  time 
of  his  death.  The  resolution  was  unanimous- 
ly adopted  by  the  Council  and  a moment 
of  silence  was  observed  in  memory  of  Dr. 
Shuffield. 

2.  The  Council  voted  to  recommend  to  the 
House  of  Delegates  that  Dr.  Shuffield  be 
named  an  honorary  past  president  of  the 
Arkansas  Medical  Society. 

3.  The  Council  approved  appointment  of  a 
committee  to  investigate  establishment  of  an 
appropriate  memorial  to  Dr.  Shuffield  and 
make  recommendations  for  consideration  of 
the  Council. 

4.  Chairman  Burge  requested  nominations  for 
the  office  of  secretary  of  the  Society.  Drs.  Ray 
Jouett  and  James  Weber  were  nominated. 
Dr.  Weber  was  elected  to  the  position  by 
secret  ballot. 

5.  The  Council  voted  to  reappoint  Dr.  Jean 
Gladden  of  Harrison  to  a four-year  term  on 
the  Board  of  Directors  of  the  Medical  Educa- 
tion Eoundation  for  Arkansas. 


6.  The  Council  voted  to  recommend  to  the 
Governor  that  Dr.  Guy  Farris  be  reappointed 
to  the  Long  Term  Care  Facility  Advisory 
Board  for  a three-year  term. 

7.  Mr.  Pistole  of  Blue  Cross-Blue  Shield  dis- 
cussed the  experience  rating  for  the  Society’s 
group  plan  and  possible  options  for  changing 
benefits  to  reduce  the  rate  for  participants. 
The  Council  voted  to  poll  the  plan  partici- 
pants regarding  plan  options  and  results  of 
the  poll  be  reported  to  the  Council  for  action. 
The  Council  voted  to  request  that  the  Insur- 
ance Committee  investigate  other  avenues  of 
health  plan  coverage  for  a Society  group. 

8.  Dr.  Martin  Eisele,  president  of  the  Medi- 
cal Education  Foundation  for  Arkansas,  dis- 
cussed the  tax-exempt  status  and  financial 
standing  of  the  Foundation.  The  Council 
gave  approval  to  whatever  action  the  Board 
of  Directors  of  the  Foundation  felt  necessary, 
within  reason,  with  regard  to  the  tax-exempt 
status  of  the  Foundation.  Chairman  Burge 
requested  that  Dr.  Eisele  report  back  to  the 
Council  on  action  taken  by  the  Board  of 
Directors  of  MEFFA. 

9.  Dr.  Gilbert  Buchanan  and  Mr.  Orvil  Burks 
discussed  the  State  Health  Plan  for  the 
School  Health  Curriculum  Project  (Berkeley 
Model).  The  Council  voted  its  support  of  the 
program. 

10.  Dr.  Milton  Deneke,  chairman  of  the  Public 
Relations  Committee,  discussed  a proposed 
film  on  the  problem  of  driving  while  intoxi- 
cated to  be  produced  by  the  Arkansas  State 
Police.  Mr.  Sims  and  Sergeant  Young  of  the 
State  Police  discussed  the  project  and  urged 
the  Society  to  become  a sponsor.  The  Coun- 
cil voted  to  contribute  $7,860  toward  produc- 
tion of  the  film. 

11.  Chairman  Burge  presented  the  proposed  job 
description  and  estimate  of  costs  involved  for 
adding  to  the  full-time  staff  of  the  head- 
quarters office  for  public  relations  activities. 
Dr.  Long  discussed  the  job  description  and 
indicated  that  the  position  was  really  for  a 
full-time  fieldman.  Dr.  Warren  moved  that 
the  Council  forthwith  take  steps  to  institute 
the  program.  Dr.  Weber  made  a substitute 
motion  to  change  the  job  title  to  “profes- 
sional relations”  rather  than  “public  rela- 
tions” and  listed  areas  of  work  as  (1)  edu- 
cating members,  (2)  establishing  better 
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grassroots  relationship  with  the  membership, 
(3)  increasing  political  activity  on  a local 
basis,  and  (4)  increasing  the  membership, 
with  the  thrust  of  the  proposal  being  a pro- 
fessional relations  position,  but  with  the 
individual  working  in  both  areas.  Both  mo- 
tions received  unanimous  approval  of  the 
Council. 

12.  Dr.  James  Weber,  chairman  of  the  Committee 
on  Medical  Legislation,  presented  proposed 
“Articles  of  Association  of  AMS  State  Legis- 
lative Committee.”  There  was  discussion  by 
the  Council  and  amendments  to  wording  of 
Articles  proposed: 

( 1 ) In  Article  5 delete  reference  to  citizen- 
ship. 

(2)  In  Article  10,  change  to  provide  for 
removal  by  majority  vote  of  the  Council 
and  deleting  provision  for  removal  by 
trustees. 

(3)  In  Article  12,  add  provision  for  dissolu- 
tion to  be  approved  by  the  House  of 
Delegates. 

In  response  to  a question,  the  ex-officio  mem- 
ber referred  to  in  Article  8 was  interpreted  to 
mean  “non-voting”  member. 

The  Council  accepted  the  Articles  with 
amendments  proposed. 

The  Articles  as  revised  are  as  follows: 
ARTICLES  OF  ASSOCIATION  OF  AMS 

STATE  LEGISLATIVE  COMMITTEE 

ARTICLE  1.  Name.  The  name  of  this 
Association  shall  be  AMS  State  Legislative 
Committee  (hereinafter  referred  to  as  the 
“Committee”). 

ARTICLE  2.  Principal  Office  and  Ad- 
dress. The  principal  office  of  the  Committee 
shall  be  located  in  Fort  Smith,  Arkansas. 

ARTICLE  3.  Organization  and  Mem- 
bership. The  Committee  shall  be  a volun- 
tary, nonprofit,  unincorporated  association 
operating  as  a separate,  segregated  fund  from 
the  Arkansas  Medical  Society.  The  member- 
ship of  the  Committee  for  each  calendar  year 
shall  be  those  members  of  the  Arkansas  Medi- 
cal Society  who  have  made  a financial  contri- 
bution to  the  Committee  in  that  calendar 
year. 

ARTICLE  4.  Purposes  and  Powers. 

Section  1.  The  purpose  of  this  Commit- 
tee is  to  provide  the  opportunity  for  indi- 
viduals interested  in  Legislative  matters 


pertaining  to  Arkansas  medicine  to  con- 
tribute to  the  support  of  worthy  candidates 
for  State  office,  including  the  Arkansas  Leg- 
islature and  State  Constitutional  officers, 
who  the  Committee  believes  are  sensitive  to 
issues  affecting  the  quality  of  medical  care  in 
the  State  of  Arkansas.  To  further  these  pur- 
poses, the  Committee  is  empowered  to  solicit, 
directly  or  indirectly,  and  to  accept  financial 
contributions  and  to  make  expenditures  in 
connection  with  the  attempt  to  influence  the 
selection,  nomination  or  election  of  indi- 
viduals to  State  office  in  Arkansas. 

Section  2.  The  Committee  shall  possess 
and  may  exercise  all  powers  and  privileges 
set  forth  in  these  Articles  together  with  all 
powers  and  privileges  necessary  or  convenient 
to  the  conduct,  promotion  or  attainment  of 
the  purposes  of  the  Committee. 

ARTICLE  5.  Participation.  Any  person 
or  entity  may  be  eligible  to  contribute  to  the 
Committee. 

ARTICLE  6.  Contributions. 

Section  1.  All  contributions  of  the  Com- 
mittee shall  be  voluntary  and  no  contribution 
to  the  Committee  shall  be  solicited  or  secured 
by  physical  force,  job  discrimination  or  finan- 
cial reprisal  or  threat  thereof,  or  as  a condi- 
tion of  employment. 

Section  2.  Basic  policies  with  respect  to 
the  expenditure  or  distribution  of  all  contri- 
butions to  the  Committee  shall  be  within  the 
sole  discretion  of  the  Trustees  of  the  Com- 
mittee. At  least  one  meeting  of  the  entire 
membership  of  the  Committee  shall  be  held 
each  calendar  year  at  the  time  and  place 
designated  by  the  Board  of  Trustees. 

ARTICLE  7.  Separate  Segregated  Fund. 
All  contributions  to  the  Committee  shall  be 
maintained  by  the  Committee  as  a separate 
segregated  fund  in  one  or  more  designated 
depositories,  and  all  expenditures  by  the 
Committee  in  support  of  any  candidate  or 
political  committee  shall  be  made  from  that 
fund  and  no  other  source.  All  checks  for  such 
expenditures  shall  be  signed  by  at  least  two 
Trustees. 

ARTICLE  8.  Trustees.  The  governing 
body  of  the  Committee  shall  be  a Board  of 
Trustees,  composed  of  three  members  se- 
lected each  year  by  the  Council  of  the  Arkan- 
sas Medical  Society.  The  initial  Board  of 
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Trustees  shall  be  James  R.  Weber,  M.D.,  W. 
Payton  Kolb,  M.D.,  and  Asa  A.  Crow,  M.D., 
subject  to  ratification  by  the  Council  of  the 
Arkansas  Medical  Society.  In  addition  to  the 
three  (3)  members  to  be  selected  by  the  Coun- 
cil, each  President  of  die  Arkansas  Medical 
Society  shall  serve  as  an  Ex-Officio  member 
of  the  Board  of  Trustees  during  his  tenure  as 
President. 

The  Trustees  are  empowered  to  set  basic 
policies  with  respect  to  expenditures  to 
be  made  by  the  Committee  and  to  direct 
disbursements  to  specific  candidates.  The 
Trustees  shall  determine  the  procedures  for 
collection  and  distribution  of  funds  to  the 
candidates  and  political  committees  that  the 
Committee  shall  support  and  the  amount  of 
all  expenditures  and  disbursements  by  the 
Committee. 

ARTICLE  9.  Officers. 

Section  1.  The  officers  of  the  Committee 
shall  be  the  Chairman  and  Secretary- 
Treasurer,  selected  annually  from  among  the 
members  of  the  Board  of  Trustees  and  to  be 
elected  by  the  Board  of  Trustees.  The  dates 
of  elections  and  the  procedures  governing 
them  shall  be  determined  by  the  Trustees. 

Section  2.  Subject  to  the  determinations 
of  the  Board  of  Trustees,  the  Chairman  shall 
administer  and  have  general  and  active  man- 
agement and  supervision  of  all  affairs  of  the 
Committee.  The  Chairman  shall  preside  at 
all  Committee  meetings  and  meetings  of  the 
Board. 

Section  3.  The  Secretary-Treasurer  shall 
be  the  chief  financial  officer  of  the  Commit- 
tee and  shall  keep  the  financial  records, 
minutes  and  other  records  of  the  Committee. 

ARTICLE  10.  Removal.  A Trustee  may 
be  removed  by  a majority  vote  of  the  Council 
of  the  Arkansas  Medical  Society. 

ARTICLE  11.  Adoption  of  Articles  of 
Association  and  Amendments.  These  Articles 
shall  be  adopted  effective  April  8,  1983.  The 
Articles  may  be  amended  from  time  to  time 
by  a majority  vote  of  the  Trustees,  subject  to 
the  approval  of  the  Council  of  the  Arkansas 
Medical  Society. 

ARTICLE  12.  Dissolution.  The  Com- 
mittee may  be  dissolved  at  any  time  by  a 
majority  vote  of  the  Council  of  the  Arkansas 
Medical  Society  or  a majority  vote  of  the 


House  of  Delegates. 

13.  Dr.  Long  discussed  proposals  received  regard- 
ing the  feasibility  study  on  the  headquarters 
office.  The  Council  voted  to  request  that  the 
executive  vice  president  continue  to  seek 
information  from  independent  firms  on  the 
cost  of  such  a feasibility  study. 

14.  The  Council  reviewed  the  schedule  for  future 
meetings  of  the  Arkansas  Medical  Society. 
The  Council  voted  to  hold  its  1987  meeting 
in  Fayetteville. 

15.  The  Council  voted  to  participate  as  a co- 
sponsor for  a proposed  mid-south  regional 
conference  on  socio-economic  issues  planned 
for  Memphis  in  September  1984.  The  chair- 
man was  authorized  to  appoint  two  members 
to  serve  on  the  steering  committee  for  the 
conference. 

16.  Dr.  Kemal  Kutait,  chairman  of  the  Pension 
Trustees,  reported  on  the  Pension  Board’s 
consideration  of  depositories  for  the  funds  of 
the  pension  trust.  He  asked  for  approval 
from  the  Council  to  make  a commitment  to 
Worthen  Bank  if  the  trustees  could  reach  an 
agreement  with  the  Bank  for  handling  of  the 
funds.  The  Council  voted  to  request  that  the 
Board  of  Trustees  of  the  Pension  Plan  nego- 
tiate with  the  bank  and  report  back  to  the 
Council  before  making  any  commitment. 

17.  The  Council  approved  the  following  appoint- 
ments by  Chairman  Burge  for  an  ad  hoc 
committee  to  study  the  issue  of  informed 
consent  legislation; 

Dr.  Larry  Lawson,  Paragould,  Chairman 

Dr.  John  Broadwater,  Fort  Smith 

Dr.  Bill  Tranum,  Little  Rock 

Dr.  S.  Killeen  DesLauriers,  Little  Rock 

Dr.  Pat  Phillips,  Fort  Smith 

Dr.  Robert  H.  Janes,  Fort  Smith 

Dr.  James  Weber,  Jacksonville 

18.  The  Council  approved  appointment  of  Dr. 
Susan  Baker  of  Little  Rock  to  the  Drug  Utili- 
zation Review  Committee  for  the  Medicaid 
Drug  Program  to  replace  Dr.  Shuffield. 

19.  At  the  request  of  the  sixth  district  councilors, 
the  Council  deferred  until  the  next  meeting 
action  on  appointment  to  the  professional 
relations  committee  for  the  sixth  district. 

The  Council  met  on  Sunday,  October  30,  1983, 

at  the  Camelot  Hotel  in  Little  Rock  and  trans- 
acted the  following  business: 

1.  Heard  a report  on  the  recent  meeting  of 
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the  AMA  House  of  Delegates  by  Dr.  A.  E. 
Andrews. 

2.  Received  information  from  the  AMA  field 
representative,  Ms.  Kintzel,  on  recent  activi- 
ties of  the  AMA. 

3.  The  Council  voted  approval  of  the  report  of 
the  Executive  Committee  covering  actions  of 
the  following  dates: 

August  1,  1983: 

A.  Authorized  a letter  be  written  to  the  East 
Arkansas  Family  Health  Center,  West 
Memphis,  Arkansas,  endorsing  the  appli- 
cation for  Federal  funds  to  support  the 
nurse  midwife  program  in  Eastern  Ar- 
kansas. 

B.  Agreed  to  change  the  Arkansas  Medical 
Society  group  Blue  Cross-Blue  Shield  plan 
to  $500  deductible. 

C.  Agreed  to  extend  the  lease  on  the  upstairs 
office  space  to  January  1,  1986,  to  coincide 
with  the  lease  for  the  downstairs  office 
space,  which  expires  on  that  date.  The 
present  lease  for  the  upstairs  office  space 
expires  October  1,  1983. 

August  24,  1983: 

A.  Considered  the  request  of  the  West  Ar- 
kansas Health  Systems  Agency  and  voted 
to  reappoint  Dr.  Lee  Parker  to  represent 
Washington  County  and  to  reappoint  Dr. 
Jean  Gladden  as  a representative  from 
Boone  County. 

B.  Discussed  the  advantages  of  buying  a 
module  for  the  wordprocessor  so  that 
Journal  labeling  could  be  done.  This 
module  would  cost  approximately  $1,000 
and  would  effect  an  annual  savings  of 
approximately  $1,740.  The  Executive 
Committee  voted  approval  of  this  pur- 
chase. 

C.  Reviewed  a proposed  contract  being 
offered  to  physicians  by  the  Medical  Pro- 
fessionals, Ltd.,  and  recommended  that 
all  physicians  should  be  advised  immedi- 
ately that  it  would  be  to  their  best  interest 
to  refer  any  contracts  to  competent  legal 
counsel  prior  to  signing. 

September  12,  1983: 

A.  Reviewed  the  qualifications  of  Mr.  David 
W.  Wroten  for  the  position  of  Profes- 
sional Relations  Coordinator  and  voted 
unanimously  to  accept  the  recommenda- 
tion of  the  Executive  Vice  President  to 


hire  Mr.  Wroten  for  the  position. 

B.  Discussed  and  recommended  that  the  Ar- 
kansas Medical  Society  investigate  and 
support  legislation  in  the  upcoming  Spe- 
cial Session  of  the  Legislature  concerning 
improving  education. 

C.  Voted  to  encourage  the  physicians  in  the 
State  to  become  involved  in  providing 
medical  examinations  and  services  to 
their  local  schools’  athletic  programs. 

4.  Secretary  Weber  gave  the  Council  a brief 
report  on  the  special  session  of  the  Legisla- 
ture and  the  State  Legislative  Program. 

5.  Dr.  Bob  Benafield,  chairman  of  the  Hospital 
Committee,  presented  recommendations  of 
his  committee  which  were  approved  by  the 
Council.  The  recommendations  appear  else- 
where in  the  report  of  the  Hospital  Com- 
mittee. 

6.  Dr.  James  M.  Kolb,  Jr.,  Chairman  of  the 
Position  Papers  Committee,  presented  papers 
for  consideration  of  the  Council. 

The  Council  approved  the  paper  on  Lethal 
Injection  and  commended  the  Committee  for 
its  work. 

The  Council  approved  the  paper  on  the 
Supply  and  Distribution  of  Physicians  with 
one  editorial  change. 

The  Council  approved  the  paper  on  Lay 
Midwifery. 

The  approved  papers  are  as  follows: 

POSITION  PAPER  ON  EXECUTION 
BY  LETHAL  INJECTION 
The  United  States  Supreme  Court,  in  1976, 
held  for  the  first  time  that  capital  punish- 
ment is  not  necessarily  cruel  and  unusual 
punishment  under  the  Eighth  Amendment  to 
the  Constitution  of  the  United  States.  The 
Supreme  Court’s  ruling  raises  new  issues  con- 
cerning the  administration  of  the  death  pen- 
alty. One  such  issue  neglected  during  debate 
over  the  constitutionality  of  capital  punish- 
ment is  the  constitutionality  of  the  various 
means  used  to  take  the  lives  of  the  con- 
demned. The  elimination  of  barbarity  from 
methods  of  administering  death  is  of  concern 
not  only  to  those  advocating  abolition  of 
capital  punishment  but  of  many  who  favor 
its  retention.  The  Supreme  Court  has  never 
directly  confronted  the  issue  of  the  cruelty 
associated  with  the  various  methods  of  im- 
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posing  capital  punishment,  nor  considered 
evidence  on  the  actual  pain  caused  by  any 
method  of  execution. 

Legislative  attempts  to  provide  more  hu- 
mane alternatives  to  the  present  method  of 
execution  — hanging,  shooting,  electrocution, 
and  gassing  — have  begun.  The  states  of  Ok- 
lahoma, Texas,  Idaho,  New  Mexico,  and  most 
currently  (1983)  Arkansas,  provide  lethal 
injection  as  the  method  of  capital  punish- 
ment. It  can  be  anticipated  that  Supreme 
Court  cases  examining  the  legality  of  the 
traditional  methods  of  execution  will  be 
heard  in  the  near  future. 

In  the  opinion  of  many,  the  present 
methods  of  execution  can  be  ranked  from  the 
most  to  least  cruel  as  follows: 

1.  Hanging 

2.  Shooting 

3.  Electrocution 

4.  Gas  Chamber 

5.  Lethal  Injection 

It  is  because  of  these  considerations  that 
the  Arkansas  General  Assembly  changed  the 
method  of  execution  in  Arkansas  from  elec- 
trocution to  lethal  injection. 

Physicians  take  an  oath  to  maintain  life 
and  prevent  suffering.  Members  of  the  Ar- 
kansas Medical  Society  are  of  the  opinion 
that  lethal  injection  is  probably  the  least 
cruel,  painful,  and  demeaning  method  of 
capital  punishment  if  capital  punishment  is 
the  law.  The  Council  of  the  Arkansas  Medi- 
cal Society  adopted  the  following  statement 
prior  to  the  change  in  Arkansas  law  to  utilize 
lethal  injection  as  the  State’s  method  of  capi- 
tal punishment: 

1.  An  individual's  opinion  on  capital  pun- 
ishment is  the  personal,  moral  decision 
of  the  individual. 

2.  A physician,  as  a member  of  a profession 
dedicated  to  preserving  life  when  there  is 
hope  of  doing  so,  should  not  be  a partici- 
pant in  a legally  authorized  execution. 

3.  A physician  may  make  a determination  or 
certification  of  death  as  currently  pro- 
vided by  law  in  any  situation. 

POSITION  PAPER  ON  THE  SUPPLY 
AND  DISTRIBUTION  OF  PHYSICIANS 
It  became  apparent  in  the  early  I960’s  that 
Arkansas  soon  would  be  facing  a crisis  in  the 


delivery  of  health  services  in  many  rural 
areas.  As  physicians  practicing  in  small  towns 
died  or  retired,  they  were  not  being  replaced. 
This  was  due  to  many  factors,  some  of  which 
were  the  increase  in  knowledge  and  technolo- 
gy in  medical  care  and  the  resulting  increase 
in  young  physicians  entering  specialty  fields 
of  medicine.  With  the  increase  in  the  num- 
ber of  specialists,  physicians  tended  to  con- 
gregate in  larger  towns  where  more  so- 
phisticated medical  facilities  and  larger 
populations  existed.  Even  in  these  larger 
towns,  however,  physician  shortages  were 
noted. 

During  the  1910’ s a trend  began  which  has 
greatly  benefited  the  people  of  Arkansas, 
especially  those  living  in  the  less  populous 
areas.  During  this  time,  Arkansas  began  to 
see  a significant  increase  in  the  number  of 
physicians  locating  outside  of  urban  areas. 
This  was  due  to  an  increase  in  the  number 
of  physicians  available,  improved  medical 
facilities  in  the  needy  communities,  and  to 
placement  efforts  of  the  Medical  Society,  the 
Arkansas  Department  of  Health,  and  the 
University  of  Arkansas  College  of  Medicine. 
Many  of  the  more  urban  areas  began  to  ac- 
quire physicians  in  adequate  numbers  to 
meet  their  needs,  and  this  lead  to  an  increas- 
ing supply  of  physicians  available  for  the 
smaller  towns. 

During  that  same  I970’s  decade,  the  total 
number  of  physicians  in  the  United  States 
increased  by  approximately  45%.  During 
that  period,  the  number  of  physicians  in  Ar- 
kansas increased  approximately  64%.  This 
placed  Arkansas  I5th  nationally  in  the  rate 
of  increase  in  the  number  of  physicians. 

With  the  change  in  numbers  came  more 
subtle  changes,  such  as  an  increase  in  the 
number  of  primary  care  physicians  brought 
about  by  the  increased  emphasis  by  the  Uni- 
versity of  Arkansas  College  of  Medicine  and 
other  medical  schools  on  training  more  pri- 
mary care  physicians.  During  the  latter  part 
of  the  decade  of  the  I970’s,  there  also  began 
a trend  of  more  non-primary  care  physicians 
locating  in  smaller  towns. 

In  general,  the  northern  part  of  Arkansas 
as  well  as  the  urban  areas  have  been  more 
fortunate  in  recruiting  physicians  than  the 
southern  and  eastern  parts  of  the  State;  more 
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recently  even  these  areas  are  showing  an  in- 
crease in  the  number  of  physicians. 

In  looking  at  the  supply  and  distribution 
of  physicians,  the  question  arises  as  to  what 
constitutes  a reasonable  number  of  medical 
doctors  for  a given  population,  and  even 
more  specifically,  what  should  be  the  ideal 
physician  population  ratio  for  specific  fields 
of  practice.  This  type  of  question  is  difficult 
to  answer  because  it  involves  a multitude  of 
variables,  all  of  which  are  changing.  The 
factors  include  changes  in  the  demand  for  a 
particular  type  of  medical  services,  changes 
in  the  age  and  state  of  health  of  the  popula- 
tion, changes  in  medical  knowledge,  and 
changes  in  community  development  and 
trade  patterns.  Also,  when  one  tries  to  deter- 
mine the  number  of  physicians  needed  in  a 
specific  area,  one  must  consider  the  availa- 
bility of  primary  care  and  other  physicians  in 
adjacent  areas.  For  an  area  to  be  classified 
as  a Health  Manpozoer  Shortage  Area  by  the 
Federal  Government,  there  must  be  a popu- 
lation greater  than  3,500  for  every  primary 
care  physician. 

In  looking  at  the  future  availability  of 
physicians  for  needy  Arkansas  towns,  one 
must  take  into  consideration  the  projections 
of  physician  supply  developed  by  the  Grad- 
uate Medical  Education  National  Advisory 
Council.  This  Federally  appointed  Council, 
in  a report  submitted  in  1980,  projected  a 
surplus  of  physicians  by  1990  and  a sizable 
surplus  by  the  year  2000.  Although  there  are 
concerns  about  certain  aspects  of  the  study 
design,  it  did  point  out  the  fact  that  there  will 
be  significantly  more  physicians  entering 
practice  throughout  the  nation  in  future 
years. 

Efforts  have  been  made  at  the  University 
of  Arkansas  College  of  Medicine,  with  sup- 
port of  the  members  of  the  Arkansas  Medical 
Society,  to  train  more  physicians  in  primary 
care  by  developing  a large  number  of  educa- 
tional opportunities.  In  recent  years,  the 
Area  Health  Education  Centers  (AHEC’s) 
have  been  developed  which  are  educating  and 
training  more  family  physicians  in  several 
areas  across  the  State.  This  has  been  instru- 
mental in  producing  physician  graduates 
who  have  broad  skills  and  who  are  well 
acquainted  with  health  care  needs  across 


Arkansas. 

The  Arkansas  Medical  Society  strongly 
supports  and  will  participate  in  efforts  to 
assist  physicians  who  will  establish  their  prac- 
tice in  areas  where  there  are  shortages  of 
physicians.  However,  the  Society  opposes  any 
efforts  to  restrict  or  mandate  where  physi- 
cians may  practice. 

The  Society  supports  the  efforts  of  the 
University  of  Arkansas  for  Medical  Sciences 
to  train  an  adequate  number  of  physicians 
for  the  State  of  Arkansas  and  strongly  sup- 
ports Federal  and  State  funding  for  student 
loans  and  grants  to  medical  schools  which 
would  provide  a pool  of  physicians  both  now 
and  in  the  future  to  meet  the  needs  of 
Arkansas. 

The  Society  supports  efforts  to  collect 
and  maintain  adequate  information  on  the 
supply  and  distribution  of  physicians  by 
those  organizations  and  institutions  which 
have  a role  in  the  future  direction  of 
medicine. 

POSITION  PAPER  ON 
LAY  MIDWIFERY 

Webster’s  Dictionary  defines  midwife  as 
“a  woman  who  assists  other  women  in  child- 
birth”. Midwifery  is  defined  as  “the  art  or 
act  of  assisting  at  childbirth”,  and  lay  is  de- 
fined as  “not  of  or  from  a particular  profes- 
sion: unprofessional”.  Thus,  we  define  lay 
midwifery  as  the  act  of  an  unprofessional 
assisting  at  childbirth. 

A lay  midwife  should  not  be  confused  with 
a nurse  midwife.  A nurse  midwife  is  an 
individual  educated  in  the  two  disciplines, 
nursing  and  midwifery.  Educational  require- 
ments are  that  a nurse  midwife  first  become 
a registered  nurse  and  then  receive  special 
training,  usually  on  a Master’s  degree  level. 
By  law,  any  person  can  become  a lay  midwife 
without  education  or  training. 

There  were  two  laws  passed  in  1983  that 
dealt  with  the  issue  of  midwifery.  Act  824, 
the  Arkansas  Nurse  Midwifery  Act,  estab- 
lished educational  requirements  for  nurse 
midwives  and  delineated  their  educational 
requirements.  The  law  authorized  the  State 
Board  of  Nursing  to  license  and  regulate 
nurse  midwives.  The  law  requires  that  the 
nurse  midwife,  as  a condition  precedent  to 
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practice,  have  on  file  luith  the  State  Board  of 
Nursing  a consulting  physician  agreement 
with  a physician  licensed  under  the  Arkansas 
Medical  Practices  Act  who  has  obstetrical 
privileges  in  a hospital.  It  further  requires 
that  a nurse  midivife  refer  to  a physician  any 
patient  presenting  symptoms  indicating  devi- 
ation from  a normal  pregnancy,  spontaneous 
birth,  or  postpartum  course.  A nurse  mid- 
wife must  function  under  written  protocols 
established  in  conjunction  with  a consulting 
physician.  Rules  and  regulations  pertaining 
to  nurse  midwifery  are  jointly  developed 
by  two  physicians  practicing  obstetrics  and 
gynecology  in  the  State,  along  with  two  nurse 
midwives. 

Act  838  is  the  lay  midwife  act.  This  law 
simply  allows  the  State  Board  of  Health  to 
administer  provisions  of  the  law  and  adopt 
regulations  governing  the  qualifications  for 
lay  midwives  to  practice.  It  defines  lay  mid- 
wife as  “any  person,  other  than  a licensed 
physician  of  this  State,  who  shall  attend  or 
agree  to  attend  any  woman  at  or  during 
childbirth” . 

The  law  stipulates  that  lay  midioives  can 
practice  only  in  those  counties  having  32.5% 
or  more  of  its  population  below  the  poverty 
level  as  determined  by  the  1980  census.  It 
does  state  that  such  practices  will  be  under 
the  supervision  of  a physician  licensed  under 
the  Arkansas  Medical  Practices  Act  who  has 
obstetrical  privileges  in  a hospital  in  Arkan- 
sas. The  law  makes  no  provision  for  the 
supervising  physician  to  be  located  in  the 
immediate  area.  For  example,  the  super- 
vising physician  may  reside  in  Fayetteville 
and  the  lay  midwife  practice  in  Dermott. 
This  law  was  extremely  poorly  written.  The 
law  has  no  safeguards  for  the  public  in  that 
it  has  no  educational  requirements  for  train- 
ing of  lay  midwives.  It  leaves  this  to  the  dis- 
cretion of  the  State  Board  of  Health.  This 
is  the  only  legislation  in  Arkansas  pertaining 
to  the  independent  delivery  of  medical 
services  that  does  not  contain  educational 
requirements  for  the  individual  providing 
services. 

There  is  nothing  in  the  law  that  gives  any 
board  or  organization  authority  to  repeal  the 
license  or  otherwise  discipline  the  lay  mid- 
wife functioning  outside  the  rules  and  regu- 


lations developed  by  the  State  Board  of 
Health. 

The  Arkansas  Medical  Society  strongly  op- 
posed legislation  authorizing  the  practice  of 
lay  midwifery  because  it  presents  a danger 
both  to  the  expectant  mother  and  the  child. 
The  infant  mortality  rate  in  Arkansas  has 
shown  a steady  decline  and  in  1981  for  the 
first  time  fell  below  the  national  level.  It  is 
the  opinion  of  the  Arkansas  Medical  Society 
that  this  is  in  large  part  due  to  the  decline  in 
births  outside  the  health  care  system  and  the 
improvement  in  the  quality  and  availability 
of  medical  care.  A review  of  a wide  range  of 
literature  pertaining  to  obstetrical  care  indi- 
cates that  as  many  as  20%  or  more  of  births 
in  the  United  States  have  some  type  of 
complication  requiring  medical  intervention. 
Many  of  these  complications  are  life  threaten- 
ing to  child  or  mother  and  in  some  cases, 
both.  The  complications  that  arise  prior  to 
delivery,  during  delivery,  and  after  delivery 
may  require  extremely  skilled  knowledge,  use 
of  a variety  of  lifesaving  drugs,  surgery,  or 
equipment,  the  capabilities  all  of  which  are 
beyond  that  of  a lay  midwife. 

Lay  midwifery  has  been  touted  as  being  a 
low  cost,  safe,  natural,  method  of  childbirth. 
Lay  midwifery  has  been  called  the  “natural 
method”  of  child  delivery.  This  implies  that 
it  is  unnatural  to  use  drugs  or  provide  other 
lifesaving  methods  to  intervene  in  the  de- 
livery of  a child.  Similarly,  this  misconcep- 
tion inspires  some  women  to  prefer  such 
“natural”  childbirth  over  that  by  professional 
assistance. 

One  of  the  most  alarming  areas  concerning 
delivery  by  lay  midwifery  is  that  they  may  be 
unaware  of  the  warning  signs  of  impending 
problems  until  it  is  too  late. 

Indeed,  cases  have  been  reviewed  where 
lay  midwives  have  tried  to  persuade  an  ex- 
pectant mother  not  to  seek  medical  care  in 
the  face  of  what  any  trained  and  educated 
person  would  recognize  as  severe  danger 
signs.  The  Arkansas  Medical  Society  sup- 
ports continuing  efforts  to  improve  the  avail- 
ability of  medical  services,  especially  where 
there  are  problems  in  the  availability  of 
quality  medical  care.  Although  some  areas  of 
the  State  continue  to  be  underserved,  the 
Arkansas  Medical  Society  does  not  endorse 
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the  concept  of  untrained  or  poorly  trained 
lay  people  providing  medical  care  services 
including  lay  persons  providing  obstetrical 
care. 

7.  Dr.  Purcell  Smith,  Jr.,  chairman  of  the 
Medicine-Business  Liaison  Committee,  re- 
ported for  his  committee.  He  reported  to 
the  Council  that  he  felt  it  unlikely  that  a 
medicine-business  coalition  would  be  estab- 
lished; he  expressed  the  opinion  that  a more 
active  informal  liaison  between  medicine  and 
business  would  be  appropriate  and  such  ac- 
tivity would  be  more  effective  on  a local  basis. 
He  presented  recommendations  from  his 
committee  that  (1)  the  Council  endorse  the 
concept  of  alternate  delivery  systems  and 
(2)  encourage  the  members  to  communicate 
with  their  local  business  representatives, 
making  it  known  that  Society  staff  personnel 
and  Medical  Liaison  Committee  members 
would  be  available  for  advice,  information, 
and  suggestions. 

The  Council  voted  to  accept  the  report  of 
the  committee  with  a change  in  the  terminol- 
ogy of  recommendation  (1)  to  “the  Council 
directs  continued  study  of  and  experimenta- 
tion witlr  the  concept  of  alternate  delivery 
systems.” 

8.  Upon  motion  of  Dr.  Joyce,  the  Council  ap- 
proved appointments  to  the  Professional 
Relations  Committee  as  follows: 

Fifth  District— Dr.  John  Alexander, 
Magnolia 

Sixth  District— Dr.  Herb  Wren,  Texarkana 

9.  The  Council  named  Dr.  Ray  Jouett  to  suc- 
ceed the  late  Dr.  Joe  Rushton  as  a member 
of  the  Board  of  Trustees  of  the  Medical 
Education  Foundation  for  Arkansas. 

10.  The  Council  approved  the  granting  of 
a charter  to  the  Carroll  County  Medical 
Society. 

11.  Dr.  Charles  Logan  reported  for  the  Board  of 
Trustees  of  the  Employee  Pension  Plan.  He 
recommended  to  the  Council  that  the  funds 
in  the  pension  trust  be  invested  with  Wor- 
then  Bank’s  Collective  Investment  Fund. 
There  will  be  an  annual  management  charge 
of  6/10  of  1%  for  the  first  $500,000  or  a min- 
imum of  $300.  There  would  be  an  additional 
charge  of  $7.50  per  participant  for  maintain- 
ing and  providing  participant  records  an- 


nually, $3  per  distribution  check  issued,  and 
a fee  of  1%  upon  transfer  or  termination  of 
the  plan.  The  Council  approved  the  recom- 
mendation of  the  Board  of  Trustees.  Dr. 
Logan  presented  a further  recommendation 
from  the  Trustees  that  the  plan  be  modified 
to  allow  participants  to  have  an  individually- 
directed  participant  account.  The  charge  on 
an  individually-directed  account  would  be 
$75  minimum  per  year  up  to  $12,500  and  the 
regular  6/10  of  1%  above  that  amount.  The 
trustees  stipulated  that  the  employee  would 
be  required  to  notify  the  pension  trustees  of 
an  election  to  utilize  the  participant-directed 
option  and  that  all  costs  related  to  the 
participant-directed  account  would  be  borne 
by  the  participant. 

12.  The  Council  voted  to  write  Mr.  Glen  Owens 
thanking  him  for  his  past  service  and  dis- 
missing him  from  any  further  service  with 
the  employee  pension  plan. 

The  Council,  in  executive  session,  took  the 
following  actions: 

1.  The  Council  considered  the  budget  as  pre- 
sented by  the  chairman  of  the  Budget  Com- 
mittee, Dr.  John  Hestir.  The  Council  voted 
to  accept  the  budget  as  presented,  with  one 
objector. 

2.  Dr.  Hestir  discussed  the  need  for  action  per- 
taining to  resolution  of  the  problem  of  the 
future  home  office  site  and  after  much  dis- 
cussion by  various  members  of  the  Council, 
it  was  voted  that  the  Long  Range  Planning 
Committee  would  be  directed  to  contact  vari- 
ous firms  that  could  make  a survey  and  make 
recommendations  and  bring  these  recom- 
mendations back  to  the  Council  at  the  next 
Council  meeting. 

The  Council  met  on  Sunday,  January  15,  1984, 
at  the  Camelot  Hotel  in  Little  Rock  and  trans- 
acted the  following  business: 

1.  Heard  Dr.  Aubrey  Smith  report  for  the  Im- 
paired Physician  Committee.  His  report 
included  recommendations  that  the  Society 
approve  an  initial  funding  of  $5,000  for 
implementation  of  an  impaired  physician 
program.  The  Council  voted  approval  of  the 
initial  funding  of  $5,000  as  requested  by  the 
Committee.  The  following  is  a “Flow  Chart” 
of  the  committee’s  proposal: 
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Impaired  Physician’s  Committee 
of  the  Arkansas  Medical  Society 


2.  Dr.  Crow  presented  the  report  of  actions  of 
the  Executive  Committee.  The  Council  ap- 
proved actions  pertaining  to  public  relations 
work  with  the  Hospital  Association  on  diag- 
nosis related  group  payment  mechanisms. 
The  Council  approved  the  Executive  Com- 
mittee recommendation  that  a fund  be  estab- 
lished to  provide  a lecture  given  at  the 
Society’s  annual  meeting  in  memory  of  Dr. 
Elvin  Shuffield.  The  ad  hoc  committee  on 
the  Shuffield  Memorial  was  directed  to  study 


methods  of  providing  funding  for  the  lecture 
series. 

3.  Dr.  James  Weber,  chairman  of  the  Legislative 
Committee,  reported  to  the  Council  on  the 
AMS  Legislative  Fund.  He  commended  Pres- 
ident Crow  for  his  effective  work  on  behalf 
of  the  fund, 

4.  Dr.  Joe  Verser  reported  to  the  Council  on 
actions  taken  by  the  House  of  Delegates  of 
the  American  Medical  Association  at  the 
December  1983  meeting. 
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5.  Dr.  Purcell  Smith  reported  to  the  Council  for 
the  Medicine-Business  Liaison  Committee. 
He  indicated  that  the  Committee  plans  a 
weekend  meeting  to  review  the  recommenda- 
tions of  the  Arkansas  Health  Care  Cost 
Commission. 

6.  Dr.  Purcell  Smith  reported  to  the  Council  on 
the  meeting  of  a steering  committee  for  the 
socioeconomic  program  planned  for  Septem- 
ber 13-14  in  Memphis. 

7.  Dr.  Charles  Wilkins,  chairman  of  the  Insur- 
ance Committee,  reported  that  the  Medical 
Protective  Company  has  been  approved  for 
writing  professional  liability  insurance  in  the 
State.  He  recommended  that  the  Council 

(1)  recognize  the  fact  that  the  new  company 
is  beginning  operation;  (2)  welcome  the  com- 
pany to  the  State,  and  (3)  advise  the  member- 
ship of  the  new  company.  The  Council 
approved  the  recommendations. 

8.  Dr.  Wilkins  also  introduced  a request  from 
a company  writing  professional  liability  in- 
surance for  approval  to  use  the  Society  logo 
in  promotional  materials.  The  Council  voted 
to  deny  permission  to  use  the  logo. 

9.  Dr.  Lloyd  Langston  reported  for  the  Long 
Range  Planning  Committee  on  selection  of 
a consulting  firm  to  make  the  feasibility  study 
regarding  the  headquarters  office.  He  briefly 
reviewed  the  three  proposals  reviewed  by  the 
committee  and  recommended  that  the  Coun- 
cil engage  the  Flake  firm.  There  was  con- 
siderable discussion  on  the  three  proposals. 
The  Council  voted  to  hire  the  Williams  firm 
at  costs  not  to  exceed  1 10,250  for  Phase  I and 
$26,475  for  Phase  II  (as  outlined  in  the  pro- 
posals), with  the  stipulation  that  any  out-of- 
state  travel  for  the  study  be  approved  in 
advance  by  the  Executive  Committee.  The 
motion  carried  (there  was  one  negative  vote). 

10.  Dr.  Langston,  speaking  as  chairman  of  the 
Long  Range  Planning  Committee,  suggested 
that  the  Council  consider  opening  a full  time 
office  in  Little  Rock  to  be  manned  by  Ken 
LaMastus  and  one  secretary.  There  was  dis- 
cussion on  whether  the  Council  should  con- 
sider such  action  until  the  feasibility  study 
was  completed.  The  Council  voted  to  refer 
the  matter  to  the  Committee  on  Medical 
Legislation  for  study  and  an  appropriate 
recommendation  to  the  Council. 

11.  Dr.  Milton  Deneke,  chairman  of  the  Public 


Relations  Committee,  reported  for  his  com- 
mittee and  presented  recommendations  for 
approval  of  the  Council: 

(1)  That  the  lay  person  award  be  given  a 
name.  The  Council  voted  to  name  the 
award  the  Drs.  Joe  and  Elvin  Shuf field  — 
Arkansas  Medical  Society  Award  to  Out- 
standing Layman. 

(2)  That  a letter  be  written  to  the  television 
stations  in  Little  Rock  commending 
them  for  their  awareness  of  medical  ac- 
tivities. The  Council  so  voted. 

(3)  That  the  Council  take  a position  regard- 
ing the  American  Coaching  Effectiveness 
Program  (ACEP).  The  Council  voted 
to  adopt  the  ACEP  program  for  im- 
plementation by  the  Public  Relations 
Committee. 

The  Council  commended  Dr.  Deneke  and  his 
committee  for  their  excellent  work. 

12.  Dr.  Lloyd  Langston  was  appointed  to  a four- 
year  term  on  the  Budget  Committee,  re- 
placing Dr.  Asa  Crow  whose  term  expired 
December  31,  1983. 

Report  of  the  Executive  Vice  President 
C.  C.  Long,  M.D. 

The  year  of  1983  has  been  one  in  which  the  staff 
was  involved  in  a great  deal  of  activity.  A large 
part  of  this  was  generated  because  of  the  Legisla- 
tive Session.  In  the  1983  Legislative  Session,  fifty- 
nine  bills  were  introduced  with  which  the  Medical 
Society  was  actively  involved.  This  is  about  five 
to  ten  more  bills  than  have  involved  medicine  in 
the  past. 

Also,  this  year,  seven  sets  of  regulations  by 
various  agencies  have  been  proposed  and  the  So- 
city  has  made  comments  and  appeared  before 
committees  to  discuss  issues  in  which  medicine 
had  an  active  concern. 

In  addition  to  this  activity,  of  course,  the  staff 
has  continued  to  work  with  the  many  committees 
of  the  Society,  as  well  as  the  Council;  attended  the 
annual  and  interim  session  of  the  American  Medi- 
cal Association,  and  made  the  annual  trip  to 
Washington,  D.  C.,  with  members  to  consult  with 
our  Legislators. 

Mr.  Ken  LaMastus,  the  Assistant  Executive  Vice 
President,  spent  almost  three  months  in  Little 
Rock  this  year  at  the  regular  and  special  Sessions 
of  the  Legislature.  During  the  period  of  time  the 
Legislature  was  in  session,  ten  Legislative  Alerts 
were  mailed  to  the  members  of  the  Society  and 
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this  year,  also,  the  Auxiliary  received  these  mail- 
ings. This  totaled  over  30,000  individual  pieces 
of  mail. 

During  the  rest  of  the  year,  thirteen  newsletters 
were  generated  by  the  staff  and  mailed  to  all 
members  which  made  approximately  31,000  addi- 
tional pieces  of  mail.  Press  releases  to  the  media 
throughout  the  State  numbered  550.  The  Assist- 
ant Executive  Vice  President  was  out  of  the  office 
for  a total  of  140  days  during  the  year  while  travel- 
ing over  the  State,  attending  meetings  in  Little 
Rock,  the  various  county  medical  society  meet- 
ings, committee  meetings,  councilor  meetings,  etc. 

The  executive  staff  attended  twenty-five  county 
medical  society  meetings  throughout  the  State 
during  the  year  and  was  involved  in  the  formation 
of  one  new  medical  society  in  Carroll  County. 

Through  the  Placement  Bureau,  we  had  com- 
munications with  ninety-three  physicians  concern- 
ing locations  within  the  State.  It  is  difficult  to 
know  how  many  of  these  contacts  resulted  in 
actual  entering  into  practice  but  we  feel  that  sev- 
eral did  and  several  more  of  these  will  probably 
eventually  settle  here  as  some  of  them  contact  us 
more  than  a year  prior  to  the  time  that  they  would 
be  available  to  enter  into  practice. 

The  other  programs  which  we  enter  into  — the 
“Doctor  of  the  Day”  at  the  State  Legislature,  the 
staffing  of  some  of  the  specialty  societies  (we  get 
out  mailings  for  them  and,  in  some  instances,  take 
care  of  their  financial  reports,  etc.)  — have  con- 
tinued as  in  the  past. 

We  have  instituted  in  the  past  year  an  outgoing 
WATS  line.  This  is  in  addition  to  the  incoming 
WATS  line  already  in  use.  The  incoming  WATS 
is  continuing  to  be  used  by  more  and  more  physi- 
cians and  we  receive  many  questions  concerning 
ethics,  the  legality  of  certain  acts  and  advice  per- 
taining to  methods  of  billing,  methods  of  opening 
and  closing  a practice,  and  so  forth. 

The  Journal  is  continuing  to  be  published;  the 
proofreading  and  the  general  writing  of  many  of 
the  informational  items  concerning  activities  of 
the  members  of  the  Society  are  still  being  done  by 
the  central  office  staff. 

During  this  past  year,  we  have  added  one 
member  to  the  executive  staff,  Mr.  David  Wroten, 
Professional  Relations  Coordinator.  He  is  being; 
utilized  more  and  more  in  the  field  of  visiting 
with  county  medical  societies,  becoming  involved 
with  the  members  throughout  the  State  in  the  way 
of  bringing  information  to  them,  obtaining  infor- 


mation from  them  in  regard  to  the  needs  of  the 
Society  and  will  be  working  with  the  Arkansas 
political  action  group  to  acquaint  candidates  with 
the  functions  of  the  Society  and  the  Society  mem- 
bers with  their  opportunity  to  be  of  benefit  to  the 
candidates  and  establishing  an  on-going  working 
relationship  with  them.  During  these  activities, 
the  staff  members  will  have  driven  in  the  past  year 
approximately  70,000  miles  throughout  the  State. 
We  anticipate  this  will  be  expanded  in  the  future 
as  we  have  more  and  more  contact  with  the  vari- 
ous members  and  the  county  medical  society 
organizations  statewide. 

All  activities  described  in  previous  years  of 
mailings  to  new  members,  mailings  to  new  licen- 
tiates, answering  correspondence  from  out-of-state 
and  corresponding  with  them  in  various  ways, 
have  been  carried  on. 

During  the  past  year,  we  had  one  of  our  most 
successful  Annual  Sessions  which  was  held  in 
Fayetteville.  This  involved  considerable  plan- 
ning and  effort  as  this  was  the  first  year  in  many 
years  that  the  State  meeting  had  been  held  in 
Fayetteville.  It  involved  some  extra  effort,  due  to 
the  fact  that  the  personnel  at  the  hotel  and  in  the 
Fayetteville  area  were  not  really  experienced  in 
handling  a convention  of  our  type.  However,  in 
general,  it  worked  very  well;  there  were  no  prob- 
lems. The  staff  received  many  compliments  con- 
cerning the  planning  and  execution  of  the  details 
necessary  to  have  a successful  meeting. 

Mailings  increased  this  year.  Well  over  100,000 
pieces  were  sent  out  of  this  office  during  the  past 
year. 

This  covers  some  of  the  activities  of  the  central 
office  staff.  Of  course,  we  collect  dues,  maintain 
membership  records,  and  compile  a membership 
roster  which  is  published  each  year.  We  try  to 
keep  all  these  records  updated  as  much  as  possible. 

The  staff  is  composed  at  the  present  time  of 
four  people  in  the  executive  capacity  and  six 
clerical  personnel. 

Budget  Committee 
John  M.  Hestir,  M.D.,  Chairman 

The  Budget  Committee  submitted  the  follow- 
ing budget  for  1984.  The  complete  budget,  as 
presented  to  the  Council,  is  available  to  members 
upon  request. 

INCOME 

Budget  Item  1984  Budget 

Membership  Dues  $416,162.00 

Advertising  35,000.00 
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Booth  Income 

12,000.00 

Annual  Session 

5,000.00 

AMA  Reimbursement 

4,800.00 

Miscellaneous  & Rosters 

15,000.00 

Interest 

85,000.00 

Specialty  Desk 

1,000.00 

INTRAV  Reimbursement 

2,500.00 

Ark.  Foundation  for  Medical  Care 

14,076.00 

Continuing  Medical  Education 

500.00 

$591,038.00 


EXPENSES 

Salaries 

$228,100.00 

Travel  &:  Convention 

60,000.00 

President’s  Travel 

3,000.00 

Taxes 

18,000.00 

Retirement 

26,000.00 

Stationery  8c  Printing 

10,000.00 

Office  Supplies  8c  Expense 

20,000.00 

Telephone  8c  Telegraph 

14,000.00 

Rent 

19,000.00 

Postage 

28,000.00 

Insurance  8c  Bonds 

22,000.00 

Auditing 

3,500.00 

Council  Expense 

7,000.00 

Lobbying  Activities 

1,000.00 

Journal  Printing 

57,000.00 

Annual  Session 

30,000.00 

Winter  Meeting 

2,000.00 

Dues  8c  Subscriptions 

5,500.00 

Gifts  8c  Contributions 

2,000.00 

Woman’s  Auxiliary 

1,700.00 

Legal  Services 

25,000.00 

Special  Committee 

500.00 

Rural  Health 

500.00 

Miscellaneous 

10,000.00 

Freight  8c  Express 

100.00 

Office  Equipment 

5,000.00 

Continuing  Medical  Education 

500.00 

$599,400.00 

Report  of  the  Medical  Education  Foundation 
Martin  Eisele,  M.D.,  President 

Two  new  members  have  been  added  to  the 
Board  of  Directors  of  the  Medical  Education 
Foundation  for  Arkansas  during  the  past  year.  In 
January  1983,  Dr.  Amail  Chudy  was  elected  to 
replace  Dr.  Robert  Watson,  who  resigned.  In 
November  1983,  Dr.  Ray  Jouett  was  elected  to  fill 
the  unexpired  term  of  the  late  Dr.  Joe  Rushton. 
Both  Dr.  Watson  and  Dr.  Rushton  had  served 


many  years  on  the  Board  and  their  contributions 
to  the  development  of  the  Foundation  have  been 
very  much  appreciated. 

Dr.  Jean  Gladden  is  the  other  elected  member 
of  the  Board.  Dr.  Asa  Crow,  as  Society  president. 
Dr,  Charles  Wilkins,  as  Society  president-elect. 
Dr.  Morriss  Henry,  as  Society  immediate  past 
president,  and  Dr.  Thomas  Bruce,  as  Medical 
School  Dean,  also  serve  on  the  Board. 

The  Foundation  continues  to  support  the  edu- 
cational functions  of  the  University  of  Arkansas 
College  of  Medicine.  This  school  year,  the  Foun- 
dation lecture  series  will  bring  in  ten  speakers 
from  medical  centers  around  the  country  to  the 
University  of  Arkansas  College  of  Medicine.  The 
lecture  series  continues  to  be  very  well  received 
by  both  faculty  and  students. 

This  year,  the  Foundation  also  made  a $15,000 
grant  to  the  Department  of  Obstetrics  and  Gyne- 
cology at  the  College  of  Medicine  for  the  purchase 
of  research  equipment. 

The  Foundation  Board  has  elected  to  make  the 
University  of  Arkansas  College  of  Medicine  the 
primary  recipient  of  financial  support  and  this 
policy  has  been  approved  by  the  Council  of  the 
Arkansas  Medical  Society. 

Members  of  the  Society  are  reminded  that  the 
Foundation  is  a charitable  organization  and  con- 
tributions are  tax  deductible.  Contributions  to 
the  Foundation  will  help  promote  medical  educa- 
tion. It  is  suggested  that  the  Foundation  would  be 
an  appropriate  recipient  of  memorial  donations. 

Arkansas  Medical  Society 
Political  Action  Committee  Report 
J.  Larry  Lawson,  M.D.,  Chairman 

Your  Political  Action  Committee  (PAC)  Board 
of  Directors  appreciates  those  members  who  have 
contributed  during  this  non-election  year.  We 
have  had  a 45%  increase  in  PAC  memberships 
over  the  previous  calendar  year.  A great  deal  of 
credit  for  this  increase  goes  to  the  Society  presi- 
dent, Dr.  Asa  Crow,  and  we  express  appreciation 
to  him  for  his  efforts.  Dr.  Pat  Phillips  of  Fort 
Smith,  a former  PAC  chairman,  has  also  assisted 
with  speaking  at  local  meetings  on  the  political 
action  committee  and  we  express  thanks  to  him 
for  his  help. 

Dr.  Bobby  McKee  of  Jonesboro,  Mrs.  Charles 
Wilkins  of  Russellville,  and  Mrs.  Jack  Burge  of 
Lake  Village  will  complete  five  years  of  service 
on  the  PAC  Board  this  year  and  will  be  ineligible 
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to  continue  as  board  members.  They  are  com- 
mended for  their  work  during  their  terms  of 
office.  Your  chairman  will  also  complete  the 
maximum  time  on  the  Board  this  year.  I have 
enjoyed  the  association  with  PAG  and  know  that 
the  new  officers  will  work  for  continued  develop- 
ment of  PAG  activities  in  the  State. 

Other  members  of  the  Board  for  this  year 
are  Dr.  Gharles  Rodgers  of  Little  Rock,  who  is 
secretary-treasurer,  Dr.  John  Grenshaw  of  Pine 
Bluff,  Dr.  Robert  Miller  of  Helena,  Dr.  Ken  Lilly 
of  Fort  Smith,  Dr.  James  M.  Kolb,  Jr.,  of  Russell- 
ville, Dr.  Samuel  Koenig  of  Fort  Smith,  Dr,  Mil- 
ton  Deneke  of  West  Memphis,  Dr.  John  Hestir  of 
DeWitt,  Mrs.  G.  Lynn  Harris  of  Hope  and  Mrs. 
Herbert  Taylor  of  West  Memphis. 

At  its  annual  meeting,  the  PAG  Board  of  Direc- 
tors heard  a discussion  of  the  proposed  statewide 
legislative  fund.  The  Board  voted  to  endorse  the 
proposal  in  principle  but  to  retain  a separate 
identity  for  the  Arkansas  Medical  Society  Political 
Action  Gommittee. 

During  the  year,  PAG  made  a contribution  to 
the  committee  of  a Gongressional  representative 
and  participated  in  appreciation  dinners  for  a 
member  of  the  United  States  Senate  and  the 
Governor. 

This  is  an  election  year  and  there  is  every  indi- 
cation that  it  will  be  a very  active  year.  The 
incumbent  for  the  second  congressional  district 
has  announced  that  he  will  not  seek  re-election, 
but  may  be  a candidate  for  the  United  States 
Senate. 

Even  though  there  was  an  increase  in  PAG 
membership  this  year,  more  participation  is  nec- 
essary for  an  effective  political  action  committee. 
The  PAG  Board  strongly  urges  you  to  join.  Sus- 
taining membership  is  $99,  family  membership  is 
$65,  and  regular  membership  is  $40.  Gontribu- 
tions  may  be  forwarded  to  AMS-PAG,  Post  Office 
Box  1208,  Fort  Smith,  Arkansas  72902. 

AMA-PAC  is  a separate  segregated  fund  established  by 
the  American  Medical  Association.  AMS-PAC  is  a separate 
segregated  fund  established  by  the  Arkansas  Medical  So- 
ciety. Contributions  received  from  corporations  will  be 
used  solely  for  political  purposes  and  not  deposited  in  the 
separate  segregated  funds.  Contributions  are  not  limited 
to  this  suggested  amount.  Neither  AMA  nor  AMS  will 
favor  or  disadvantage  anyone  based  upon  the  amounts  of 
or  failure  to  make  PAC  contributions.  Voluntary  political 
contributions  will  be  used  in  connection  with  State  and 
Federal  elections  and  are  subject  to  the  prohibitions  and 
limitations  of  the  Federal  Election  Campaign  Act  (Federal 
regulations  require  this  notice) . 


Committe  on  Public  Health 
Don  Howard,  M.D.,  Chairman 

The  Gommittee  on  Public  Health  met  at  the 
Arkansas  State  Health  Department  Building  on 
February  11th  at  10:00  a.m.  The  members  of  the 
committee  present  were: 

Don  G.  Howard,  M.D.,  Ghairman 
William  G.  Whaley,  Jr.,  M.D. 

Wilbur  G.  Lawson,  M.D. 

John  A.  Hall,  M.D. 

Walter  Shriner,  M.D. 

The  report  is  as  follows: 

1.  Environmental  Health  — New  legislation 
should  be  proposed  to  provide  funds  for  the 
Environmental  Health  monitoring  research 
by  the  Arkansas  State  Department  of  Health 
to  possibly  develop  regulations  and  policies. 
This  should  be  a cooperative  program  be- 
tween Federal  agencies  and  the  state  EPA 
agencies.  Birth  defects  should  be  a topic  of 
high  priority  to  determine  if  the  defects  are 
due  to  environment  which  has  been  compro- 
mised or  genetics. 

2.  Screening  at  Birth  for  Inborn  Error  of  Me- 
tabolism — We  should  continue  the  present 
legislation  for  screening  of  inborn  errors  of 
metabolism.  There  also  should  be  a follow- 
up for  PKU  patients  that  did  not  have  the 
PKU  at  the  time  of  delivery  at  their  hospital. 
A state  registration  should  be  maintained  by 
the  Arkansas  State  Department  of  Health  for 
follow-up  of  PKU  patients.  The  physician 
should  be  notified  of  his  legal  obligations  in 
regard  to  this  follow-up.  This  registry  will 
assist  in  the  follow-up  medical  assistance  and 
assist  the  treating  physician  in  referring  the 
patient  to  the  appropriate  genetic  counselling 
agency. 

The  Gommittee  also  would  recommend  that 
legislation  in  regard  to  the  requiring  of  Gys- 
tic  Fibrosis  and  Alpha-Fetoprotein  Screening 
be  delayed  at  this  time  due  to  the  fact  that 
there  are  many  false  positives  and  the  results 
are  not  reliable.  The  Gommittee  also  felt  the 
State  Health  Department  should  take  into 
consideration  policies  in  regard  to  inborn 
error  metabolism  screenings  for  infants  de- 
livered by  lay  midwives.  The  Gommittee 
recommended  that  the  State  Health  Depart- 
ment possibly  seek  means  to  improve  their 
reporting  forms  and  printing  techniques  on 
the  reports  sent  out  by  the  State  Health  De- 
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partment  as  to  their  interpretation  to  inborn 
errors  of  metabolism. 

3.  Emergency  Medical  Services  — The  Commit- 
tee recommended  that  the  State  Health  De- 
partment develop  more  stringent  regulations 
and  policies  pertaining  to  Emergency  Medi- 
cal Technicians  in  regard  to  legal  responsi- 
bilities and  involvement  of  the  physician  in 
patient’s  family.  The  State  Health  Depart- 
ment should  develop  policies  that  clearly 
spell  out  who  is  responsible  for  the  treatment 
of  the  patient  at  the  time  EMT  personnel 
arrive  at  the  scene.  Some  Committee  mem- 
bers felt  as  if  EMT  personnel  would  attempt 
to  replace  the  physician  as  the  primary  health 
provided  at  that  time  and,  also,  at  times  the 
patient’s  wishes  were  not  considered. 

4.  Radiation  Control  — The  Committee  recom- 
mended that  radiation  detection  devices  be 
advocated  in  areas  where  radiation  equip 
ment  is  being  utilized.  One  Committee  mem- 
ber felt  that  the  installing  agency  should  have 
the  regulatory  right  to  require  radiation 
protection  rather  than  the  Public  Health 
Department. 

5.  Lay  Midwife  Program  — The  Committee  rec- 
ommended the  Arkansas  State  Health  De- 
partment be  the  governing  agency  of  this 
program  and  would  be  responsible  for  devel- 
oping regulations,  supervision,  surveillance 
monitoring,  and  any  changes  would  occur 
initiated  by  the  Public  Health  Department. 
The  Committee  also  encouraged  the  expan- 
sion of  the  Nurse  Midwife  Program. 

6.  Rural  Health  Conference  — The  Committee 
recommended  that  the  Rural  Health  Confer- 
ence be  abandoned  due  to  the  fact  it  served 
no  useful  function  at  this  time.  There  is  a 
smaller  amount  of  rural  area  to  be  served  and 
it  was  felt  that  this  money  could  be  expended 
in  other  areas  that  could  be  more  useful. 

7.  Ultrasound  — The  Committee  recommended 
that  policies  should  be  developed  for  the 
usage  of  ultrasound  and  its  equipment. 
These  policies  should  be  developed  by  the 
Arkansas  State  Health  Department.  It  was 
felt  at  this  time  that  the  adverse  effects  of 
ultrasound  cannot  be  projected  due  to  the 
short  time  it  has  been  in  usage.  It  was  felt 
that  certain  usages  by  practitioners  have  been 
abused  in  this  area.  The  Committee  felt  that 
the  Public  Health  Department  should  com- 


municate to  the  medical  profession  the  poten- 
tial abuse  of  ultrasound  equipment.  There 
is  no  long  term  history  to  determine  if  there 
are  possible  adverse  effects  but  also  there  is 
a great  possibility  that  there  could  be  if  this 
equipment  is  abused. 

8.  Home  Health  Program  — The  Committee 
recommended  that  the  Public  Health  Depart- 
ment continue  to  be  the  agency  to  license 
home  health  personnel.  The  Public  Health 
Department  should  monitor  for  abuses  and 
provide  closer  supervision  of  home  health 
personnel. 

9.  Birthing  Center  Concept  — The  Committee 
recommended  that  hospitals  provide  guide- 
lines for  licensing  and  regulating  birthing 
centers  in  their  area,  if  the  hospital  deter- 
mined that  there  was  a need  in  this  area. 

10.  “Baby  Doe”  Regulations  — The  Committee 
recommended  that  the  medical  profession 
recognize  that  there  is  a problem.  The  Com- 
mittee recommended  all  hospitals  review  and 
prepare  guidelines  to  bring  to  light  the  best 
medical  knowledge  in  the  context  of  the 
family’s  and  society’s  spiritual  and  ethical 
guidance  and  legal  requirements  in  order  to 
plan  the  most  appropriate  strategy  for  the 
care  of  the  disabled  infant.  Assure  that  de- 
cisions regarding  the  treatment  of  the  dis- 
abled infant  are  appropriately  communicated 
to  pertinent  individuals  and  thoroughly  doc- 
umented in  the  medical  record. 

11.  Immunization  Standards — The  Committee 
recommended  that  the  redbook  of  Academy 
of  Pediatrics  should  be  followed.  Also,  the 
Committee  recommended  that  we  should 
support  the  present  immunization  policies 
that  are  in  effect  now.  The  Committee  rec- 
ommended that  policies  in  regard  to  Small- 
pox vaccinations  should  be  reviewed  and 
possibly  renew  its  policy  of  giving  Smallpox 
immunizations.  Since  the  lack  of  immuniza- 
tion, population  poses  a national  threat  if 
Smallpox  becomes  epidemic  in  nature. 

12.  Auto  Restraint  Equipment  — The  Commit- 
tee recommended  that  we  support  the  legisla- 
tion that  already  addresses  auto  restraint 
policies. 

13.  Acute  Viral  Diagnosis  — The  Committee  rec- 
ommended that  the  Public  Health  Depart- 
ment should  develop  immuno  fluorescent 
technique  for  rapid  diagnosis  of  Rocky 
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Mountain  Spotted  Fever  and  related  viral 
infections. 

14.  Monitoring  of  Birth  Defects  — The  Commit- 
tee recommended  that  the  Public  Health 
Department  should  develop  monitoring  tech- 
niques to  determine  the  scope  of  the  birth 
defect  program. 

15.  Birth  Control  for  Low  Income  Population  — 
The  Committee  recommended  that  we  sup- 
port the  Public  Health  Department  in  their 
present  program. 

16.  Smoking,  Ethanol  and  Marijuana — The 
Committee  recommended  that  the  Public 
Health  Department  intensify  its  community 
education  program  and  try  to  initiate  a very 
intensive  program  in  the  public  high  schools, 
starting  at  an  early  age  group. 

Report  of  the  AAAA  Delegates 
Joe  Verser,  M.D.,  Delegate 

The  American  Medical  Association  met  in  Chi- 
cago in  June  and  in  Los  Angeles  in  December. 
The  membership  of  the  House  is  now  351.  The 
Hospital  Medical  Staff  Section  met  for  the  first 
time  in  conjunction  with  the  June  meeting,  with 
nearly  700  representatives  in  attendance. 

The  President  of  the  United  States  addressed 
the  House  during  its  meeting  in  Chicago.  Presi- 
dent Reagan  discussed  health  care  costs  and  con- 
gratulated the  AMA  on  its  cost-effectiveness  pro- 
grams. He  thanked  medical  societies  with  private 
sector  programs  for  the  needy  and  unemployed. 
He  also  discussed  Federal  research  for  medicine 
and  other  health-related  issues. 

At  the  December  meeting,  the  members  of  the 
House  heard  the  Secretary  of  the  Department  of 
Health  and  Human  Services,  Margaret  Heckler, 
discuss  health  care  costs  and  the  Government’s 
ever-increasing  role  in  health  care  through  Medi- 
care and  Medicaid  payments. 

During  sessions  of  the  House  at  both  meetings, 
there  was  extensive  debate  on  the  medical  staff 
section  of  the  Accreditation  Manual  for  Hospitals 
of  the  Joint  Committee  on  Accreditation  of  Hos- 
pitals. In  June,  the  House  affirmed  the  principle 
of  continued  use  of  the  term  “medical  staff’’  in  the 
accreditation  manual  and  urged  the  JCAH  to 
assure  that  the  medical  care  of  all  patients  remain 
under  the  supervision  and  direction  of  qualified, 
fully-licensed  physicians  (Doctors  of  Medicine 
and  Doctors  of  Osteopathy).  At  the  December 
meeting,  there  were  two  broad  issues  under 
consideration: 


1.  Physician  responsibility  for  patients  admitted 
to  hospitals  by  limited-licensed  practitioners. 

2.  The  ability  of  the  individual  hospital  and 
medical  staff  to  determine  which  categories  of 
limited-licensed  practitioners  may  be  con- 
sidered for  medical  staff  membership. 

After  lengthy  debate,  the  House  adopted  the 
following  policy  statement: 

That  it  be  the  policy  of  the  AMA  that  the 
hospital  medical  staff  may  grant  admitting 
privileges  to  appropiiately  credentialed  limited- 
licensed  practitioners  in  accordance  with  state 
law  and  in  accordance  with  the  criteria  for 
standards  of  medical  care  established  by  the 
individual  hospital  medical  staff. 

The  House  voted  to  provide  a voting  position 
on  the  Board  of  Trustees  for  a resident  physician 
and  a nonvoting  position  on  the  Board  for  a medi- 
cal student. 

The  House  adopted  a resolution  calling  upon 
the  AMA  to  conduct  a study  of  the  effects  of  cost 
shifting  on  physicians,  third-party  payers,  and 
hospitals. 

Action  opposing  regulations  to  implement  Sec- 
tion 108  of  TEFRA  relating  to  Medicare  Payment 
of  Physician  services  was  approved  by  the  House 
in  June. 

In  December,  the  House  approved  a major 
report  regarding  physician  reimbursement  by 
means  of  indemnity  versus  UCR.  The  House 
reaffirmed  Association  policy  supporting: 

1.  Freedom  for  physicians  to  choose  the  method 
of  payment  for  their  services  and  to  establish 
fair  and  equitable  fees. 

2.  Freedom  of  patients  to  select  their  source  of 
care. 

3.  Neutral  public  policy  and  fair-market  compe- 
tition among  alternative  health-care  delivery 
and  financing  systems. 

In  related  action,  the  Flouse  voted  to  support 
the  right  of  the  physician  to  balance  bill  a patient 
for  any  care  given,  regardless  of  method  of  pay- 
ment, where  permissible  by  law  or  contractual 
agreement. 

The  House  filed  a status  report  on  regulations 
implementing  the  Prospective  Payment  System  of 
Hospitals.  In  related  action,  the  House  voted  to 
endorse  the  concept  that  any  system  for  reimburse- 
ment for  physicians’  services  be  independent  of 
reimbursement  systems  for  other  providers  of 
health  care  and  to  continue  to  ojapose  expansion 
of  prospective  payment  systems  until  such  time  as 
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they  have  been  adequately  evaluated  with  respect 
to  their  impact  on  the  quality,  cost,  and  access  to 
medical  care. 

The  House  adopted  a report  that  recommended 
more  aggressive  implementation  by  HHS  and 
HCFA  of  existing  provisions  in  Federal  legislation 
calling  for  equity  of  reimbursement  between 
services  provided  by  hospitals  on  an  outpatient 
basis  and  similar  services  in  physicians’  offices. 

The  House  called  upon  the  AMA  to  develop  a 
model  public  education  program  for  use  by  con- 
stituent societies  to  deal  with  the  potential  threat 
to  the  quality  of  medical  care  from  legislative 
proposals  such  as  TEFRA  and  prospective  pay- 
ment systems.  The  House  urged  state  and  county 
medical  societies  to  develop  with  AMA  assistance 
“key  physician”  contacts  to  aid  the  Washington 
office  staff. 

The  House  approved  a report  of  the  Judicial 
Council  pertaining  to  confidentiality  between  a 
physician  and  a patient.  The  report  states  that 
“the  physician  should  not  reveal  confidential 
communications  or  information  without  the  ex- 
press consent  of  the  patient,  unless  required  to 
do  so  by  law.”  Exceptions  are  when  a patient 
threatens  to  inflict  serious  bodily  harm  on  another 
person;  communicable  disease,  gunshot  and  knife 
wounds  should  be  reported  as  required  by  applica- 
ble statutes  or  ordinances.  While  not  mentioned 
in  the  report,  the  Chairman  of  the  Judicial  Coun- 
cil stated  that  incidences  of  child  abuse  and  abuse 
of  the  elderly  should  also  be  reported  to  appropri- 
ate authorities. 

The  House  adopted  a report  of  the  Board 
pertaining  to  insanity  as  a defense.  The  report 
received  generally  favorable  attention  among 
members  of  the  news  media.  The  report  called 
for  a narrowing  of  the  use  of  the  insanity  defense 
in  criminal  trials.  The  American  Bar  Association 
and  the  American  Psychiatric  Association  ex- 
pressed opposition  to  the  report  which  concluded 
that  the  insanity  defense: 

“Has  outlived  its  principal  utility,  it  invited 
continuing  expansion  and  corresponding  abuse, 
it  requires  juries  to  decide  cases  on  the  basis  of 
criteria  that  defy  intelligent  resolution  in  the 
adversary  forum  of  the  courtroom,  and  it  im- 
pedes efforts  to  provide  needed  treatment  to 
mentally-ill  offenders.” 

The  Reference  Committee  concluded  that  the 
position  recommended  by  the  Board  is  rational 
and  thorough  in  all  aspects,  will  decrease  the  time 


and  costs  involved  in  criminal  trials,  and  will  pro- 
vide greater  opportunity  for  appropriate  treat- 
ment of  the  mentally  ill.  The  House  also  called 
upon  the  AMA  Board  to  continue  collaborative 
efforts  with  the  ABA  and  APA  to  achieve  a 
common-policy  position  concerning  the  insanity 
defense. 

There  was  action  by  the  House  in  June  to 
modify  the  AMA’s  existing  definition  of  “physi- 
cian” to  include  Doctors  of  Osteopathy.  The 
House  voted  to  initiate  and  support  legislation  to 
amend  appropriate  sections  of  the  Social  Security 
Act  to  conform  to  the  new  definition. 

The  House  adopted  a report  that  guarantees 
anonymity  of  a resident  physician  who  initiates  an 
inquiry  by  a residency  review  committee  into  the 
conduct  of  a residency  program.  Also  adopted 
was  a report  from  the  Council  on  Medical  Educa- 
tion which  concluded  that  a sufficient  number  of 
residency  positions  are  available  in  the  Matching 
Program  to  accommodate  current  graduates  of 
United  States  medical  schools. 

The  House  voted  to  encourage  medical  staff 
peer  review  committees  to  consider  excusing  non- 
physician members  of  the  committee  when  evalu- 
ating the  professional  practices  of  fully-licensed 
physicians. 

The  House  adopted  a report  recommending 
that  the  Food  and  Drug  Administration  act 
promptly  to  review  the  issue  of  advertising  pre- 
scription drugs  to  the  public  and  that  advertising 
be  held  in  abeyance  pending  the  FDA’s  review. 
The  report  cautioned  that  prescription  drug  ad- 
vertising, whether  to  the  health  professions  or  to 
the  public,  that  is  false  or  misleading  or  does  not 
give  adequate  information  on  beneficial  as  well  as 
adverse  effects  is  potentially  dangerous  and  should 
be  opposed. 

The  House  adopted  a policy  on  therapeutic 
substitution  as  follows:  “That  the  AMA  vigorous- 
ly oppose  any  concept  of  therapeutic  substitution 
of  drugs  by  pharmacists.” 

The  House  called  on  the  AMA  to  institute  an 
active  public  information  campaign  to  get  ac- 
curate information  on  dioxin  before  the  public 
and  to  update  a 1981  report  on  the  subject. 

On  the  subject  of  autopsies,  the  House  adopted 
a resolution  calling  on  the  AMA  to  develop 
and  distribute  materials  to  students  and  resi- 
dents stressing  the  importance  and  necessity  of 
the  autopsy,  to  provide  guidelines  for  obtaining 
medical/ legal  consent  from  families  for  the  per- 
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formance  of  this  procedure;  and  to  investigate 
means  of  encouraging  a higher  proportion  of 
autopsies. 

A report  prepared  by  the  Commission  on  Emer- 
gency Medical  Services  was  adopted  by  the  House. 
The  report  presented  initial  criteria  to  aid  in 
determining  whether  a practice  can  truly  offer  a 
full  range  of  emergency  medical  services.  Criteria 
included  hours  of  operation,  staffing  and  medical 
direction,  relationship  to  the  emergency  medical 
services  system,  ancillary  services  and  equipment, 
protocols,  private  physician  referrals,  medical 
records,  payment  for  services. 

Another  Judicial  Council  report  approved  by 
the  House  concludes:  “The  Judicial  Council  be- 
lieves that  surrogate  motherhood  presents  many 
ethical,  legal,  psychological,  societal,  and  finan- 
cial concerns  and  does  not  represent  a satisfactory 
reproductive  alternative  for  people  who  wish  to 
become  parents.” 

The  House  voted  to  oppose  the  sale  of  non- 
renewal, transplantable  organs  for  the  purpose  of 
profit  and  to  continue  to  monitor  the  legislation 
now  being  considered  in  Congress  on  this  subject. 

The  House  voted  to  continue  to  oppose  regula- 
tions or  legislation  which  would  impose  a Federal 
role  in  the  decision-making  about  the  care  of 
severely  ill  newborns. 

Another  position  taken  by  the  House  was  to 
oppose  the  advertising  practice  of  naming  prod- 
ucts for  controlled  substances,  implying  that  their 
use  is  exciting  and  desirable. 

Also  adopted  was  a resolution  calling  for  the 
AMA  to  publicize  the  deleterious  effects  of  boxing 
on  the  health  of  participants,  to  encourage  the 
elimination  of  boxing  from  amateur  scholastic, 
intercollegiate,  and  governmental  athletic  pro- 
grams as  detrimental  to  the  health  of  participants, 
and  to  develop  model  legislation  seeking  to  curtail 
the  utilization  of  boxing  as  a public  spectacle  to 
the  extent  feasible. 

The  Council  on  Medical  Education  submitted 
an  extensive  report  to  the  House  on  the  cost  and 
financing  of  medical  schools,  medical  students 
and  their  financial  problems,  and  residency  pro- 
grams and  the  availability  of  first-year  positions. 
The  comprehensive  report  contained  17  recom- 
mendations which  were  approved  by  the  House. 

The  regular  dues  assessment  for  AMA  was 
raised  $15  and  the  assessment  for  medical  students 
was  increased  $5. 


Arkansas  Department  of  Health 
Ben  N.  Saltzman,  M.D.,  Director 

The  year  1983  was  an  eventful  year  for  the 
Arkansas  Department  of  Health.  A busy  Legisla- 
tive Session  resulted  in  the  involvement  of  the 
Department  in  several  developmental  activities 
and  regulatory  procedures. 

It  was  a year  noted  for  the  cooperation  of  the 
Department  with  the  officers  and  Council  of  the 
Arkansas  Medical  Society.  The  Department  was 
honored  in  being  asked  to  submit  articles  on 
public  health  to  the  Journal  of  the  Society.  This 
provided  an  opportunity  for  informing  the  physi- 
cians of  the  State  regarding  the  numerous  services 
and  programs  of  the  Department. 

The  Board  of  Health  was  expanded  with  the 
addition  of  a member  representing  the  retired 
population  of  the  State.  In  general,  the  support 
of  the  Legislature  was  excellent.  The  Governor 
of  the  State  provided  initiative  and  understanding 
of  the  difficulties  involved  in  a public  health  pro- 
gram as  large  as  the  one  in  which  we  play  a part. 

In  general,  it  has  been  a successful  year.  We 
have  continued  to  serve  to  the  best  of  our  ability 
the  public  health  needs  of  the  people  of  our  State. 
We  have  recognized  the  fact  that  we  serve  a large 
indigent  population.  We  have  begun  the  birthing 
center  concept  in  the  State,  the  expansion  of  the 
Nurse  Midwife  Program,  and  are  attempting  to 
regulate  a Lay  Midwife  Program. 

The  reports  that  follow,  as  presented  by  the 
directors  of  the  five  bureaus  in  the  Department  of 
Health,  make  interesting  reading.  I urge  that 
every  physician  in  the  State  read  these  reports. 
They  will  tell  you  what  we  are  doing  and 
they  offer  assurance  that  we  could  not  exist  with- 
out the  excellent  cooperation  of  the  practicing 
community. 

BUREAU  OF  PUBLIC  HEALTH  PROGRAMS 
Charles  McGrew,  Director 
Rural  Health  Office 

The  Rural  Health  Office  assists  medically 
underserved  rural  communities  in  starting  pri- 
mary care  clinics  and  retaining  primary  care 
services.  In  calendar  year  1983,  the  Rural  Health 
Office  accomplished  the  following: 

1.  Assisted  in  recruiting  27  physicians  into  physi- 
cian shortage  areas; 

2.  Assisted  in  developing  a new  primary  care 
clinic  in  Strong; 

3.  Developed  and  distributed  a brochure  entitled 
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“Building  A Medical  Practice”  to  help  physi- 
cians promote  themselves  and  their  practices; 

4.  Assisted  4 physicians  and  one  community  in 
obtaining  low  interest  loans  from  the  State 
Rural  Medical  Clinic  Revolving  Loan  Fund 
to  renovate  and  equip  medical  clinics; 

5.  Coordinated  the  1984  National  Health  Service 
Corps  Recruitment  Conference  for  Arkansas 
and  Louisiana,  held  in  Little  Rock  on  Decem- 
ber 16-18; 

6.  Assumed  and  conducted  all  National  Health 
Service  Corps  duties  and  responsibilities  for 
Arkansas,  through  the  existence  of  a contract 
between  the  Rural  Health  Office  and  the 
National  Health  Service  Corps. 

Division  of  Health  Statistics 

This  growing  division  of  the  Health  Depart- 
ment in  1983  gave  extensive  technical  assistance 
to  the  Arkansas  Department  of  Human  Services, 
especially  in  the  area  of  long  term  care  policy.  It 
designed  and  undertook  a sample  survey  of  all 
Medicaid  nursing  home  clients  in  Arkansas  to 
assess  disability  levels.  Division  staff,  having  ob- 
tained training  in  age  adjustment  techniques  and 
population  estimation  techniques,  produced  the 
first  age  adjusted  mortality  data  in  the  State. 

The  Division  also  obtained  changes  in  the  State 
birth  certificate  to  include  occupation  and  indus- 
try of  both  parents  (commencing  1984).  We  will 
now  be  able  to  monitor  the  relationship  between 
birth  outcome  and  parental  occupation. 

SECTION  OF  PERSONAL  HEALTH 
SERVICES 

Dental  Services  — Fluoridation  Program 
Five  more  communities  were  approved  for 
funding  and  have  already  begun  providing  fluori- 
dated water  to  over  17,000  Arkansans.  In  addi- 
tion, eight  more  communities  were  approved  for 
funding,  but  due  to  weather  conditions  did  not 
complete  installation  during  1983.  These  12 
communities  bring  the  total  population  provided 
fluoridated  water  to  more  than  1 million 
Arkansans. 

Water  operators  from  36  water  systems  attended 
a two-day  training  course  in  proper  fluoridation 
techniques  and  procedures  insuring  that  systems 
continue  to  provide  optimally  adjusted  fluori- 
dated water  to  users.  The  Arkansas  Fluoridation 
Program  provided  funding  for  the  purchase  of 
chemicals  for  eight  communities  thus  preventing 
discontinuance  of  optimally  adjusted  fluoridated 
water  for  some  28,000  Arkansans. 


WIC 

The  Special  Supplemental  Food  Program  for 
Women,  Infants  and  Children  (WIC)  provides 
nutritious  foods  and  nutrition  education  to  preg- 
nant and  breast-feeding  Women,  Infants,  and 
Children  up  to  five  years  of  age  who  are  found  to 
be  income  eligible  and  at  nutritional  risk.  The 
WIC  Program  has  seen  an  increase  in  caseload 
from  21,145  in  October  1982,  to  26,185  in  Decem- 
ber of  1983.  This  increased  caseload  is  due  not 
only  to  the  increased  funding  provided  by  the 
Emergency  Jobs  Bill  passed  by  Congress  in  spring 
1983,  but  by  the  additional  funding  received  in 
fiscal  year  1984.  Funding  has  increased  from 
$12,351,594  in  FY  ’83  to  $15,913,543  in  FY  ’84.  In 
FY  ’83,  the  WIC  Program  provided  services  to 
51,035  Women,  90,174  Infants  and  133,527  Chil- 
dren for  a total  of  274,736  program  recipients. 
Hearing  and  Speech  Clinic 

The  Infant  Hearing  Loss  Identification  Pro- 
gram, as  reported  in  the  past,  is  designed  to  find 
those  newborns  with  a hearing  impairment.  This 
year,  three  more  hospitals  were  added  to  our 
hearing  testing  component.  Now,  approximately 
15%  of  all  live  births  in  Arkansas  are  covered  by 
this  program.  Because  of  rapid  growth  and  tre- 
mendous community  and  professional  interest,  a 
new  position  was  added  for  an  audiologist  to 
coordinate  the  program  full  time.  This  person 
will  direct  present  activities  and  coordinate  the 
effort  for  a statewide  identification  plan. 

Because  of  the  tremendous  demand  for  audiolo- 
gy services  in  the  Forrest  City  Clinic,  a second 
audiologist  was  added.  This  Clinic  serves  15  east 
and  northeast  counties.  This  area  of  Arkansas 
tends  to  have  a higher  incidence  of  hearing 
problems. 

Family  Planning  Program 

As  a part  of  the  program’s  continuing  effort  to 
reduce  the  incidence  of  adolescent  pregnancy, 
activities  were  increased  this  year  in  the  areas  of 
family  and  community  education.  A two-day 
Family  Involvement  Workshop  was  conducted  for 
31  family  planning  professionals  to  train  them  to 
assist  parents  in  becoming  the  primary  sexuality 
educators  of  their  children.  A total  of  40  classes 
were  subsequently  conducted  for  interested 
parents.  At  least  700  health  professionals  were 
introduced  to  Health  Department  family  plan- 
ning materials  and  information  at  the  annual 
Arkansas  School  Counselor’s  Conference  and 
School  Health  Association  Meeting.  Additionally, 
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Health  Department  personnel  across  the  State 
spoke  to  14,000  adolescents  and  adults  on  family 
planning  and  sexuality  education. 

Sudden  Infant  Death  Syndrome 

On  October  1,  1983,  the  Arkansas  Department 
of  Health  again  began  funding  autopsies  in  cases 
of  suspected  SIDS  deaths.  To  qualify  for  autopsy, 
the  infant  must  be  between  1 week  and  one  year 
of  age  and  must  have  been  previously  healthy. 
Arkansas  Childrens’  Hospital  is  the  autopsy  con- 
tractor. ADH  also  provides  funding  for  transpor- 
tation of  the  deceased  to  and  from  ACH  for 
autopsy.  Within  24  hours  of  autopsy,  the  ADH 
physician  or  nurse  notifies  the  family  of  prelimi- 
nary autopsy  findings.  A local  public  health 
nurse  offers  to  visit  the  family  for  counseling, 
education,  and  support  regarding  SIDS. 

The  SIDS  staff  is  working  to  improve  suspected 
SIDS  reporting.  Arkansas  law  requires  that  any 
local  health  or  law  enforcement  provider  notify 
the  local  coroner  of  a suspected  SIDS  death.  The 
coroner  is  then  required  to  offer  the  family  an 
autopsy  and  to  report  the  death  to  the  Arkansas 
Department  of  Health. 

In  the  ADH  Central  Office,  death  certificates 
of  all  infants  under  one  year  of  age  are  reviewed 
in  an  effort  to  identify  possible  cases  which  were 
not  reported.  In  addition,  we  are  working  to  link 
birth  and  death  certificates  on  known  SIDS  vic- 
tims to  determine  if  there  are  any  common  char- 
acteristics which  might  lead  to  prevention  of  this 
mysterious  # 1 killer  of  infants. 

Lay  Midwifery  Regulations 

Act  838  of  1983  directs  the  Arkansas  State  Board 
of  Health  to  adopt  regulations  to  license  lay  mid- 
wives and  govern  the  practice  of  lay  midwifery  in 
any  county  having  32.5%  or  more  of  its  popula- 
tion below  the  poverty  level.  Those  counties 
meeting  the  legislative  criteria  were  Woodruff, 
St.  Francis,  Lee,  Monroe,  Phillips,  and  Chicot 
counties,  according  to  the  1980  census  by  the 
United  States  Bureau  of  the  Census.  The  Act 
further  stipulates  that  a lay  midwife  must  practice 
under  the  supervision  of  a physician  licensed 
under  the  Arkansas  Medical  Practices  Act  who  has 
obstetrical  privileges  in  a hospital  in  this  State. 

Dr.  Thomas  Hejna  (an  obstetrician/gynecolo- 
gist).  Director  of  Maternal  and  Child  Health  for 
the  Arkansas  Department  of  Health,  was  asked  by 
the  Board  of  Health  to  select  and  chair  the  com- 
mittee responsible  for  drafting  the  regulations. 
The  committee  consisted  of  two  lay  midwives  and 


the  following  Health  Department  staff;  a nurse 
practitioner,  attorney,  pharmacist.  Hospital  Divi- 
sion regulatory  representative,  and  an  MCH  ad- 
ministrator. The  committee  reviewed  regulations 
from  other  states  with  comparable  laws,  and  then 
recommended  regulations  for  Arkansas.  A public 
hearing  was  recently  held  and  the  regulations 
should  be  finalized  in  early  1984. 

Maternity 

One  of  the  functions  of  the  Maternity  Program 
is  to  act  as  a catalyst  in  ensuring  that  maternity 
and  delivery  services  are  accessible  and  affordable. 

Indigent  low-risk  maternity  patients  in  East 
Arkansas,  for  example,  may  enroll  in  the  Missis- 
sippi County  Nurse  Midwife  Program.  Fees  for 
the  midwife  and  delivery  services  are  based  on  a 
sliding  fee  scale.  Two  additional  nurse  midwife 
projects  were  developed  in  1983  jointly  by  the 
East  Arkansas  Community  Health  Center  and  the 
Arkansas  Department  of  Health  to  provide  ma- 
ternity care  for  low-risk  poor  women  in  an  eight 
county  area  at  a reduced  cost.  The  cost  of  the  care 
is  reduced  by  using  midwives  and  ensuring  a 
shorter  inpatient  hospital  stay.  The  Health  De- 
partment will  provide  home  follow-up  to  the 
mothers  and  babies  who  are  discharged  early. 
High-risk  pregnant  women  deliver  at  City  of 
Memphis  Hospital  through  a contractional  ar- 
rangement with  the  Arkansas  Department  of 
Health  and  funded  through  Act  490  (dog  track) 
funds. 

The  Department’s  expertise  and  technical  as- 
sistance is  available  to  other  communities  across 
the  State  which  wish  to  establish  programs,  simi- 
lar to  the  one  in  East  Arkansas,  which  will: 

1.  Reduce  the  length  of  stay  and,  subsequently, 
the  cost  of  the  delivery,  and 

2.  Establish  a home  visiting  component  to  follow- 
up mothers  and  babies  who  are  discharged 
early. 

Child  Health 

The  Arkansas  Department  of  Health  worked 
with  Arkansas  Highway  Safety,  Arkansas  Chil- 
drens’ Hospital  (ACH)  and  pediatricians  in  the 
State  to  successfully  pass  Act  749;  the  Child  Pas- 
senger Protection  Act.  This  law  states  that  every 
child  under  age  3 should  be  restrained  in  a child 
passenger  safety  seat  system  and  that  children 
between  3 and  5 years  old  be  restrained  in  a child 
safety  seat  or  by  a seat  belt.  The  legislation  also 
requires  a public  awareness  campaign  to  encour- 
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age  and  promote  the  use  of  child  passenger  safety 
seats. 

The  Department  of  Health  established  a Loan- 
a-Seat  program  in  September  1983,  in  16  Local 
Health  Departments  to  distribute  2,000  seats  to: 

1.  Ensure  compliance  with  Act  749  (especially  to 
allow  low-income  families  an  opportunity  to 
obtain  an  infant  seat);  and, 

2.  Promote  the  use  of  child  passenger  safety  seats. 

SECTION  OF  ENVIRONMENTAL  AND 
HEALTH  MAINTENANCE 
Epidemiology 

Last  year  was  a busy  year  for  the  Epidemiology 
Program.  We  experienced  the  usual  disease  rates 
for  most  of  our  reportable  diseases:  Hepatitis  406 
cases.  Meningitis  83  cases.  Salmonella  456  cases 
and  Shigella  78  cases.  Rocky  Mountain  Spotted 
Fever  (40  cases)  and  Tularemia  (65  cases)  were  up 
in  incidence  again  last  year.  In  March  a measles 
alert  was  issued  when  10  cases  of  measles  were 
discovered  in  Batesville.  A second  measles  scare 
resulted  in  July  with  the  arrival  of  a Drum  and 
Bugle  Corps  touring  the  United  States. 

In  June,  Arkansas  reported  its  first  and  only 
AIDS  victim,  a 28-year-old  male  from  Pulaski 
County.  In  September,  the  first  case  of  Diph- 
theria since  1969  was  discovered  in  a 14-month-old 
unimmunized  infant  from  Polk  County.  Also  in 
September  we  reported  a case  of  congenital  ru- 
bella, the  first  case  reported  in  Arkansas  since 
1971.  Some  of  the  more  unusual  diseases  reported 
during  the  year  included  three  cases  of  Kawasaki 
Disease,  two  cases  of  Lyme  Disease,  three  cases  of 
Vibrio  cholerae  and  a case  of  murine  typhus. 
Venereal  Disease 

Reported  cases  of  early  syphilis  in  Arkansas 
during  1983  numbered  324,  which  are  39  fewer 
cases  than  were  reported  in  1982.  Rapid  epidemi- 
ologic follow-up  of  over  95  percent  of  the  reported 
cases  resulted  in  the  examination/ treatment  of 
695  contacts  and  clusters  with  recent  exposure  to 
the  infected  individuals.  Probable  sources  were 
identified  for  143  of  the  reported  cases  and  inter- 
vention into  the  transmission  cycle  was  accom- 
plished in  213  of  the  cases. 

Five  patients  with  penicillin-resistant  gonorrhea 
were  reported  in  1983,  compared  to  eleven 
in  1982.  Three  of  the  patients  with  penicillin- 
resistant  gonorrhea  were  detected  as  a result  of 
post  treatment  test-of-cure  cultures.  Rapid  follow- 
up of  these  individuals  and  their  contacts  resulted 


in  the  identification  of  two  additional  cases  of 
penicillin-resistant  gonorrhea.  The  last  case  of 
penicillin-resistant  gonorrhea  occurred  in  Octo- 
ber 1983. 

Childhood  Immunization 

The  computer-based  Arkansas  Immunization  Re- 
porting System  continued  to  assess  immunization 
records,  and  those  individuals  found  to  be  delin- 
quent in  one  or  more  immunizations  were  con- 
tacted by  local  health  unit  personnel  and  private 
physicians  participating  in  the  system.  This  as- 
sessment is  directed  toward  pre-school  children  to 
assure  adequate  immunization  levels  in  these  age 
groups  prior  to  school  enrollment. 

The  school  immunization  regulation  require- 
ments were  revised  and  the  revisions  implemented 
with  the  1983-84  school  year.  Children  in  Arkan- 
sas are  required  to  have  received  3 DTP,  Tb  or 
DT,  3 Polio,  1 Measles  and  1 Rubella  vaccination 
to  attend  public  and  private  schools.  The  revised 
requirements  for  new  enterers  (Kindergarten  or 
1st  Grade)  and  transfer  students  attending  public 
and  private  schools  are  as  follows: 

1.  DTP,  Tb  or  DT  — At  least  three  doses,  but 
one  dose  must  have  been  administered  after 
the  student’s  fourth  birthday. 

2.  Oral  Polio  or  Inactivated  Polio— At  least  three 
doses,  but  one  dose  must  have  been  adminis- 
tered after  the  student’s  fourth  birthday. 

3.  Measles  — One  dose  live  vaccine  administered 
after  the  student’s  first  birthday  and  not  prior 
to  1-1-68. 

4.  Rubella  — One  dose  live  vaccine  administered 
after  the  student’s  first  birthday  and  not  prior 
to  6-1-69. 

These  requirements  do  not  increase  the  number 
of  doses  a child  must  receive  but  do  set  qualifying 
criteria  to  assure  that  the  students  are  adequately 
immunized  medically. 

Children  attending  kindergarten  or  first  grade 
and  day  care  continue  to  remain  very  highly  im- 
munized. Results  of  the  1982-83  survey  reveal 
the  following  immunization  rates  for  these  age 


groups: 

Kindergarten 
and  j or  First  Grade 

Day  Care 

Antigen(s) 

Percent  Immunized 

Percent  Immunized 

DTP 

99 

96 

Polio 

98 

95 

Measles 

99 

93 

Rubella 

99 

92 

Mumps 

93 

89 
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Maternal  Education  Program 

The  Arkansas  Department  of  Health  took  a 
major  step  in  the  ultimate  eradication  of  Rubella. 
Rubella  vaccine  is  now  available  in  Health  De- 
partment clinics  to  all  individuals  regardless  of 
age  or  sex.  Special  emphasis  is  placed  on  females 
of  child-bearing  age.  All  females  participating  in 
these  clinics  are  immunized  with  Rubella  vaccine 
if  they  are  unable  to  prove  immunity. 

The  hospital-based  Maternal  Education  Pro- 
gram gained  statewide  interest  through  the  efforts 
of  nursing  personnel  and  volunteers  from  the  Ar- 
kansas Hospital  Association  Auxiliary.  There  are 
currently  60  hospitals  participating  statewide. 
Each  mother  is  contacted  at  her  bedside  to  explain 
the  importance  of  immunization  to  the  health  of 
their  baby  and  to  provide  her  with  an  immuniza- 
tion information  packet.  In  1983,  18,959  mothers 
were  visited  by  the  nurses  or  hospital  volunteers. 

In  addition  to  bedside  visits.  North  Little 
Rock’s  Memorial  Hospital  Auxiliary  imple- 
mented the  State’s  first  Hospital  Immunization 
Follow-up  Program.  Volunteers  call  the  parents 
when  their  children  are  2 months  old,  6 months 
old,  and  16  months  old  to  remind  the  parents  of 
the  immunization  schedule  and  the  importance 
of  continuing  the  series  of  shots.  Major  emphasis 
will  be  placed  on  recruiting  more  hospitals  to 
participate  in  similar  follow-up  programs. 

Through  the  Maternal  Education  Program  95% 
of  all  new  parents  will  be  contacted  regarding  the 
importance  of  early  childhood  immunizations. 
Blood  Alcohol  Program 

The  Department’s  Blood  Alcohol  Program 
worked  closely  with  legislators  and  with  the  Gov- 
ernor’s Task  Force  on  Drunk  Driving  in  the 
development  of  Arkansas’  1983  DWI  legislation. 
The  Department  of  Health  plays  a significant 
role  in  helping  to  rid  our  roadways  of  the  drinking 
driver.  Law  enforcement  personnel  and  equip- 
ment involved  in  DWI  testing  are  regulated  by 
the  Department  through  training,  evaluation,  on- 
site inspection  and  certification.  The  scientific 
expertise  of  the  staff  also  plays  a critical  role  in 
many  court  decisions  throughout  the  State. 

T uberculosis  Program 

In  this  year  we  made  a study  of  the  trends  in 
the  age-specific  case  rates  for  TB  from  1961  to 
1981.  We  found  the  trend  to  be  steadily  down, 
except  for  persons  age  70  and  above  in  whom  it 
has  been  steadily  increasing  each  year.  This  is 
interpreted  to  mean  that  there  is  an  inexorable 


breakdown  rate  among  the  very  old  who  were 
infected  many  years  ago  and  that  transmission  of 
the  infection  is  rather  well  controlled. 

We  have  now  received  tuberculin  skin  test  data 
on  residents  of  every  nursing  home  in  the  State 
which  will  serve  as  a baseline  in  the  event  of  any 
suspected  outbreak  in  any  of  the  homes.  Up- 
dating information  was  also  received  on  all  but 
about  15  homes  and  these  are  still  being  sought. 
A preliminary  analysis  of  the  22,000  nursing 
home  residents  revealed  some  extremely  interest- 
ing and  disturbing  facts  which  have  been  put 
into  an  abstract  and  submitted  to  the  American 
Thoracic  Society  for  presentation  at  the  annual 
meeting  in  May  1984. 

Approximately  56  physicians  worked  part-time 
with  the  Tuberculosis  Program  conducting  chest 
clinics  and  conferences  throughout  the  State. 
Seventeen  hospitals  and  one  nursing  home  have 
been  contracted  for  the  care  and  treatment  of 
tuberculosis  patients.  An  average  of  49  chest 
clinics  in  40  counties  and  22  chest  conferences  in 
9 contract  hospitals  were  held  monthly.  The  av- 
erage attendance  at  chest  clinics  was  7.  The  mo- 
bile x-ray  technicians  held  an  average  of  20  chest 
x-ray  clinics  monthly  with  an  average  attendance 
of  13.  A total  of  279  residents  and  employees  were 
x-rayed  in  9 nursing  homes  that  were  suspected  or 
proven  to  be  harboring  an  active  tuberculosis  case. 
242  patients  were  hospitalized  in  the  17  contract 
hospitals  for  an  average  stay  of  14  days. 

Hypertension  Program 

The  Hypertension  Program  sponsored  and  co- 
ordinated a conference  for  Registered  Nurses  and 
Health  Educators  throughout  the  State  entitled 
“High  Blood  Pressure  in  Arkansas;  Special  Prob- 
lems, Special  Interventions’’.  The  program  em- 
phasized patient  education  strategies  to  enhance 
patient  compliance,  as  well  as  highlighting  special 
considerations  in  the  treatment  of  the  “mild” 
hypertensive  and  the  black  hypertensive. 

Refugee  Health  Program 

During  FY  1983,  the  Refugee  Health  Program 
provided  health  assessments  for  143  newly-arrived 
refugees  in  Arkansas.  These  included  76  Viet- 
namese, 19  Laotians,  16  Kampucheans  (Cam- 
bodians), 12  Iraqi,  11  Poles,  6 Rumanians  and  3 
Hungarians.  They  were  in  ten  counties,  with  the 
highest  number  in  Sebastian  and  Pulaski  counties. 
Those  requiring  further  medical  attention  or  case 
management  are  referred  to  appropriate  pro- 
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viders.  Interpreter  services  are  provided  for  Viet- 
namese, Laotian  and  Hmong  refugees. 

The  Refugee  Program  Coordinator  co- 
sponsored with  the  Social  Services’  Refugee 
Program  Manager  two  statewide  refugee  confer- 
ences during  1983.  They  were  each  attended  by 
40-50  people  and  dealt  with  issues  in  refugee 
resettlement. 

The  Refugee  Program  also  translated  19  pam- 
phlets and  two  booklets  into  Vietnamese  and 
Laotian  during  1983.  These  were  about  such 
topics  as  Immunizations,  Tuberculosis,  Family 
Planning,  Nutrition  and  Pap  Smears. 

Epizootic  Diseases 

During  1983,  seventy  Arkansans  were  diagnosed 
positive  for  tularemia  accounting  for  22%  of  the 
316  cases  reported  in  the  United  States.  Arkansas 
had  more  tularemia  than  any  other  state.  How- 
ever, Missouri  was  second  in  the  nation  with  68 
cases.  Diagnostic  criteria  was  a four-fold  rise  in 
antibody  titer  or  a 1:160  titer  with  compatible 
symptoms. 

In  an  attempt  to  determine  the  reservoir  in 
wild  and  domestic  animals,  serology  was  con- 
ducted at  random  on  wild  and  domestic  animals 
and  man.  The  University  of  Arkansas  at  Little 
Rock  in  cooperation  with  the  State  Health  De- 
partment is  currently  testing  350  samples  of  deer 
blood  to  clarify  the  role  of  the  deer  as  a reservoir 
of  tularemia.  This  was  considered  to  be  impor- 
tant since  every  year  case  histories  indicate  the 
disease  may  have  been  contracted  by  dressing  a 
deer. 

There  is  an  epidemic  of  raccoon  rabies  in  Mary- 
land, Virginia,  West  Virginia,  Pennsylvania,  and 
Washington,  D.  C.  Maryland  reported  797  rabid 
animals  for  1983  and  Virginia  625.  All  but  a few 
of  these  were  raccoons.  We  are  continually  moni- 
toring the  raccoon  population  in  Arkansas  for 
rabies  by  testing  at  least  50  heads  a year,  but  there 
have  been  no  positives  since  1976.  About  150  rats, 
mice  and  squirrels  are  tested  annually  with  no 
positives  being  found. 

One  hundred  seventy-one  persons  received  post 
exposure  rabies  treatment  during  1983.  Fifty-one 
were  exposed  to  laboratory  proven  rabid  animals. 

Researchers  working  in  the  State  of  Texas  re- 
ported that  in  certain  counties  up  to  5%  of  the 
armadillos  have  been  found  to  be  infected  with 
Mycobacterium  leprae,  the  causative  organism  of 
leprosy  or  Hansen  disease. 

A January  newspaper  article  further  indicated 


that  five  people  in  Texas  diagnosed  as  having 
leprosy  had  a history  of  frequent  contacts  with 
armadillos  for  periods  ranging  from  7 to  40  years. 
All  had  swollen  red  hands  covered  with  plaques; 
most  had  extensive  lesions  elsewhere  on  their 
bodies. 

Charles  Sheppard,  M.D.,  a leprosy  expert  in  the 
Centers  for  Disease  Control  indicated  that  studies 
on  armadillos  in  Texas,  Louisiana,  and  Missis- 
sippi showed  infected  animals,  but  over  1,000 
tested  in  Florida  were  negative.  He  indicated  that 
only  man,  apes  and  armadillos  are  known  to  have 
leprosy  and  that  they  are  not  in  a position  to  re- 
ceive samples  from  armadillos  for  bacterial  identi- 
fication, but  that  armadillos  in  Arkansas  should 
be  considered  to  be  infected  as  are  those  in  our 
neighboring  states.  This  office  has  advised  of  the 
risk  for  those  making  flower  buckets  or  earrings 
from  armadillo  shell. 

BUREAU  OF 

ENVIRONMENTAL  HEALTH  SERVICES 
Jerry  G.  Hill,  Director 
Division  of  Sanitarian  Services 
(General  Sanitation  Section) 

In  response  to  the  Minimum  Program  Require- 
ments adopted  in  1982,  the  General  Sanitation 
Section  conducted  follow-up  evaluations  for  all 
eleven  (11)  health  department  areas.  Significant 
improvements  were  noted. 

The  Septic  Tank  Advisory  Committee  as  estab- 
lished by  Act  708  of  1983,  began  meeting  in  1983. 
The  first  priorities  discussed  were  the  details  of 
the  committee’s  operation  and  how  the  revenues 
could  be  used  to  both  advance  the  “state  of  the 
art’’  of  sewage  treatment  and  disposal  and  also  to 
assist  homeowners  experiencing  problems  with 
alternate  sewage  disposal  systems. 

A statewide  survey  of  existing  alternate  systems 
approved  by  the  Health  Department  was  initi- 
ated. These  systems  were  checked  for  proper 
construction,  operation  and  maintenance,  and 
function.  The  purpose  of  the  survey  is  to  evalu- 
ate the  effectiveness  and  to  isolate  specific  prob- 
lems associated  with  different  types  of  alternate 
systems. 

The  swimming  pool  regulations  adopted  in 
1982  were  implemented.  Training  on  the  new 
regulations  was  provided  for  both  county  sani- 
tarians and  pool  operators. 

(Arkansas  Grade  “A”  Milk  Program) 

The  Arkansas  Grade  “A”  Milk  Advisory  Com- 
mittee, which  consists  of  three  Health  Department 
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members  and  four  Industry  members  met  quarter- 
ly in  1983.  The  members  of  the  Advisory  Com- 
mittee worked  with  the  Milk  Program  in  support 
of  Dr.  Taylor  Wood  of  the  Livestock  and  Poultry 
Commission  in  establishing  regulations  to  eradi- 
cate Brucellosis  through  calfhood  vaccination, 
accelerated  testing  and  proper  destruction  of  dis- 
eased animals.  The  Advisory  Committee  sent 
three  members  to  appear  on  the  program  of  the 
Southern  Regional  Meeting  of  the  National  Asso- 
ciation of  Departments  of  Agriculture  in  June 
1983,  in  Oklahoma  City,  Oklahoma. 

A three  day  seminar  for  milk  Sanitarians  and 
Rating  Officers  from  U.  S.  Public  Health  Services, 
Region  VI,  was  hosted  by  the  Milk  Program  in 
Texarkana,  Arkansas. 

As  a member  of  the  Board  of  the  Arkansas  Dairy 
Industry  Federation,  the  Milk  Program  Adminis- 
trator is  working  with  other  State  Agencies,  the 
Dairy  Support  Industries  and  the  Dairy  Industries 
to  improve  the  quality  and  sanitary  production  of 
milk. 

Ten  plant  and  producer  surveys  and  five  U.  S. 
Public  Health  Service  check  ratings  were  made 
on  the  Arkansas  milk  supply  in  1983.  The  sur- 
veys and  check  ratings  determine  the  quality 
of  the  milk  and  the  effectiveness  of  the  Milk 
Program.  All  milk  now  meets  or  exceeds  the  90% 
level  required  by  the  Interstate  Milk  Shippers 
Agreement. 

(Food  and  Dairy  Products  Section) 

The  Rules  and  Regulations  Pertaining  to  Food 
Stores,  Markets  and  Warehouses  have  been  totally 
re-written  to  conform  with  the  U.  S.  Public  Health 
Service  Model  Ordinance.  These  regulations  are 
currently  going  through  the  procedure  for  final 
adoption. 

Representatives  were  sent  to  Texas  for  Seminars 
in  Retail  Food  Store  Sanitation  and  the  regional 
Food  Evaluation  Officers  Seminar  to  gain  infor- 
mation which  will  be  helpful  in  our  adopting  the 
FDA  model  ordinance  for  Retail  Food  Stores. 

A representative  of  the  Food  and  Dairy  Prod- 
ucts Section  attended  each  area  meeting  for  the 
purpose  of  clarifying  and  identifying  problems 
within  the  Food  Service  Program. 

Inspectional  activities  in  the  area  of  manufac- 
tured milk  were  maintained.  These  activities 
included  increasing  the  manufactured  milk  pro- 
ducer farm  inspections  from  two  times  per  year 
to  three  times  per  year. 

The  Food  Products  Section  conducted  audits  in 


two  counties  of  each  area  to  assure  compliance  of 
minimum  program  standards.  Statewide,  signifi- 
cant improvements  were  found  since  the  previous 
audits. 

Food  Evaluation  Officers  completed  an  area 
survey  on  Area  VI  and  are  in  the  process  of  con- 
ducting an  areawide  survey  on  Area  III. 

The  Food  Products  Section  is  currently  working 
with  FDA  on  a State  Food  Evaluation  to  be  per- 
formed by  FDA  which  has  been  scheduled  for 
early  1984.  This  evaluation  will  be  of  great  bene- 
fit to  the  food  program  on  evaluation  and  future 
development  of  the  statewide  food  program. 

In  terms  of  impact  upon  the  Plan  Review  pro- 
gram, the  two  most  significant  accomplishments 
for  1983  were  the  redesigning  of  the  guideline  for 
plan  review  and  the  creation  of  a Sanitarian’s 
Handbook  on  Plan  Review.  There  was  a 10%  in- 
crease in  plans  reviewed  for  food  establishments. 

All  general  salvagers  were  inspected  as  required 
and  approximately  171  pounds  of  contaminated 
food  were  voluntarily  destroyed  by  management. 

In  1983  the  Meat  Certification  Program  was 
conducted  by  two  persons  working  part-time. 
They  inspected  1,184,623  pounds  of  meat  during 
approximately  300  visits  to  local  packing  plants. 
(FDA  Contract  Section) 

During  1983,  the  FDA  Contract  Program  con- 
tinued as  an  integral  unit  in  the  Division  of 
Sanitarian  Services.  This  food  sanitation  program 
provides  inspectional  coverage  of  wholesale  food 
manufacturers  and  food  warehouses  falling  under 
the  jurisdiction  of  the  Food  and  Drug  Administra- 
tion. The  contract  program  assumed  responsibili- 
ty for  the  inspection  of  grain  elevators  in  August 
1983. 

A total  of  337  routine  and  compliance  inspec- 
tions were  conducted,  during  which  seventy-seven 
(77)  food  and  filth  samples  were  collected  for 
documentation  of  violations.  Approximately 
4,150  pounds  of  defiled  foods  valued  at  $1,563.00 
were  destroyed  voluntarily  by  management  result- 
ing from  inspections.  Fourty-four  (44)  administra- 
tive letters  were  issued  to  violative  firms  which 
resulted  in  $54,000.00  in  capital  improvements 
made  by  management  in  order  to  comply  with 
applicable  laws  and  regulations. 

Division  of  Engineering 

Due  to  the  extreme  weather  conditions  in  De- 
cember 1982  and  their  disastrous  effect  on  the 
public  water  systems,  the  Division  felt  the  need  to 
develop  and  implement  an  emergency  assistance 
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clearinghouse  for  our  public  water  systems.  A 
questionnaire  was  developed  and  mailed  to  all 
public  water  systems  in  our  State.  The  question- 
naire asked  if  they  would  volunteer  to  participate 
in  our  effort.  Today  we  have  received  over  150 
favorable  responses  and  have  implemented  our 
clearinghouse.  Now  we  are  able  to  provide  names 
and  addresses  of  public  water  systems  which  will 
provide  assistance  for  all  types  of  emergency  prob- 
lems to  those  systems  in  need. 

Again  severe  cold  weather  during  December 
1983  caused  numerous  problems  to  public  water 
systems  in  our  State.  We  were  able  to  utilize  our 
clearinghouse.  Further,  the  Division  of  Engineer- 
ing maintained  almost  a complete  staff  and  had 
to  issue  30  boiling  orders  to  ensure  the  safety  of 
the  water  to  the  customer.  Due  to  our  actions,  no 
disease  outbreaks  in  the  affected  public  water 
systems  were  reported. 

With  the  assistance  of  the  Division  of  Sanitarian 
Services,  our  Division  was  able  to  implement  the 
non-community  public  water  supply  program 
under  the  Safe  Drinking  Water  Act.  This  pro- 
gram will  ensure  the  safety  of  drinking  water  by 
a transient  population  (i.e.,  recreational  areas, 
rest  stops,  restaurants  with  their  own  supply). 

The  Division  is  finalizing  significant  changes 
to  the  plumbing  program  which  were  started  in 
1983.  Major  regulations  have  been  developed  for 
apprentice  plumbers  and  solar  water  heating. 
Further,  the  plumbing  code  is  being  revised  and 
updated  and  the  licensing  examinations  are  being 
revised. 

Division  of  Health  Facility  Services 

During  1983,  the  Division  implemented  the 
new  “one-team”  concept  approach  to  the  survey- 
ing of  hospitals.  The  establishment  and  imple- 
mentation of  the  Hospital  Team  has  not  only 
been  a more  effective  means  of  surveying  and 
certifying  hospitals  but  has  also  been  more  effi- 
cient as  well.  The  Hospital  Team  consists  of  a 
Registered  Nurse,  Registered  Dietitian,  a Regis- 
tered Records  Administrator,  a Registered  Phar- 
macist, and  a Microbiologist  and  allows  facilities 
to  be  surveyed  and  certified  by  only  one  team 
instead  of  two  as  in  the  past.  The  State  pays  60 
percent  of  this  Team’s  expenses  and  the  federal 
program  (Health  Care  Financing  Administration 
— Medicare  Certification  Program)  absorbs  the 
remaining  40  percent  of  the  expenses. 

Due  to  legislation  passed  by  the  Arkansas  Gen- 
eral Assembly  in  1983,  this  office  had  the  respon- 


sibility of  developing  regulations  for  Hospice 
Facilities  and  Abortion  Clinics.  Both  sets  of  these 
regulations  are  being  developed  through  meet- 
ings, public  hearings,  etc.,  with  people  directly 
involved  in  both  areas  as  well  as  our  Division  staff. 

Toward  the  end  of  1983,  this  Division  was 
instructed  by  the  Health  Care  Financing  Ad- 
ministration to  obtain  computer/ word  processing 
equipment  which  will  allow  the  direct  transmittal 
of  surveys  of  facilities  certified  in  the  Medicare 
Certification  Program  to  our  Baltimore  Office 
and  will  also  allow  us  to  computerize  our  forms, 
directories,  etc. 

This  past  year  was  one  of  reorganization,  com- 
puterization, etc.  The  Division  has  maintained, 
as  always,  its  rapport  with  the  health  care  facilities 
and  with  the  citizens  of  Arkansas.  Because  it  has 
always  been  this  Division’s  philosophy  that  the 
care  and  safety  of  the  patient  comes  first,  we  will 
continue  to  make  this  our  number  one  goal  and 
not  lose  sight  of  this  as  we  strive  for  better, 
smoother  operation  of  the  Division’s  functions 
and  activities. 

Division  of  Public  Health  Laboratories 

The  tularemia  agglutination  testing  was  ex- 
panded in  March  of  1983  to  permit  the  evaluation 
of  the  tularemia  problem  in  wildlife. 

Rocky  Mountain  Spotted  Fever  testing  was  ex- 
panded in  May  of  1983  to  aid  in  defining  the  role 
of  the  family  dog  in  transmitting  Rocky  Mountain 
Spotted  Fever. 

Hepatitis  B core  antibody  testing  was  imple- 
mented in  March  of  1983  to  aid  in  evaluating  the 
need  for  continued  testing  of  Children’s  Colony 
residents  and  staff  prior  to  innoculation. 

Effective  July  1,  1983,  Act  378  of  1983  repealed 
the  requirement  for  premarital  syphilis  serology 
laboratory  certification.  Syphilis  serology  labora- 
tory certification  is  still  required  for  pregnant 
females  by  Act  71  of  1947. 

Division  of  Radiation  Control  if  Emergency 

Management  Programs 

Act  9 of  1983  enabled  Arkansas  to  enter  into  a 
compact  with  other  states  in  this  region  for  the 
disposal  of  low-level  radioactive  waste.  As  a result 
of  this  legislation,  the  Central  Interstate  Low- 
Level  Radioactive  Waste  Compact  Commission 
was  organized.  Arkansas,  Kansas,  Louisiana,  Ne- 
braska, and  Oklahoma  are  the  “charter”  members 
of  this  Compact.  Governor  Clinton  appointed 
Frank  Wilson,  the  State’s  Radiation  Control  Pro- 
gram Director,  as  Arkansas’  member  on  the  Com- 


510 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Arkansas  Medical  Society  I\Ief.ting,  April  12-15,  1984 


mission.  Mr.  Wilson  was  elected  Vice  Chairman 
of  the  Commission  at  the  organizational  meeting 
in  June  of  1983. 

Considerable  time  and  effort  were  spent  in  1983 
to  upgrade  our  Radiation  Safety  Program.  This 
agency  generates  a certain  amount  of  low-level 
radioactive  waste  and  also  acquires  certain  con- 
taminated materials  during  investigations  of  inci- 
dents. Several  equipment  and  supply  items  nec- 
essary for  proper  handling  and  securing  of  these 
materials  were  purchased  and  are  now  in  place 
within  the  Department. 

With  the  many  advances  in  technology  and 
increased  usage  of  ionizing  radiation  in  the  heal- 
ing arts  and  in  industry,  it  became  necessary  to 
update  the  State’s  Radiation  Control  Act.  Act  19 
of  1983  accomplished  this.  A new  edition  of  the 
State  Board  of  Health’s  RULES  AND  REGULA- 
TIONS FOR  CONTROL  OF  SOURCES  OF 
IONIZING  RADIATION  was  published  and 
disseminated  to  all  of  our  licensees  and  registrants. 

The  Radiation  Emergency  Response  Team  and 
our  Nuclear  Planning  and  Response  Program 
staff  participated  in  a comprehensive  exercise 
of  the  RADIOLOGICAL  EMERGENCY  RE- 
SPONSE PLAN  FOR  NUCLEAR  POWER 
GENERATING  FACILITIES  in  March  of  1983. 
The  exercise  was  audited  by  representatives  from 
the  U.  S.  NRC,  Federal  Emergency  Management 
Agency,  U.  S.  EPA,  and  designated  observers  from 
other  states  within  the  region.  The  results  of  this 
audit:  the  Arkansas  Plan  is  adequate  to  handle  an 
emergency  situation  in  this  area. 

BUREAU  OF 

COMMUNITY  HEALTH  SERVICES 
Nancy  Kirsch,  Director 

The  Bureau  of  Community  Health  Services  is 
responsible  for  the  administrative  direction  and 
supervision  of  all  field  services,  personnel,  and 
resources  through  eleven  area  offices  and  ninety- 
six  local  health  units.  In  the  calendar  year  1983, 
the  Bureau  of  Community  Health  Services  accom- 
plished the  following: 

— Continued  inservice  training  and  staff  devel- 
opment for  all  Local  Health  Unit  Adminis- 
trators in  order  to  help  them  develop  the 
most  effective  services  possible  within  their 
various  communities.  This  training  is  pro- 
vided periodically  (at  least  annually). 

— The  development  and  implementation  of  a 
system  of  fiscal  accountability  in  all  local 


health  units.  This  has  been  a success.  Audits 
by  both  the  Division  of  Legislative  Audit  and 
internal  audit  teams  of  the  Bureaus  of  Com- 
munity Health  Services  and  Administrative 
Services  have  observed  no  major  problems. 
All  ninety-six  (96)  local  health  units  were 
audited  in  1983.  Technical  assistance  and 
fiscal  accountability  workshops  were  pro- 
vided by  the  Bureau  of  Community  Health 
Services  staff  to  local  health  units  throughout 
Arkansas. 

— The  development  of  a local  health  unit  man- 
agement evaluation  system  with  an  effective 
date  of  formal  implementation  July  1,  1984. 
The  local  health  unit  evaluation  system  is  a 
management  tool  for  field  and  central  office 
personnel  to  use  in  improving  the  adminis- 
trative operations  of  local  health  units.  It  is 
also  used  to  improve  the  quality  of  adminis- 
trative policy  directives  established  by  the 
central  office.  The  results  of  local  health 
unit  management  evaluations  are  used  in 
long-range  planning  and  in  the  development 
of  clearer  and  better  minimum  standards  for 
health  development  operations. 

— The  development  and  implementation  of  a 
uniform  information  system  to  provide  docu- 
mentation of  services  and  activities  provided 
by  the  local  health  units.  The  local  health 
unit  activity  reporting  system,  with  the  co- 
operation of  the  Division  of  Records  and 
Clerical  Services  and  others,  has  been  imple- 
mented statewide. 

— Orientation  for  county  health  officers  will 
continue  to  be  held,  as  needed,  for  any  new 
appointments.  This  is  an  on-going  effort  to 
develop  an  active  role  of  county  health  offi- 
cers with  the  Department  of  Health. 

Many  different  community  health  services  and 
programs  are  offered  through  local  health  units. 
Services  that  are  offered  are  based  on  the  needs  of 
the  community  and  on  available  resources.  De- 
tails regarding  these  services  and  programs  appear 
elsewhere  in  this  report. 

BUREAU  OF  HEALTH  RESOURCES 
A.  Stuart  Fitzhugh,  M.D.,  Director 
Office  of  Dentists,  Pharmacists,  Physicians 
and  Veterinarians 

The  Office  of  Dentists,  Pharmacists,  Physicians 
and  "Veterinarians  continued  to  act  in  its  evalua- 
tion and  advisory  role  by  conducting  interdiscipli- 
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nary  reviews  of  agency  health  services  and  pro- 
grams through  surveys  of  pediatric  preventive 
medicine  in  child  health  services  and  specific 
zoonoses  (Tularemia,  bat  rabies)  of  concern  in 
Arkansas.  Liaison  with  national  professional  so- 
cieties and  agencies  provided  several  briefings  and 
updates  regarding  the  future  status  of  public 
health  programs  affecting  Arkansas. 

Division  of  Pharmacy  Services 

The  Division  of  Pharmacy  Services  has  success- 
fully completed  a statewide  program  to  improve 
accountability  of  drugs  used  by  the  various  pro- 
grams of  the  department.  A program  to  provide 
for  on-site  pharmacy  services  in  each  of  the  county 
public  health  units  was  started  in  October,  1983, 
and  is  to  be  completed  before  1985. 

The  division  was  responsible  for  the  quarantine 
and  destruction  of  over  one  million  dose  units  of 
controlled  substances  submitted.  Over  fifty  thou- 
sand dose  units  were  destroyed  in  the  field. 
Thirty-three  investigations  of  legitimate  drug 
handlers,  and  eighty-four  inspections  of  facilities 
that  handle  drugs  were  conducted. 

The  division  assisted  and  provided  consultation 
to  innumerable  state  and  federal  agencies  in 
matters  pertaining  to  drugs,  cosmetics,  and  medi- 
cal devices,  and  the  laws  and  regulations  involved 
with  their  handling.  It  was  also  included  in  the 
U of  A College  of  Pharmacy  Student  Rotation 
System  and  provided  for  the  training  and  instruc- 
tion of  two  senior  pharmacy  students  who  each 
served  a five  week  rotation. 

Office  of  Environmental  Training  and 
Professional  Development 

The  Office  of  Environmental  Training  and 
Professional  Development  (ET&PD)  provides 
training  and  continuing  education  for  both  cen- 
tral office  and  field  environmental  personnel. 
Workshops  included:  Effective  Communication, 
Conflict  Resolution,  Problem  Solving  and  a Man- 
agement Film  Fest.  Orientation  and  training  was 
coordinated  for  10  new  sanitarians  and  a Basic 
Supervision /Basic  Management  course  was  pre- 
sented to  12  Sanitarian  Supervisors.  Four  envir- 
onmental newsletters  were  published  and  dis- 
tributed. The  Office  monitored  25  employees 
taking  CDC  study  courses. 

The  Office  of  ET&PD  also  provides  training 
and  information  for  the  public  on  environmental 
topics.  The  office  presented  seven  environmental 
workshops  throughout  the  State  and  assisted 


sanitarian/environmental  personnel  with  70  vari- 
ous presentations/workshops.  Brochures  for  the 
Division  of  Engineering  and  the  Emergency  Com- 
munications Center  were  developed,  along  with  a 
revised  brochure  for  Sanitarian  Services.  The 
office  also  participated  in  developing  a Communi- 
ty Health  Services  brochure. 

News  releases  from  the  Consumer  Product 
Safety  Commission  were  distributed  and  an  En- 
vironmental Health  Week  was  sponsored  by  the 
office.  Pesticide  training  for  Rural  Health  Initia- 
tive Clinics  was  coordinated. 

Division  of  Records  and  Clerical  Services 

The  Division  of  Records  and  Clerical  Services 
provides  professional  direction  to  eleven  Area 
Records  and  Clerical  Supervisors,  who  in  turn 
provide  professional  direction  to  approximately 
250  Administrative  Support  Personnel  in  Local 
Health  Units  and  Area  Offices.  They  also  provide 
forms  orientation  to  all  other  personnel  within 
their  assigned  areas,  and  also  serve  as  members  of 
the  Area  Management  Core  Teams. 

Continuing  education  is  provided  to  Area  Su- 
pervisors. This  is  done  through  monthly  staff 
meetings  and  on-site  visits.  The  Area  Supervisors 
provide  continuing  education  to  local  staffs 
through  quarterly  meetings.  An  Annual  State- 
wide In-Service  Workshop  for  Administrative 
Support  Personnel  was  held  in  November,  1983. 
The  division  continued  developing  staffing  pat- 
terns and  standards  for  local  and  Area  Adminis- 
trative Support  Personnel.  Continued  guidance 
for  forms  development  and  forms  management 
was  provided  to  all  Bureaus,  Divisions  and  Pro- 
grams within  the  Agency. 

Participation  in  several  special  projects  in- 
cluded: developing  an  orientation  manual,  com- 
pleting several  desk  audits,  continuing  work  with 
all  Bureaus  in  an  effort  to  update  all  Record 
Inventories  and  Dispositions  by  the  Records  Man- 
ager, assisting  in  the  development  of  an  Activity 
Reporting  System,  training  of  Area  Document 
Examiners  to  check  Home  Health  billing,  assist- 
ing the  new  AFDC  Project,  continuing  the  moni- 
toring of  the  Family  Planning  Fee  System  in  Local 
Health  Units,  assisting  with  procedures  for  the 
Loan-A-Seat  Program,  assisting  with  the  new  Poli- 
cies and  Procedures  Manual,  assisting  other  divi- 
sions with  their  filing  systems,  and  serving  as 
members  of  numerous  committees. 

Division  of  Public  Health  Education 

The  Division  of  Public  Health  Education,  em- 
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phasizing  education  in  child  healdi,  developed  10 
new  lesson  plans  for  70  well  baby  clinics.  Ma- 
terials promoting  agency  services  and  healthy 
lifestyles  such  as  brochures  on  “Community 
Health  Services”,  “Toy  Safety”,  “Welcome  to  the 
Family  Planning  Clinic”,  and  a comprehensive 
“Family  Planning /Sex  Education  Resource 
Guide”  were  developed  and  distributed  through- 
out the  State.  In  response  to  public  concerns, 
informational  materials  (i.e.,  news  release  and 
public  service  announcements)  regarding  topics 
like  Acquired  Immune  Deficiency  Syndrome 
(AIDS),  the  recall  of  stuffed  baby  chicks  contain- 
ing arsenic,  heat  related  illnesses,  and  coping  with 
head  lice  were  distributed  to  print  and  electronic 
media. 

The  division  addressed  Risk  Reduction  by  con- 
ducting a statewide  survey  on  the  prevalence  of 
health  risk  factors  in  Arkansas.  In  conjunction 
with  the  Department  of  Health  and  Human  Serv- 
ices annual  competition,  a statewide  Community 
Health  Promotion  Award  Program  was  coordi- 
nated to  recognize  outstanding  achievements 
locally.  Training  on  smoking  interventions  for 
hypertensive  patients  was  provided  to  public 
health  nurses.  Other  activities  included  smoking 
cessation  clinics  and  presentations  to  businesses, 
schools  and  the  general  public  on  the  importance 
. of  a healthy  lifestyle. 

Over  8,500  people  utilized  the  Resource  Center 
I which  provided  films  to  agency  personnel,  schools, 
organizations,  hospitals,  nursing  homes,  dentists, 

I doctors,  public  utility  systems  and  industrial  man- 
ufacturers. Overall  the  Division  serviced  more 
j than  38,000  user  requests  for  audio-visual,  printed 
, or  educational  materials  relating  to  the  promotion 
. of  health  education.  All  maternity  materials 
available  through  the  Resource  Center  are  free  or 
can  be  checked  out  on  a loan  basis.  The  Division 
worked  in  cooperation  with  other  state  agencies 
and  related  associations  to  provide  these  materials. 

' Division  of  Medical  Social  Services 

The  Division  of  Medical  Social  Services  sup- 
' ported  staff  in  several  new  areas  in  1983.  A social 
worker  was  hired  to  direct  a maternal  education 
project  within  the  Immunization  Program.  New 
I social  workers  were  also  hired  to  provide  coverage 
: for  patients  in  several  parts  of  the  State  previously 
uncovered. 

' The  division  director  participated  in  the  Gov- 
ernor’s Task  Force  on  Children  and  Youth.  The 
I purpose  of  this  committee  is  to  reorganize  all 


services  for  children  and  youth  which  are  current- 
ly in  the  Department  of  Human  Services. 

Staff  produced  a videotape  on  how  to  identify 
potentially  abusive  parents.  The  tape  is  being 
used  in  teaching  staff  both  in  the  Health  Depart- 
ment and  in  the  community.  The  videotape  will 
be  presented  in  1984  at  the  National  Association 
of  Social  Workers  Symposium  on  Health  in  Wash- 
ington, D.  C. 

Division  of  Nutrition  Services 

The  Division  of  Nutrition  Services  experienced 
extensive  personnel  changes  in  1983.  In  the 
Central  Office  there  is  a new  Nutrition  Service 
Director,  Assistant  Director,  and  Maternity  Nu- 
tritionist. The  Division  was  active  in  assisting  the 
WIC  Program  in  obtaining  a WIC  Nutrition 
Education  Coordinator.  Two  area  nutritionist 
vacancies  were  filled.  Two  new  field  positions 
were  made  available  and  one  of  these  was  filled 
in  1983.  With  these  changes  and  additions,  serv- 
ices have  been  increased  to  area  clinics  and  clients 
and  nutrition  personnel  can  assume  a larger  role 
in  education  of  health  personnel  and  the  public. 

The  division  has  been  active  in  the  inservice 
education  of  public  health  nurses  with  presenta- 
tions on  nutrition’s  relation  to  hypertension,  nu- 
trition, and  family  planning.  Nutrition  Services 
was  instrumental  in  providing  nutrition  presenta- 
tions at  a continuing  education  session  for  family 
practice  physicians  and  nutritionists  participated 
in  two  statewide  WIC  program  staff  meetings. 
Nutritionists  have  worked  with  the  public  in 
prenatal  nutrition  classes,  and  in  several  sessions 
on  therapeutic  (diabetic  and  restricted  sodium) 
diets.  Nutrition  Services  and  Agricultural  Exten- 
sion coordinated  an  Arkansas  presentation  of  a 
National  teleconference  on  breast-feeding. 

Information  was  provided  to  the  Consumer 
Protection  Division  of  the  Attorney  General’s 
Office  and  the  Food  and  Drug  Administration 
when  there  was  concern  about  nutrition  issues  and 
has  served  as  a resource  to  the  public  about  con- 
troversial weight  control  regimes.  Arkansas’  Con- 
gressmen, through  correspondence,  were  made 
aware  of  the  Health  Department’s  interest  in  the 
need  for  sodium  labeling  on  foods. 

Office  of  Policies  and  Procedures 

The  Office  of  Policies  and  Procedures  is  re- 
sponsible for  coordinating  policies,  procedures, 
and  general  information  that  affect  all  employees 
of  the  Health  Department.  This  office  worked 
with  various  Bureaus,  Divisions,  and  Programs  in 
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transmitting  over  one  hundred  and  eighty  (180) 
communications  to  personnel  in  the  Field  and  the 
Central  Office. 

In  addition,  this  Office  coordinated  the  writing 
and  revising  of  administrative  policies  and  pro- 
cedures, resulting  in  the  formation  of  the  first 
volume  of  the  projected  multi-volume  revision  of 
the  Arkansas  Department  of  Health  (ADH)  Poli- 
cies and  Procedures  Manual.  This  Office  typed, 
copied,  and  distributed  one  hundred  and  fifty 
(150)  copies  of  the  Administration  Volume  to 
Area  Offices,  Local  Health  Units,  and  Central 
Office  locations. 

Workshops  were  conducted  on  “Writing  For 
Manuals”  and  training  sessions  on  new  procedures 
for  transmitting  policies,  procedures,  and  general 
information.  Throughout  the  year,  the  Coordi- 
nator of  Policies  and  Procedures  provided  techni- 
cal assistance  to  all  employees  using  and  updating 
the  ADH  Manual. 

Division  of  Public  Health  Nursing 

During  1983,  several  new  nursing  management 
people  came  on  board,  including  the  Director  of 
Nursing,  Inservice  Director  and  Nursing  Super- 
visors for  Areas  II,  V and  XI. 

One  of  the  highlights  of  the  year  was  a one-day 
workshop  co-sponsored  by  the  Division  of  Nursing 
and  the  Public  Health  Nursing  Association.  The 
working  session  in  October,  1983,  was  devoted  to 
work  on  standards  for  nursing. 

The  divisions  of  Maternal  and  Child  Health 
and  Home  Health,  through  the  coordination  of 
the  Division  of  Nursing,  has  established  inservice 
training  on  a continuing  basis  for  Health  Depart- 
ment nursing  staff. 

bure;au  of 

ADMINISTRATIVE  SUPPORT  SERVICES 
Tom  Butler,  Director 
Data  Processing  Division 

The  Agency  Information  System  Plan  has  been 
updated  three  times  during  the  year  and  progress 
has  been  made  on  several  of  its  top  items: 

— A new  computer  system  has  been  installed 
which  is  capable  of  supporting  state-of-the- 
art  data  processing  development  tools  and 
techniques.  With  adequate  training  and  ex- 
perience with  the  new  system,  the  produc- 
tivity of  the  D.P.  staff  should  increase 
significantly. 

— A communications  link  has  been  added  which 
joins  ADH  to  the  State  Department  Com- 


puter Services  and  allows  the  use  of  modern 
statistical  analysis  and  reporting  software  for 
the  Division  of  Vital  Statistics. 

— The  Word  Processing  capabilities  of  the  new 
computer  system  will  allow  ADH  to  build  an 
Agency  wide  word  processing  structure  which 
can  be  implemented  with  uniform,  consistent 
standards  for  all  participating  Divisions  of 
ADH. 

— The  hardware  and  software  needed  to  estab- 
lish the  use  of  a national  Medicare/ Medicaid 
Automated  Certification  System  has  been 
ordered  in  support  of  the  requirements  of 
the  ADH  Division  of  Facility  Services. 

— Work  has  begun  in  implementing  the  South 
Carolina  WIC  data  processing  system  at 
ADH. 

Division  of  Vital  Records 

The  Vital  Statistics  Act  of  1981,  (Act  120)  sec- 
tion 15  (a)  and  (d)  was  amended  to  require  regis- 
tration of  spontaneous  fetal  death  after  comple- 
tion of  twenty  (20)  weeks  gestation  or  more,  or 
weighing  more  than  500  grams. 

The  Certification  of  Live  Birth  has  been  re- 
vised to  include  occupation  and  industry  of 
mother  and  father.  The  health  department  is 
attempting  to  build  an  epidemiological  research 
base  for  occupation  health  monitoring.  The  oc- 
cupation information  on  the  birth  certificate  will 
serve  as  a tool  in  health  hazard  surveillance. 
Division  of  Personnel  Management 

The  Personnel  Division  has  developed  and  im- 
plemented a new  Performance  Evaluation  System. 
Plans  have  been  made  to  start  the  development 
of  a computer  based  Personnel  System  which  will 
greatly  enhance  the  capabilities  of  the  division. 

Arkansas  State  Medical  Board 

January  1,  1983 -January  1,  1984 

The  officers  and  members  of  the  State  Medical 
Board  are  as  follows: 

George  F.  Wynne,  M.D.,  Chairman 
W.  Ray  Jouett,  M.D.,  Vice-Chairman 
Hugh  R.  Edwards,  M.D. 

Frank  M.  Burton,  M.D. 

John  F.  Guenthner,  M.D. 

Vernon  H.  Carter,  M.D, 

Bascom  P.  Raney,  M.D. 

Warren  M.  Douglas,  M.D. 

Mr,  John  B.  Currie,  Sr. 

Mr.  Dewey  Lantrip 

Joe  Verser,  M.D.,  Secretary-Treasurer 

Robert  M.  Cearley,  Jr.,  Attorney 
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The  State  Medical  Board  published  a 1984 
directory  which  has  gone  to  the  printer  and  we 
should  be  able  to  mail  copies  to  each  physician  at 
a very  early  date. 

The  1983  Legislature  passed  legislation  which 
requires  dispensing  physicians  to  register  with  the 
State  Medical  Board,  and  comply  with  all  pro- 
visions of  the  Dispensing  Act.  Physicians  who 
have  not  dispensed  in  the  past  will  be  required  to 
get  approval  from  the  Board  before  they  can  dis- 
pense drugs.  Applications  can  be  obtained  by 
writing  to  the  secretary  of  the  Arkansas  State 
Medical  Board. 

The  secretary’s  office  is  receiving  a large  num- 
ber of  complaints  of  physicians  overcharging. 
Under  Arkansas  Statutes,  the  Board  can  take 
action  against  a physician  for  persistent  and 
flagrant  overcharging.  The  Board  did  take  action 
against  one  physician  for  persistent  overcharging. 

A yearly  financial  report  of  the  Board’s  activi- 
ties, prepared  by  Johnston  Freeman  & Company, 
has  been  sent  to  the  office  of  the  Arkansas  Medical 
Society,  a summary  of  which  is  included  in  this 
report. 

The  Board  investigated  every  case  of  violation 
of  the  Medical  Practices  Act  and  every  complaint 
filed  against  physicians  reported  to  the  secretary 
during  the  year. 

The  State  Medical  Board  licensed  146  physi- 
cians by  examination  and  138  physicians  by 
reciprocity  during  the  year  1983. 

Following  is  a summary  of  the  Board’s  pro- 
ceedings; 

Physicians  registered  for  1983: 

Resident  3,183 


Non-Resident  2,199 

Physicians  licensed  by  examination  146 

Physicians  licensed  by  reciprocity  138 

Physicians  certified  to  other  states  98 

Licenses  revoked  for  non-payment  of 

annual  registration  fees  38 

Licenses  suspended  for  non-payment  of 

annual  registration  fees  144 

Licenses  suspended  for  violation  of 

Medical  Practices  Act  8 

Cases  pending  for  violation  of 

Medical  Practices  Act  2 


ARKANSAS  STATE  MEDICAL  BOARD 
BALANCE  SHEET 


June  30,  1983  and  1982 

Cash  in  banks  — June  30,1983  June  30, 1982 
Bank  of  Harrisburg,  AR 
Checking  Account  $ 36,670.93  $ 48,602.89 
Certificates  of  Deposit  179,120.89  148,411.83 
Accrued  interest 


receivable 
Office  Equipment 
Less:  Accumulated 
Depreciation 
TOTAL  ASSETS 


5,024.66 

9,283.35 


5,205.83 

6,227.51 


(4,204.95)  (3,078.80) 


$225,894.88  $205,369.26 


LIABILITIES  AND  FUND  BALANCE 
Accounts  Payable  $ 669.35  $ 3,887.37 

Payroll  taxes  withheld  — 824.82 

TOTAL  LIABILITIES  669^5  4,712.19 

FUND  BALANCE  225,225.53  200,657.07 
TOTAL  LIABILITIES 
& FUND  BALANCE  $225,894.88  $205,369.26 
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THE  CARE  OF  BURNS 
Early  History  to  Present* 

David  W.  Robinson,  M.D.** 
Professor  of  Surgery 


Introduction 

Fire  has  been  lauded  and  cursed  from  the  first 
of  recorded  history.  It  was  considered  one  of  tlie 
four  primary  elements  by  the  Greeks  but  has 
always  been  feared  because  of  the  destruction  and 
injury  it  can  cause,  d he  concept  of  liell  embodied 
eternal  burning  as  the  worst  of  all  fates. 

Burn  injuries  are  among  the  greatest  of  chal- 
lenges and  Irecause  of  the  difficulties  of  caring 
for  them  they  ha\e  been  neglected  in  the  jtast. 
Modern  plans  of  treatment  have  evolved  prin- 
cipally in  this  century  although  some  of  the 
ground  tvork  tvas  laid  in  the  previous  century. 
For  the  most  of  recorded  time,  treatment  was  di- 
rected toward  care  of  the  local  wound  to  relieve 
pain.  Bizarre  mixtures  of  diverse  and  nonsensical 
elements  were  used  empirically  by  the  ancients 
and  these  same  ointments  and  dressings  were 
handed  dowm  for  ttvo  thousand  years  with  scarcely 
any  understanding  of  the  general  care  of  the 
patient. 

The  problem  existing  in  the  world  today  is  of 
first  magnitude.  In  the  U.S..\.  alone  each  year, 
two  million  people  are  burned  sufficiently  to 
seek  medical  attention,  ten  thousand  die  annually, 
huge  costs  must  be  born  for  the  extensive  hospital 
and  outpatient  care,  a very  real  impact  is  made  on 
prrxluctivity  because  of  the  loss  of  manpower,  and 
there  is  great  personal  suffering,  crippling,  and 
disfigurement. 

History  as  Documented  over  the  first  Two 
Thousand  Years  plus: 

Greco  Roman 

7th  Century  B.C. 

.\ristotle— made  observations  about  the  patho- 
genesis. 

•Presented  at  the  annual  meeting  of  the  Arkansas  Medical  Society, 
Mav  .T-S,  1983,  Fayetteville,  Arkansas. 

••Flniversity  of  Kansas  Medical  Center,  39th  & Rainbow  Blvd., 
Kansas  City,  Kansas  66103. 


460-317  B.C. 

Hippocrates— ad vo(  iued  strange  mixtures  for 
local  care. 

100  A.D. 

Celsus— wrote  about  many  bizarre  dressings. 

129-199  A.D. 

Galen— recommended  a dressing  of  lime  and 
sulfur  in  oil,  which  he  called  Greek  Fire. 

7th  Century  A.D. 

Panins  .A.eginta— strange  emollient  preparations 
used  as  detergents,  hot  and  cold,  to  prevent 
blistering. 

O 

1719  Richard  Wiseman  (English) 

Described  3 degrees  of  burns  and  described  his 
otvn  sensation  from  burning  of  his  own  fingers, 
noting  the  painless  surface  of  a deep  burn.  Fie 
recommended  refrigerants  and  also  fire  (hot  iron) 
stating  that  fire  calls  forth  fire.  He  used  splints 
to  avoid  contracture. 

fie  described  a boy  who,  on  Gtiy  Faw'ke’s  Day, 
N()\ember  Sth,  suffered  a burn  when  a spark 
ignited  fireworks  stuffed  in  a pocket.  (The  same 
accidents  occur  not  nncommonly  on  our  Ith  of 

Jiiiy)- 

1688-1738  Boorhaave  (Dutch) 

1 he  leading  doctor  of  his  time  was  burned  by 
an  exploding  still.  In  addition  to  local  treatment, 
he  bletl  and  purged  himself— showing  how  inacle- 
(juate  was  the  knowledge  of  the  day. 

1790  Carron  Oil 

Because  of  many  burns  at  the  iron  foundry,  a 
mixture  of  lime  ami  linseed  oil  was  used  on  burns 
at  the  Carron  works.  It  was  a popular  form  of 
therapy  until  1900  when  it  was  stopped  being 
used  because  of  its  poor  antiseptic  qualities. 

1792  David  Cleghorn  (Scottish) 

A brewer  in  Edinburgh  did  not  like  the  way 
burns  were  being  cared  for  so  he  treated  them 
hinrself  and  thereby  developed  quite  a reputation. 
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Eocallv  he  used  poultices  ot  vinegar  and  chalk,  but 
o]>posed  purges  which  he  thought  were  harmful 
Itecause  they  made  the  patients  weaker.  The  med- 
ical prolession  did  not  concur. 

1797  Edward  Kentish  (Edinburgh) 

Has  iiig  observed  many  file  damp  burns  in  the 
Ciollieries,  wrote  a book,  "Essays  on  Burns".  He 
wrote  about  the  neglect  of  burned  jiatients  l)ut 
was  severely  criticized  by  Jolni  Thompson  (IHES) 
who  spoke  of  Kentish’s  "faulty  understanding 
and  of  his  unintelligible  theoretic  ojtinions". 

1799  Sir  James  Earle  (English) 

Used  crushed  ice  and  ice  water  as  a good  anal- 
getic and  a means  ol  jrreventing  edema.  Alcohol 
was  not  to  be  used  internally  but  only  as  a 
fomentation  for  burns  and  ulcers. 

1780-1785  George  Ballingal  (English) 

Recommended  cold  instead  of  the  greasy  dress- 
ings of  Lane  (Napoleon’s  surgeon),  stating  that 
cold  was  much  easier  to  get  and  to  apply  than 
special  dressings. 

1832  Baron  Von  Dupuytren  (French) 

Famous  surgeon,  thoroughly  hated  by  his  col- 
leagues. Cdassified  burns  in  six  degrees. 

1833  Curling's  Ulcer 

In  1812  ptiblished  his  fitulings  found  at  post- 
mortem of  burned  patients.  Imlach,  Disbarreaux, 
Dupuytren,  and  .Sam  Cooper  had  published  previ- 
ously reports  of  gastroduodetial  ulcers  in  burned 
patients,  but  Curling’s  name  has  been  attached  to 
the  ulcers. 

1811  Dry  Corded  Cotton 

Used  first  described  in  Baltimore,  dry  and  left 
nndisturbed. 

1828  A.  D.  Anderson  (American) 

Objected  to  the  common  misdirected  habit  of 
changing  dressings  several  times  a day  and  recom- 
mended the  fluffed  up  dressings  to  be  left  alone 
for  some  time. 

1799-1870  James  Syme  (Edinburgh) 

Recommentled  cotton  wool  applied  with  mod- 
erate pressure  for  best  results.  He  said  that  ‘‘There 
was  no  doubt  what  to  do  for  deep  burns”  and  that 
there  was  no  uncertainty  except  at  first.  Founded 
the  first  burn  hosjtital  in  Edinburgh  at  the  Royal 
Informary  (1843).  He  said  he  could  not  put  such 
patients  on  his  general  surgery  wards  becattse  it 
might  endanger  the  other  patients  because  they 
stank.  Patients  were  sequestered  in  a nearby  shed 
as  a temporary  arrangement,  but  finally  a ward 
for  four  men  and  four  women  was  assigned  for 
burn  care  under  the  direction  of  a junior  acting 


suigeon.  Ellis  ward  was  called  the  Burn  House 
(just  one  floor  above  the  Fever  House).  Plagued 
with  septicemia  aiul  erysipelas,  he  wanted  these 
patients  separated  Iroin  the  others. 

Antiseptic  Era 

1827-1912 

d he  discovery  of  bacteria  as  the  cause  of  infec- 
tions had  a profound  effect  on  medicine.  Joseph 
Lister’s  concept  of  cleanliness  and  antisepsis 
changed  the  medical  world  for  good  and  for  bad; 
methods  of  control  of  bacteria  prevented  infec- 
tion, but  using  carbolic  acid  directly  on  burns  was 
a serious  mistake.  Boric  lint  and  carbolic  were 
recommended  (1867)  but  Holmes  (1875)  advised 
against  stich  local  therapy  liecause  he  thought  it 
would  cause  trouble,  and  it  did. 

Although  the  mortality  was  shown  to  be  in- 
creased by  the  Listerian  methotl  over  the  Pre- 
listerian,  the  method  was  employed  tip  to  and 
past  the  turn  of  the  century.  'Ehe  emphasis  was 
still  on  wound  care.  It  didn’t  matter  if  the  patient 
died  but  at  least  he  lay  not  in  pus  until  he  died 
(.Moyer).  It  was  shown  much  later  (1916)  that 
2.5%  jthenol  applied  to  the  btirn  caused  conver- 
sion of  partial  thickness  to  full  thickness  loss  of 
skin.  Renal  failure  was  a common  result  of 
jthenol  absorption. 

1900 

Picric  acid  and  boric  acid  were  applied  as  local 
burn  treatment,  but  the  mortality  was  appalling. 
Erinitrophenol  (picric  acid)  caused  tachycardia, 
diarrhea,  fever,  dysttria,  and  renal  failure  (with 
red,  green,  or  port  wine  urine).  In  1903  McLen- 
non  and  E.  }.  Elliot  in  1906  confirmed  deaths  due 
to  piaic  acid.  Similar  problems  were  reported 
from  the  absorption  of  boric  acid  (1910-1918). 
1875 

Hydrotherapy  (baths  and  wet  dressings)  has- 
been  a part  of  burn  care  from  ancient  times. 
Passavant  (1873)  treated  thirteen  patients  burned 
in  a pyrotechnics  lab  in  Erankfurt-am-Main. 
Seven  died  as  a result  of  the  fire.  4\Tt  saline  dress- 
ings were  commonly  tised  in  Glasgow  betw'een 
1885  and  1910,  a solution  of  soda  bicarbonate  usetl 
instead  of  saline  for  the  first  24  hours.  "Wet  and 
wet-to-dry  dressings  are  used  frequently  today  for 
infections  and  to  aid  by  mechanical  debridement 
the  cleaning  up  of  the  wound. 

Immersion  of  burned  extremities  in  a hypo- 
chlorite solution  held  in  a water  tight  envelope 
(Stannard)  was  promoted  by  Bunyan  as  a method 
of  allowing  early  movement  of  joints.  This  had 
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a liriel  pciioil  ol  [lopulaiiiy  hut  was  nc\cr  a com- 
monly accepted  practice. 

Sealing  and  Tanning 

Sealing  of  the  burn  wound  surface  has  been 
employed  from  the  earliest  writings.  The  use  of 
hot  waxes,  oils,  and  ointments  has  been  the  stand- 
ard of  local  care  and  even  today  hntier  or  grease 
applied  to  the  fresh  burn  is  a common  home 
remedy. 

I'he  spraying  of  a plastic  over  the  surface  was 
later  recommended  hm  not  accepted.  The  death 
of  young  hoys  who  had  been  gilded  tvas  remem- 
bered. As  early  as  185S,  collodion  and  castor  oil 
was  used  in  King's  Ciounty  Hospital  as  a seal  but 
the  results  were  apparently  not  satisfactory. 

ranning  or  drying  of  the  surface  have  also  been 
methods  in  vogue  since  posterity. 

1858 

The  use  of  tannic  acid  as  such  was  reported  but 
ink  and  tea,  each  containing  tannic  acid,  have 
been  used  for  centuries. 

1925 

Davidson  (Pittsburg,  P.\)  introduced  a method 
of  spraying  on  the  burn  the  tanning  agent  which 
quickly  formed  a nice  tough,  nearly  impenetrable 
eschar.  It  was  easy  to  apply  and  was  widely  ac- 
cepted as  the  proper  treatment  for  immediate 
burn  care.  Studies  by  Dunbar  showed  the  mortali- 
ty for  tanned  burn  patients  was  higher  than  that 
of  controls.  In  19 12,  hepatic  failure  was  suspected 
and  it  tvas  proven  by  McClure  in  1941.  By  tan- 
ning, partial  thickness  Iturns  were  converted  to 
full  thickness  ones.  This  method  was  finally  put 
to  rest  in  the  late  1940’s. 

.\nother  method  to  be  condemned  was  one  used 
in  the  period  just  before  tanning  and  that  was 
the  application  of  hot  paraffin  wax,  which  suc- 
ceeded only  in  adding  further  thermal  insult. 
1937 

Other  agents  were  employed  in  an  effort  to  kill 
bacteria.  .Mdridge  tried  gentian  violet  alone  in 
1933,  Bettman  (1936)  added  silver  nitrate  to  the 
tannin  acid  process,  and  acri flavine,  brilliant 
green,  and  gentian  violet  were  used  in  combina- 
tion, the  triple  dye  method,  but  with  no  proven 
therapeutic  improvement  of  results. 

Pressure  Dressing  Method 

1942 

Koch  and  Allen  reported  greatly  improved  re- 
sults by  the  use  of  bulky  pressure  dressings, 
wrapping  elastic  bandages  over  fluffed  gauze  with 
a single  layer  of  fine  meshed  gauze  next  to  the 


wound.  The  method  was  widely  accepted  as 
standard  care,  especially  by  ilie  .\rmed  Forces  ai 
a time  in  World  War  11  when  many  bums  were 
being  incurred.  I.eaving  the  dressing  alone  alter 
an  initial  gentle  cleansing  was  a real  advance,  bul 
die  claim  made  l)y  some  that  the  amount  of  edema 
Iluid  extravasated  was  lessened  by  the  jnessure 
dressing  was  never  proven. 

The  Sulfas 

1940's 

Sulfanilamide  powders  and  various  sulfas  in 
oil  were  applied  to  burned  surlaces.  At  a meeting 
of  the  National  Research  Coinuil  in  1943,  a group 
of  distinguished  surgeons,  after  studying  a large 
number  of  burns,  went  on  record  that  "you  cannot 
tvithhold  the  benefits  of  sulfanamide  drugs”,  but 
Evarts  Graham  commented  that  the  sullas  had 
been  di,sappointing  and  that  their  use  would  not 
rej)lace  surgery.  .\t  the  same  time,  John  Lock- 
wood  extolled  the  systemic  use  of  a new  drug 
called  penicillin  reported  a few  years  Itefore  bv 
Fleming.  Small  amounts  of  tliis  substance  were 
made  available  to  the  .\rmed  F'orces  before  the 
end  of  the  war.  This  was  the  beginning  of 
antibiotics. 

The  Exposure  Melhod 

1949 

The  use  of  topical  agents  for  bacterial  control 
was  largely  abandoned  after  wide  acceptance  of 
the  ex|x)sure  method,  popularized  by  B.  Wal- 
lace (Edinburgh)  in  1949.  Exposure  had  been 
tried  before  by  Copeland  in  1887,  Reid  in  1898, 
and  Wagner  in  1900,  but  not  much  had  come  from 
these  reports. 

Col.  Edward  Pulaski  of  die  U.  S.  Army  Surgical 
Research  Team  had  obser\ed  ’W'allace’s  cases  and 
introduced  the  method  in  collaboration  wdth  Col. 
Whlliam  Amsbacher  for  use  at  the  newly  built 
Brooke  .\rmy  General  Hospital  in  San  Antonio. 
Blocker  (Galveston)  tjuickly  accepted  the  method 
and  helped  popularize  its  use.  1 he  plan  was  not 
one  of  neglect,  but  required  diligent  care  to  keep 
the  wound  dry  and  to  prevent  a wet  eschar. 
Cradles,  heat,  and  air  blowers  were  used  in  the 
drying  process. 

Hydrotherapy 

Not  satisfied  with  any  previous  methods,  cleans- 
ing daily  with  wet  dressings  frequently  changed, 
immersion  in  tanks  of  warm  water  or  saline,  and 
flushing  off  the  surface  with  water  sprayed  on 
under  slight  pressure  heljied  keep  the  wounds 
cleaner,  but  has  some  disadvantages.  Although 
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there  was  less  infection  and  the  patients  suffered 
less  at  dressing  changes,  electrolyte  and  protein 
losses  were  very  real.  Such  methods  used  first  in 
the  (ireco-Roman  era  are  still  very  much  in  vogue 
today. 

Local  Chemotherapy  and  Antibiotics 

1963 

In  the  early  1960's,  Carl  Moyer  (St.  Louis)  found 
that,  by  the  use  of  wet  soaks  of  a dilute  of  0.5®', 
silver  nitrate  solution  applied  to  tlie  burn  surface, 
certain  infections  chiefly  from  gram  negative 
bacilli  coidd  be  controlled.  Fewer  patients  were 
lost  from  such  infections,  mostly  caused  by 
pseudomonas  aerogenosa,  but  there  were  compli- 
cations, mainly  almormal  electrolyte  losses  and  a 
prolonged  sloughing  time  of  the  eschar.  Further- 
more, everything  wet  by  the  solution  turned  black 
from  oxidation  of  the  silver. 

sulfa  drug,  mafenamide,  had  been  reported 
by  the  Germans  in  the  1930’s  to  be  a useftil  bac- 
teriostatic agent  when  applied  in  solution  to  open 
wounds,  but  the  method  gained  little  popularity 
until  very  good  results  were  reported  by  Col. 
Moncrief  at  the  Brooke  .\rmy  General  Hosjrital 
(1966V 
1966 

Gram  negative  sepsis,  rvhich  had  become  more 
evident  since  more  patients  lived  longer  with 
better  resuscitative  methods  and  the  use  of  sys- 
temic antibiotics,  was  partially  controlled  as  was 
evidenced  by  lotvering  of  expected  losses. 

1970 

Charles  Fox  of  New  York  produced  a combina- 
tion of  silver  and  sulfadiazine  commony  called 
Silvadene  (Marion  Labs,  1970)  which  rivalled  the 
results  of  treatment  with  mafenamide.  This  new 
drug,  in  a cream  base,  had  some  advantages 
because  it  did  not  affect  respiration  as  did  mafena- 
mide, which  interferred  with  respiratory  an- 
hydrase  action  producing  tachypnea  and  alkalosis 
from  the  lowering  of  COo.  Silvadene  does  produce 
a temporary  leukopenia. 

Antibiotic  ointments,  chiefly  gentamycin,  baci- 
tracin, and  others  have  been  used  locally  but 
without  the  same  degree  of  success  as  achieved  by 
the  sulfa  drugs.  Iodine  (povidone  iodine)  used 
as  a local  antibacterial  agent  has  had  widespread 
use,  but  Silvadene  is  the  most  widely  used  at  time 
in  this  country. 

Resuscitation  — Fluid  Replacement 

Although  Hornby  (1833)  and  Tappenir  (1881) 
had  made  fundamental  observations  that  patients 


in  Inirn  shock  needed  replacement  of  fluids  lost 
from  the  circulation,  it  was  not  until  the  turn  of 
the  centiny  that  adequate  rejrlacement  of  dimin- 
ished fluids  was  accomplished.  Parascando  of 
Naples  in  1901  (influenced  by  Guido  Bacelli)  and 
Weidenfeld  of  Vienna  in  1905  treated  patients  by 
giving  saline  intravenously.  In  1905,  Hardar 
Sneve  of  St.  Paul,  in  an  important  paper  in 
J.A.M.A.,  advocated  tire  use  of  saline  intravenous- 
ly and  by  hypodermolysis.  He  also  recommended 
early  coverage  with  skin  grafts.  Survival  of  54 
percent  of  jraiients  with  burns  of  over  25  percent 
of  the  body  was  reportetl.  He  gave  his  fluids  by 
mouth  and  saline  by  rectum  to  help  restore  cir- 
culating fluid  volume. 

1921 

Frank  P.  Underhill  of  Yale  has  been  given  the 
major  credit  for  the  use  of  fluids  for  burn  shock. 
Twenty  patients  burned  in  the  Rialto  Theatre 
fire  (New  Haven)  were  studied  carefully  by  him, 
especially  in  regard  to  the  hemoglobin,  hemato- 
crit, and  chloride  findings  in  blood.  Subsequent 
studies  of  animals  burned  over  one  sixth  of  their 
body  surface  revealed  that  they  would  lose  over 
70  percent  of  their  circulating  volume  in  24  hours. 

Blood  replacement  had  Ireen  recommended  to 
treat  shock  on  the  basis  that  there  was  a dimin- 
ished blood  volume.  Davidson,  George  Pack  (New 
York),  and  Riehl,  Sr.  (Vienna)  gave  blood  for  burn 
shock;  Harrow,  Elkimon,  and  others  preferred 
plasma.  An  additional  rationale  for  giving  blood 
was  to  treat  the  elfects  of  alleged  circulating  toxins 
produced  by  the  burned  tissues.  Exchange  trans- 
fusions had  been  recommended  by  Robertson  and 
Boyd  and  by  Ravdin  and  Ferguson  to  eliminate  a 
suspected  burn  toxin  and  to  add  blood  for  volume. 
The  toxin  theory  was  hard  to  ptit  down,  persisting 
even  to  the  jroint  of  development  of  a useless 
antitoxin.  This  concept  reflected  a lack  of  under- 
standing of  the  basic  pathophysiology. 

Plasma  was  the  thing  to  give  in  the  1940’s, 
although  Rosenthal  and  Fred  Coder,  later,  could 
not  find  any  superiority  of  the  use  of  plasma  over 
saline.  Coder  in  1942  suggested  that  workers 
should  go  to  the  lab  and  find  out  what  is  wrong. 
At  that  time,  the  effect  of  the  amounts  of  fluids 
given  was  monitored  by  the  pulse  rate,  blood  pres- 
sure, urinary  volume,  mental  orientation,  and  the 
feeling  of  the  patient.  An  earlier  concept  of 
giving  100  cc.  of  plasma  for  each  degree  of  rise 
over  normal  of  the  hematocrit  had  been  discarded 
by  the  foremost  workers. 
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1 940's 

Tlie  Pearl  Harbor  disaster  (1911)  produced 
inaiiy  l)uriis  wiiiclt  were  a terrible  challenge. 
Soon  thereafter  (1912)  the  Cofonut  Cirove  fire  (in 
a Boston  night  club)  pointed  np  the  need  for 
better  understanding  of  the  burn  problem.  Olivet- 
Cope  and  Francis  1).  Moore  of  the  Massachusetts’ 
General  Hospital,  where  many  of  these  patients 
were  received,  undertook  their  care  and  began 
some  fundamental  research  which  led  to  the  con- 
clusions that  major  fluid  losses  were  inside  and 
not  outside  the  body.  Replacement  needs  were 
calculated  on  expected  losses  based  upon  the  size 
of  the  jKitient  and  the  extent  of  his  surface  burned. 
Many  other  findings  were  made  about  the  changes 
affected  by  stress.  Cojx?  recommended  early  ag- 
gressive removal  of  the  eschar  and  closure  of  the 
wound,  a contribution  of  value  although  not 
original  with  him. 

Based  partly  u])on  conclusions  drawn  by  Moyer 
from  laboratory  findings  in  burned  animals,  a 
joint  clinical  study  was  instituted  in  Detroit 
(.\bbott  and  Hirshfield),  in  Floise,  Michigan 
(Moyer),  Parkland  Hospital  in  Dallas  (Moyer- 
later)  and  a hospital  in  Kankakee,  Illinois.  The 
standard  protocol  for  treatment  included  a dry 
occlusive  dressing  for  the  burn  wound,  balanced 
saline  and  whole  blood  for  shock,  and  a bidfered 
salt  solution  (NaCL  2 parts  to  NallCOs  1 part, 
called  Mcryer’s  Solution)  to  be  given  by  mouth 
unless  the  patient  was  nauseated  or  vomiting.  By 
this  regimen  it  was  demonstrated  that  most  pa- 
tients could  be  kept  alive  for  several  days,  at  least, 
thru  the  shock  phase. 

For  an  understanding  of  how  the  fluid  replace- 
ment regimens  and  formulas  were  developed,  it 
is  necessary  to  determine  the  extent  of  ihe  surface 
area  and  depth  of  burn  involvement  of  the  skin. 
One  of  the  best  charts,  although  by  no  means  the 
first  (many  jireceeded)  was  that  developed  by 
Berkow  (1924),  who  determined  the  relative  sur- 
face areas  of  various  anatomical  parts  in  relation 
to  the  surface  area  of  the  body  as  a whole.  ’Fhese 
figures  were  accurate  and  widely  used.  The  rule 
of  nines,  (Pulaski  and  d'enniscjii  1919)  superceded 
Berkow’s  charts  because  the  figures  of  nine  jjer- 
cent  of  each  anatomical  part  was  easy  to  remem- 
ber, each  arm  and  the  head  and  neck  areas 
representing  nine  percent  each,  each  lower  ex- 
tremity two  units  of  nine  jcercent  with  the  di- 
viding line  the  knee,  and  the  trunk,  fore  and  aft, 
two  units  of  nine  each  (total  four  units)  with  the 


lower  rib  cage  margin  the  dividing  line.  It  was 
readily  ajjpreciated  tliat  the  younger  the  patient 
the  greater  the  surface  area  represented  by  the 
head,  neck,  and  trunk  rather  than  the  extremities. 
.Another  plan  was  the  rule  of  fives  developed  by 
Blocker  and  Lewis,  but  the  “Rule  of  Nines”  has 
been  the  more  generally  accepted. 

Fhe  first  widely  accepted  formula  as  a guide 
for  early  fluid  replacement  was  that  of  Everett  I. 
Evans  (Richmond).  Moyer’s  Budget,  the  Massa- 
chusetts’ General  Hos|jital  formula,  the  Brooke 
formula,  the  Monafo  plan,  and  the  Parkland 
Regimen  were  all  based  on  what  was  considered 
by  the  authors  to  be  the  appropriate  replacement 
for  the  fluids  and  electrolytes  lost.  Differences  are 
not  so  much  in  total  amounts  as  in  the  kinds  of 
fluids.  Balanced  or  buffered  saline  make  up  the 
basis  of  most  of  them,  but  some  use  colloids  in 
addition  and  some  use  more  concentrated  salt. 
All  have  been  useful  but  none  should  be  followed 
as  one  would  a cook  book.  The  weight  of  the 
patient,  his  percentage  of  body  surface  burned, 
and  the  depth  of  the  burn  are  the  critical  factors. 
.Amounts  for  children  should  be  proportionately 
scaled  down.  Fluids  by  the  oral  route  are  favored 
more  by  Moyer  and  concentrated  saline  (3%)  is 
advocated  by  Monafo  who  gives  less  total  fluid 
volume  for  replacement  early.  In  general,  the 
Parkland  formula  has  been  widely  used  but  cau- 
tion must  be  taken  not  to  give  too  much  fluid 
which  may  produce  edema,  especially  the  pulmo- 
nary type  which  may  l)C  deailly  on  top  of  smoke 
inhalation  injury.  Gareful  monitoring,  especially 
attention  to  the  hourly  output  of  urine,  is  impor- 
tant. Besides  the  standard  vital  signs,  more 
sophisticated  monitoring  by  elc(  trocardiogram, 
direct  arterial  line  jnessnre  mcasnrements,  and 
central  venous  pressure,  the  best  being  wedge 
pressures  in  the  right  heart,  are  additional  means 
of  surveillance. 

.Most  patients  survive  the  shock  ])hase  tod.iy 
because  of  aggressive  well  planned  fluid  replace- 
ment. The  cpiestion  of  the  place  of  whole  blood, 
plasma,  saline,  and  buffered  salt  solutions  has  not 
been  .settled  as  to  the  appropriate  amounts  of 
each. 

Wound  Care  and  Coverage 

Patients  with  superficial  burns  generally  heal 
over  the  epithelial  surfaces  in  8 to  14  days  unless 
infection  supervenes.  In  spite  of  careful  wound 
care,  local  and  systemic  antibiotics,  and  mainte- 
nance or  bolstering  the  patient’s  general  body 
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(omlition  and  defenses,  without  wound  coverage 
the  patient  remains  at  risk.  Penicillin  type  anti- 
biotics are  given  prophylactically  for  the  first  ferv 
days  to  prevent  the  severe  and  often  lethal  early 
streptococcal  infections  of  the  burn  wound;  anti- 
biotics are  reserved  afterwards  for  the  bacteria 
found  on  cidture  to  be  sensitive  to  a specific  drug. 
Tissue  biopsies,  measuring  quantitatively  the 
number  of  bacteria  present  per  gram  of  tissue, 
helj>  predict  when  the  wound  can  be  safely  closed 
by  a skin  graft.  Bacterial  counts  expressed  in 
nundrers  per  gram  of  tissue  as  high  as  10/ 5th 
power  or  above  usually  indicate  a level  unsafe  for 
closure  (Robson  and  Krizik,  1973).  Continued 
debridement,  tubing,  more  fre(]uent  changes  of 
dressings  and  appropriate  systemic  and  local  anti- 
biotics or  chemotherapy  are  indicated  to  lower 
the  count  to  a safe  level  (below  10/5th). 

Today  there  is  j)ractically  no  disagreement 
about  the  removal  of  dead  tissue;  arguments  still 
exist  as  to  when,  but,  in  general,  excision  of  the 
burn  wound  as  early  as  possible  is  favored  in  most 
centers.  Early  excision  was  suggested  by  Leo 
Eloesser  in  1942,  Cope  in  1947,  later  by  McCor- 
mack, (1962)  and  others  but  the  concern  w'as  over 
the  excessive  loss  of  blood  from  an  unstable 
])atient  undergoing  a large  wound  excision. 
Ample  evidence  supj)orts  the  concept  that  the  best 
jiossiljle  treatment  is  to  excise  deep  burn  wounds 
and  cover  with  skin  grafts  as  soon  as  possible.  If 
there  is  not  enough  skin  from  the  available  donor 
sites,  homografts  are  the  next  best  coverage  and, 
after  that,  heterografts,  amniotic  membranes,  or 
a skin  substitute.  Such  a synthetic  membrane 
(Burke)  will  help  ])revent  continued  loss  of  fluitls 
and  may  clean  iq>  an  inlected  surface  so  as  to 
allow  successfid  autografting  in  a few  days. 

In  questionable  dermal  burns  where  the  depth 
cannot  be  determined  by  observation  only,  or  by 
fluorescence  by  injecting  fluorescine  and  ob- 
serving under  a 4Vood's  light,  wound  biopsies 
examined  by  the  fro/en  section  technique  are 
useful.  Tangential  excision  (Janzekovic  1970) 
down  to  good  bleeding  points  in  the  dermis  is  a 
uselul  proceilure,  altliough  experience  is  necessary 
to  l)e  certain  of  viable  depth.  Grafts  placed  upon 
tlermis  after  adetjuate  hemostatis  will  hurry  the 
healing  process  and  may  allow  further  epitheliali- 
zation  by  ejiithelial  growth  from  the  remaining 
viable  skin  appendages  (hair  shafts,  sebaceous, 
and  sweat  glands).  The  use  of  CO^  laser  (Mac- 
Millan 1978)  has  been  helpful  to  excise  the  burn 


wound  with  less  blood  loss  than  by  conventional 
excision,  but  with  considerable  prolongation  of 
the  operating  time. 

Enzymatic  and  Acid  Debridement 

Various  agents  have  been  employed  to  affect 
earlier  dissolution  of  the  eschar  in  lien  of  surgical 
excision.  Acids,  chiefly  pyruvic  acid,  were  em- 
ployed by  Harvey  (1945),  but  were  abandoned 
because  of  severe  pain  and  further  tissue  destruc- 
tion. Enzymes  extracted  from  various  bacteria 
(streptococci,  clostria,  and  others)  were  found  to 
be  ineffective  or  too  destructive  or  toxic.  Papain 
(beef  tenderizer),  concentrated  sugar  granules, 
and  an  enzyme  from  B.  .Snbtilis  have  been  some- 
what more  helpful  but  not  completely  accepted. 
Travase  (Subtilans  from  B.  Snbtilis)  will  soften 
a tight  coagulated  burn  surface  which  is  constrict- 
ing an  extremity  sufficiently  to  impede  circulation 
and  to  free  a fixed  anterior  chest  wall  that  is 
limiting  res{)iration.  Escharotomy  and  even 
fasciotomy  incisions  are  used  for  the  same  pur- 
pose. Such  innovations  as  these  are  of  recent 
origin  without  long  historical  precedence. 

Skin  Grafting  — Autografts 

The  technique  and  success  of  .skin  grafting 
dates  back  to  early  India  but  had  little  practical 
significance  until  thin  split  grafts  were  obtained. 
Thin  “epidermic”  grafts  were  reported  by  Rever- 
din  (1869)  and  slightly  thicker  ones  by  Ollier 
(1872)  and  Thiersch  (1874).  Skin  transferred  to 
Avounds  grew  permanently.  Halstedd  (1897)  aj)- 
plied  split  skin  grafts  to  the  freshly  operated 
Avound  for  closure  of  defects  after  radical  mastec- 
tomy. Small  deep  grafts  called  pinch  grafts,  (John 
Staige  Davis  1914)  successfully  used  to  cover  large 
granulating  Avounds,  were  popular  up  to  World 
War  II.  Blair  and  BroAvn  (St.  Louis)  cut  large 
thin  sheets  of  split  .skin  A\'ith  an  open  large  knife, 
frequently  using  a vacuum  box  to  raise  up  the 
skin  in  advance  of  the  knife.  Such  a surgical 
procedure  Avas  a feat  and  practiced  by  oidy  a feAV 
surgeons  who  had  mastered  the  art. 

In  1938,  Padgett  reported  the  development  of 
a new  instrument  called  the  dermatome  which 
could  consistently  cut  skin  evenly  in  large  sheets 
at  a predetermined  thickness.  Brown  (Indian- 
apolis 1947)  produced  an  electrically  driven  ma- 
chine which  cut  strips  of  skin,  even  and  thin,  and 
Hargest  (1950)  reported  another  skin  shaving 
machine  Avhose  oscillating  blade  Avas  driven  by 
air  pressure.  All  of  the.se  new  instruments  put 
into  the  hands  of  the  less  skilled  or  practiced 
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operator  the  ability  to  obtain  safely  large  sheets 
of  skin  from  many  donor  sites. 

“Pic  ernsting"  (making  many  small  incisions  in 
the  gralt)  bad  l)een  in  practice  for  many  years. 
Its  purpose  was  to  let  out  blood,  serum,  or  |)us 
from  under  sheets  of  skin  which  should  lie  ad- 
herent to  the  wound  surface  for  a “good  take”. 
^fe.shing  machines  were  develojx'd  early.  Lanz  of 
Amsterdam  in  1908  cut  skin  as  one  ntakes  an 
expanding  jjaper  doll  for  the  purpose  of  expand- 
ing the  graft  to  cover  more  wound  surface  area. 
In  the  lObO's,  several  mesliing  devices  were  put  on 
the  market,  the  most  commonly  used  one  being 
the  Zimmer  model.  Not  only  would  the  skin  be 
expandable,  btit  drainage  from  beneath  the  graft 
was  assured.  .-Vttcmjjts  to  cut  skin  by  mincing  it 
into  very  small  pieces  to  be  scattered  over  an  open 
wound  (Xajarian,  19.a7)  have  not  been  successful, 
nor  have  the  ejhthelial  sheets  grown  in  tissue 
culture.  Freezing,  first  reported  by  Ollier  in  1872, 
was  not  possible  practically  until  the  1960’s,  but 
skin  banks  now  preserve  skin  in  a freeze-dried 
state  for  years.  .Such  frozen  skin  properly  pro- 
cessed can  give  jtermanent  coverage. 

Homografts,  Heterografts  and  Artificial  Skin 

Skin  grafts  (called  homografts  or  allografts) 
from  other  than  the  same  person  are  rejected  in 
a characteristic  pattern.  Except  for  identical 
twins  (Padgett,  Blandford,  1953),  the  dissimilarity 
of  proteins  produces  an  antibody  reaction  which 
must  be  overcome  to  allow  acceptance  of  those 
foreign  tissues.  .Many  attempts  to  graft  skin  of 
close  blood  relatives  have  been  made  (I.oeb, 
Padgett  and  others)  without  permanent  success, 
although  the  viability  of  the  graft  is  prolonged 
over  the  time  of  rejection  of  skin  from  less 
genetically  related  donors.  .\n  anergic  person 
might  accept  and  retain  a grafted  organ  but  such 
a person  is  in  jeopardy  because  he  has  no  immune 
mechanism  for  defense  against  infection.  How- 
ever, by  the  judicious  use  of  drugs  that  reduce 
the  allergic  potential  such  as  azothioprine,  anti- 
lymphocyte scrum,  and  others,  Burke  (Boston 
1978)  has  beeti  able  to  prolong  the  life  of  homo- 
grafts needed  tor  coverage  of  massive  burns. 
During  the  time  gained  to  allow  for  the  regenera- 
tion of  skin  on  the  small  donor  sites  available,  the 
homogralts  protect  from  losses  of  fluid  and  pro- 
tein and  from  bacterial  invasion.  \\dTien  the  donor 
sites  are  ready,  more  autografts  can  be  harvested. 
Cihinese  surgeons,  as  well  as  Burke,  have  reported 


sunival  of  several  jtatictits  with  full  thickness 
burns  of  over  ninety  {)ercent  of  the  body.  Homo- 
grafts and  autografts  are  laid  down  in  alternate 
strips  or  small  pieces  of  autografts  are  inserted  in 
holes  matle  in  much  larger  homografts.  In  their 
produced  anergic  state,  Burke  has  kept  his  pa- 
tients in  an  ultra  sterile,  nearly  germ-free  environ- 
ment called  the  green  house. 

Metabolism 

d he  need  for  general  support  of  the  burticd 
patient  was  not  appreciated  from  the  standpoint 
of  his  metabolism,  weight  loss,  and  nutritional 
needs  until  this  century.  Francis  D.  Moore,  after 
careful  studies,  found  that  the  patient’s  rcsjjonse 
to  stress  from  his  burn  injury  was  enormous.  The 
abnormally  high  metabolic  rate  was  and  still  is 
difficult  to  understand.  The  giving  of  blood  and 
plasma,  as  recommended  by  Ravdin,  Rhoads,  and 
others,  is  inadequate  to  meet  the  deficiencies. 
.Vugmentation  of  the  intake  by  supjdementing  the 
diet  with  excess  calories  and  proteins,  as  recom- 
mended by  Lund  in  the  1940's,  by  mouth  was 
often  imj)Ossible.  Protein  rich,  high  caloric  mix- 
tures pumped  into  the  stomach  or  small  bowel 
often  caused  diarrhea  (Blocker  1950).  Various 
supplements  such  as  amino  acids,  polypeptides, 
eimdsified  fats,  and  concentrated  glucose  often 
produced  febrile  and  other  reactions  and  caused 
thrombosis  of  veins  wben  these  sidtstances  were 
given  intravenously.  Inserting  the  venous  teeding 
catheter  into  a large  vein  (usually  the  su|)erior 
vena  cava)  allowed  free  dilution  of  the  injectant 
in  a larger  volume  of  blood  and  helpeil  .solve  the 
tlirombosis  problem,  but  some  skill  was  needed 
to  insert  the  catheter  tip  to  the  approjniate 
position. 

The  intake  ol  considerable  amount  of  calories, 
protein,  and  fltiid  was  made  possible  by  this 
method,  but  not  without  some  danger  to  immedi- 
ate anatomical  structures  and  there  was  the  tlneat 
of  contamination  to  the  general  blood  stream. 
Patients  cati  be  consei  ted  from  negative  to  posi- 
tive caloric  and  protein  balance,  thereby  main- 
taining body  weight  and  bolstering  their  bodv 
defenses  by  these  methods.  \Vhenever  possible, 
the  enteric  route  for  intake  is  preferred.  Recent 
metabolic  analizers,  by  monitoring  oxygen  con- 
sumption, direct  by  means  of  a computer  tbc 
nutritional  needs  of  the  patient.  Improved  sm- 
vival  rates,  lowered  mortality,  and  earlier  rehabili- 
tation can  be  attributed  in  part  to  such  nutritional 
support. 
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Scars  and  Contractures 

Excessive  collagen  is  often  a late  by-product  of 
the  healing  burn  wound.  Hypertrophic  scars, 
keloids,  and  contractures  have  been  unwelcome 
sequellae  to  the  healing  process.  Methods  to  pre- 
vent and  treat  these  by-jiroducts  have  been  effec- 
tive in  only  recent  decades.  Fabricius  (1607) 
reported  and  illustrated  the  satisfactory  correction 
of  severe  dorsal  contractures  of  the  hand  of  a six- 
month-old  child  by  incising  the  cicatrix  and 
pulling  the  fingers  back  by  traction  into  a more 
useable  position  of  function.  Little  appears  in  the 
literature  until  the  1920’s  and  30’s  when  Blair, 
Brown,  Padgett,  and  others  demonstrated  good 
results  for  the  correction  of  contracting,  dis- 
figuring and  defunctionali/ing  scars  by  excision 
of  the  abnormal  tissue  and  replacing  them  with 
good  split  skin  grafts  or  sometimes  with  adjacent 
or  distant  jjedicled  grafts. 

Early  research  as  to  the  cause  of  hypertrophy 
and  contracture  was  unrewarding.  Blair  (1923) 
advised  pressure  on  scars  to  flatten  them.  Main- 
taining jiarts  in  a proper  position  of  function  was 
ndvocated  liy  many  in  the  past  50  years.  Cronin 
(Houston)  in  1961  made  molded  splints,  particu- 
larly for  the  anterior  neck,  and  reported  very 
good  results  as  did  Larson  (Galveston  in  1971) 
who  made  use  of  plastic  splints  and  pressure 
garments  fitted  early  to  the  wound  immediately 
after  epithelialization.  They  found  that  hyper- 
trophic scars  could  be  partially  prevented,  made 
smaller,  and  more  pliable  if  already  inesent,  but 
pressure  had  to  be  maintained  for  many  months 
or  even  for  a few  years. 

Cortisteroids  injected  directly  into  thickened 
scars  and  keloids  early  shrunk  the  hyjiertrophic 
mass  of  tissue,  but  the  effects  were  localized  and 
often  uneveti  (Ketchum  1966).  Furthermore,  if 
large  amotints  of  steroids  were  used,  undesireable 
systemic  side  effects  became  evident.  Physical 
therapy  methods  with  emphasis  on  early  passive 
and  later  active  motion  are  cpiite  effective  for 
maintaining  joints  in  positions  of  function  during 
the  edematous  and  hyperplastic  stages,  salvaging 
extremities  which  without  such  treatment  would 
be  permanently  stiff.  Surgical  jjrocedures  for  the 
later  contractural  phase  consist  mainly  of  the 
excision  of  scars  and  covering  the  defects  with 
skin  grafts  and  sometimes  pcdicled  grafts.  Z-plasty 
procedures  greatly  improve  the  function  and 
appearance.  Since  scars  do  not  grow  as  does  the 
growing  child,  skin  coverage  may  be  necessary  to 


prevent  contracture  during  the  growing  years. 

Complications 

The  number  of  complications  that  may  occur 
to  a burned  patient  early  in  the  course  of  treat- 
ment are  legion  and  may  continue  even  after 
wound  healing.  A full  discussion  is  not  practical 
in  this  discourse  but  to  mention  a few:  1.  shock, 
2.  Pulmonary  edema  and  pneumonitis,  3.  Cardiac 
failure,  4.  Hepatitis  and  liver  failure,  5.  Renal 
failure,  6.  Adrenal  failure,  7.  Cerebral  edema, 
8.  Sepsis,  infected  wound  by  bacteria,  yeast,  or 
virus,  septicemia,  9.  Gastroduodenal  ulceration 
(Curling’s)  with  exanguination,  10.  Phlebothrom- 
bosis,  11.  Pulmonary  embolism,  12.  Tetanus,  13. 
Neuropathies,  14.  Muscle  isthemia  (compartment 
syndromes  and  eschar  strangulation  of  circula- 
tion), 17.  Bowel  ileus,  18.  Severe  anemia  and 
myelophthisis,  19.  Corneal  scarring  and  blindness, 
20.  Ototoxicity  with  deafness,  21.  Contractures, 
22.  Phychosis. 

Paraphrasing  Osier,  who  said,  “Know  you 
syphilis,  and  you  know  much  of  medicine’’,  the 
same  might  be  said  of  liurns.  Know  you  burns 
and  you  know  much  of  surgery. 

Organization 

The  very  best  of  care  for  the  l)urned  patient  is 
obtained  by  team  w'ork  with  many  different  disci- 
plines coordinating  efforts  in  centers  designed 
and  devoted  specifically  to  render  care.  Mortality 
has  dropped  and  morbidity  lessened  remarkably 
by  such  efforts.  The  earliest  burn  hospital  of 
record  (Syme  1843)  segregated  burn  care  for  other 
reasons  than  in  the  centers  of  today.  It  was  not 
until  about  the  middle  of  this  century  that  facili- 
ties were  developed  specilically  for  burn  care. 
I'he  first  center  was  founded  Ijy  the  Army  Insti- 
tute for  .Surgical  Research  at  Ft.  Sam  Houston, 
San  Antonio,  Texas,  the  Brooke  Army  General 
Hospital.  A great  many  of  the  burn  experts  in 
this  country  today  received  their  initial  stimulus 
and  early  training  at  this  fine  center.  In  the 
191U  s and  ’50's,  under  the  auspices  of  the  National 
Research  Council  and  the  N.I.H.,  annual  confer- 
ences were  held  for  those  interested  and  the 
newest  knowledge,  thinking,  delineation  of  the 
problems,  planning  of  research,  and  the  State  of 
the  Art  were  discussed  freely. 

1960's 

The  national  Shriner’s  organization  desired  to 
extend  its  scope  of  care  for  children.  Founded  on 
the  advice  of  this  country’s  most  knowledgeable 
and  concerned  physicians,  three  Shriner’s  Burn 
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lIosj)itals  for  (Ihihlicii  \vc‘ic  built  in  (iahcslon, 
(liiicinnati,  and  Hosloii,  where  physic  i;iui>  in 
teaching  centers  were  engaged  in  burn  research, 
teaching  and  care.  In  the  combined  efforts 

of  burn  specialists  (doctois,  nnrscs,  jtaraniedical 
wctrkers,  and  some  administrators)  founded  an 
organization  called  the  .\meric;in  Burn  Associa- 
tion, which  has  welcotned  ;dl  disciplines  and 
tvorkers  interested  in  burn  care  and  has  done 
much  to  further  excellence  of  c;ne  in  every  way. 

Conclusion 

The  fundamental  aim  of  society  should  be  to  do 
everything  possible  to  pievent  these  devastating 
injuries,  but  interest  has  not  been  as  great  as  it 
should  have  been  in  regard  to  this  most  important 
aspect  of  the  burn  jwoblem.  Physicians  and 
nurses,  fireman,  safety  comic  il  workers  and  others, 
by  means  of  lectures,  demonstrations,  ivriting  and 
legislation,  have  carried  the  torch  for  jirevention 
thru  education  erf  the  jiublic,  especially  in  the 
schools.  Efforts  to  prohibit  sale  of  known  in- 
flammatory clothing  and  to  fireproof  dangerous 
fabrics  have  been  inhibited  by  certain  agencies 
ol  the  government  for  various  reasons.  But,  every 
means  for  prevention  must  continue  on  an  in- 
creasing scale  if  the  people  are  to  be  protected 
from  these  hellish  experiences  which  are  per- 
.sonally  devastating,  exorbitantly  costly,  and  enor- 
mously wasteful  of  life  and  the  enjoyment  of 
living. 

lUlUICK.RAl’itr 

1.  Art/,  Curtis  P.  A he  limn  Injury  — .\  .Summaiy.  J. 
Tiaunia.  6 (.‘i):420,  I'Jtiti. 

2.  Art/,  Curtis  P..  and  Monciief.  John  A.  I’he  r'leatincnt 
of  Burns.  \V.  B.  Saunders  Co.,  Philadelpliia,  PA.  Lon- 
don, Toronto,  ItMi'l. 

3.  Celsus.  De  Medicina.  English  1 ranslation  by  \\',  Ch 
Spencer— Cambridge,  Mass.,  Harvard  Universitv  Press, 
London,  4Vin,  Heincinann,  I.TD.,  1935. 

4.  Chib-Chun,  Y.,  et  al.  Chinese  Concc'iit  of  Treatment 
of  Extensive  Third  Degree  Btirns.  Plastic  and  Recon- 
structive Sttrgcry,  70;238,  1982. 

5.  Cockshott,  W.  P.  The  Book  Shelf:  The  History  of  the 
Treatment  of  Burns.  Sttrg.  Ciynec.,  Obst.  1()2(1):116, 
1956. 

6.  Feller,  Irving.  International  Bibliography  on  Burns. 
Braun,  Brumfield  Press.  American  Bttrn  Research 
Corporatioti,  1969. 

7.  Forage,  A.  V.  I he  Ilistoiv  of  the  Classification  of 
Btirns  (Diagnosis  of  De])lh).  Brit.  J.  Plastic  Surgery 
16(3):420,  1966. 


8.  Harkins,  Heme  N.  I he  Lreaiment  of  Bums.  Charles 
C.  Thomas,  .Spi ingfield,  IL— Baltimore,  1912.  (1320 
References). 

9.  Hippocrates.  Ceniune  Works  of  Hippociates.  Trans- 
latc'd  fiom  Creek-  Eiam  is  Adams.  New  5 ork.  William 
Wood  and  f.ompauv,  1886. 

10.  J;in/eko\ic,  /.  .\  New  C'.ouccpt  in  the  Early  Excision 
and  Immediate  Gralting  ol  Burns.  J.  I ianma  10:1103, 
1970. 

11.  Retchum,  L.  1).,  et  al.  I he  l reaiment  of  I lypei  I lophic 
Scar,  Keloid  and  .Scar  ( ontraclnre  by  Ft iamcinolone 
.\cetonide.  Plast.  and  Recon.  Snrgcrv,  38:209,  1966. 

12.  Larson,  D.  I...  et  al.  Technicpies  for  Decreasing  Scar 
Eoimation  and  Contractures  in  Burned  Patient.  J. 
Trannia,  11:807,  1971. 

13.  Lvnch,  J.  B.  and  Lewis,  Stephen  R.  Symirosinin  on  the 
1 reatment  of  Bums.  C.  Mosljy  Co..  St.  Loins.  Mis- 
souri 1973. 

14.  McDovcell.  Frank.  Sonree  Book  of  Plastic  Snrgery. 
W illiains  and  CC'ilkins.  Baltimore,  MD.,  1977. 

1.5.  \lelller.  Cecelia.  .\  Hisloi  \ c>f  Medicine.  Blakston  Co., 
Philadelphia.  1917. 

16.  Moncrief,  John  A.  Clinics  in  Plastic  .Surgen.  W.  B. 
Saunders  Co.,  Philadelphia-London-Toronto,  1974. 

17.  Moyer,  Carl  A.  1 he  I reatment  of  Seveie  I hernial  In- 
jury: It's  De\ elupincnt  and  .\ccomplishments  During 
the  Past  Centuiy.  Division  1.  ^Vestern  J.  Surgery, 
62(1):39,  1951. 

18.  Moyer.  Cat!  A.  I he  1 reatment  of  Severe  I hernial  In- 
jury: It's  Development  and  .Accomplishments  During 
the  Past  Centinv.  Division  IL  ^Vesiern  J.  Snigeiv, 
62  (2)  107.  1954. 

19.  Najarian,  J.  S.  ct  al.  .\n  E\|)crimental  Study  of  the 
Grafting  of  a Suspension  of  Skin  Particles.  Plastic  and 
Recon.  Surgery,  20:342-491,  1957. 

20.  Padgett,  Ivarl  C.  Skin  Grafting  from  a Personal  and 
Experimental  A'iewpoint.  C C.  Thomas,  Springfield. 

III.  Baltimore,  1942. 

21.  Ravitch.  Mark  M.  A Ceninry  ol  Surgery:  I he  History 
of  the  .American  Surgical  .\ssociation.  J.  B.  Lippiiuott. 
Philadelphia-Torouto,  1981. 

22.  Robson,  Martin  C.,  and  Kri/ek,  4 homas  J.  Piedicling 
Skin  Graft  Survival.  T he  Journal  of  Trauma,  13(3): 
213,  1973. 

23.  Shecld,  Donald  P.  Historical  Landmarks  in  the  Treat- 
ment of  Burns.  Surgerv  43(6):  102  I.  1958. 

24.  Simp.son,  1).  C.  and  4Vallarc,  A.  B.  Historial  Landmarks 
in  the  Treatment  of  Bums.  J.  Royal  College  of  Sui- 
geons  (Edinburgh),  2(2):  131,  1956. 

25.  Wwmach,  Nathan  On  Burns.  Gliarles  C.  1 homas. 
Published.  Springlield.  111.,  1953. 

COMMENT  ON  Bl  BLIOt.RAPH  V 
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vions  historical  writing's  cm  hums  and  therefore  do  not  le- 

flect  direct  referral  to  source  materials  nor  do  they  show 

documentation  in  this  te.xt. 
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Abstract 

Shock  by  definition  is  a clinical  condition  in 
which  there  is  an  insufficient  blood  flow  to  pro- 
\ide  adequate  oxygenation  at  tlie  cellidar  level. 

I herefore,  the  nianageinent  of  shock  is  based  on 
iin|3roving  cellidar  perfusion.  This  can  be  ac- 
complished in  several  ways.  In  a traditional  sense, 
fhnds  are  administered  intravenously  either  as 
balanced  salt  solutions  (lactated  Ringers’  solution) 
or  blood  (type  and  cross-matched,  type-specific,  or 
O-neg.)  depending  upon  the  severity  of  the  shock 
slate.  Other  physicians  have  utilized  colloids, 
plasma  expanders  or  vasopressors  alone  or  in 
combinations  with  intravenous  fluids  and  blood 
depending  upon  tbe  etiology  of  the  shock  state. 

rhis  article  discusses  the  use  of  the  Pneumatic 
Anti-.Shock  Ciarment  (P.\.SG),  .sometimes  called 
tlie  Military  Anti-.Shock  Trousers  (MA.ST)  suit, 
and  its  role  in  the  treatment  of  shock.  A descrip- 
tion of  the  apparatus  and  mechanism  of  action  on 
a physiological  basis  are  reviewed.  While  the 
PASCi’s  greatest  use  is  in  hypovolemic  shock,  it 
can  l)e  used  in  othei  clinical  situations  such  as 
fracture  splinting. 

Like  other  therapeutic  techniques,  there  are 
indications  and  contra-indications  for  the  use  of 
the  PASG.  It  is  vitally  important  that  those 
physicians  and  other  allied  j)ersonnel  that  use  this 
device  be  well  versed  in  its  projx>r  application  and 
mechanics.  Once  applied,  the  PA.SG  should  never 
be  cut  off  or  suddenly  deflated  as  to  do  so  can 
result  in  sudden  death.  I he  proper  techniques 
for  using  the  PA.SCi  will  therefore  be  reviewed 
with  the  aid  of  ajqnopriate  photographs.  ^Ve 
encourage  physicians  who  are  faced  with  treating 
shock  patients  in  the  emergency  setting,  espe- 
cially trauma  victims,  to  become  familiar  with 
the  use  of  the  PA.SG  and  consider  adding  it 
to  their  armamentarium  used  in  shock 'trauma 
management. 

Introduction 

Despite  the  fact  that  clinical  experience  over 
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•••Patrick  N.  Osam,  M.D.,  Doctors  Park  Bldg.,  Suite  .S20,  Little 
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the  past  decade  using  the  pneumatic  counter- 
pressure device  in  both  the  hospital  emergency 
department  and  the  ])re-hospital  setting  has 
proven  its  efficacy  as  a life  saving  therapeutic 
modality, 1 many  Arkansas  hospital  emergency 
departments  and  ambulance  services  have  ne- 
glected to  add  this  vital  resuscitation  adjunct  to 
their  shock/trauma  armamentarium. 

Though  Crile  first  described  the  efficacy  of 
pneumatic  counter-pressure  in  the  successful  treat- 
ment of  hypovolemic  shock  in  1903,-  it  has  only 
lx?en  recently  that  such  devices  have  gained  wide- 
spread recognition  by  the  medical  community. 
.Attention  to  the  efficacy  of  the  Military  Antishock 
Trousers  (MA.ST)  or  Pneumatic  Antishock  Gar- 
ment (PA.SG)  was  prompted  by  the  successful  field 
resuscitation  of  Vietnam  War  casualties  using 
similar  devices  for  the  treatment  of  hemorrhagic 
shock  secondary  to  lower  extremity  and  abdomi- 
nal trauma. 3 Since  the  Vietnam  era  numerous 
studies  have  documented  the  succe.ssful  use  of 
the  .M.VST  garment  in  the  civilian  emergency 
arena  for  the  treatment  of  hypovolemic  shock 
secondary  to  loAver  extremity,  pelvic  and  abdomi- 
nal bleeding.^  ■ 

Description,  Mechanism  of  Action,  Indications 
and  Contraindication  of  The  MAST  Garment 

The  PA.SG  which  has  gained  the  most  wide- 
spread clinical  usage  is  the  nylon  covered  three 
vinyl  chambered  M.AST  set  marketed  by  David 
Glark,  Inc.,  Worchester,  Massachusetts.  It  is  de- 
signed to  have  three  external  comjnession  cham- 
bers: one  for  each  leg  and  one  for  the  abdomen. 
Indications  for  the  usage  of  the  antishock  trousers 
are:  (1)  any  patient  with  a .systolic  blood  pressure 
of  80mm  Hg  or  below,  or  (2)  a blood  pressure  of 
100mm  Hg  or  below  in  any  patient  who  presents 
Avith  clinical  symptoms  associated  with  a shock- 
like state,®  i.e.,  pallor,  diaphoresis,  tachycardia,  or 
altered  mentation.  Other  indications  for  the  use 
of  the  MA,ST  garment  include:  (3)  splinting  and 
hemorrhage  control  from  pelvic  fractures,  (4) 
tamponading  intra-abdominal  bleeding,  (5)  sta- 
bilizing long  bone  fractures  of  the  lower  extremi- 
ties and  (6)  tamponading  soft  tissue  hemorrhage 
at  accessable  sites.  Life-threatening  hemorrhage 
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from  leaking  abdominal  aoi  tic  aneurysms  or  from 
ruptured  extopic  pregnancies  have  been  success- 
fully controlled  prior  to  surgical  intervention 
using  the  MASd'  garment.  Because  of  the  hemo- 
dynamic mechanisms  which  are  set  into  play  in 
acute  blood  loss,  many  clinicians  have  noted  the 
increased  difficulty  or  inability  to  initiate  a 
])eripheral  intravenous  line  due  to  venous  col- 
lapse. Quite  fretjuently  a ])atient  with  hypo- 
volemic shock  can  be  placed  in  the  antishock 
trousers  and  lollowing  inflation  the  collapsed 
j)eripheral  veins  refill  allowing  for  the  insertion 
of  large  bore  periidieral  l\'s  so  that  blood  and 
fluid  resu.scitation  may  be  initiated.  Research 
continues  to  indicate  that  the  PA,SG  may  be  a 
valuable  clinical  adjunct  in  increasing  the  effec- 
tiveness of  external  cardiopulmonary  resuscita- 
tion.'*  Other  uses  for  the  M.\.ST  garment  re- 
main controversial  and  although  there  is  no 
current  clinical  evidence  yet  available,  it  would 
seem  to  make  sense  that  the  relative  hypovolemia 
in  cardiac  tamponade  and  tension  pneuinotliorax 
might  initially  be  managed  by  an  external 
counter-jiressure  device. i-  The  only  absolute 
contraindication  to  the  application  of  the  M.\.ST 
garment  is  pulmonary  edema.  Even  the  pregnant 
patient  can  be  safely  placed  in  the  garment  pro- 
vided that  the  abdominal  compartment  is  not 
inflated.  (Concern  has  been  expressed  that  hypo- 
tensive patients  with  head  injuries  should  not  be 
placed  in  the  MA.ST  garment.  Recognizing  that 
a head  injury  which  results  in  hypotension  repre- 
sents a preterminal  event,  it  is  far  safer  to  assume 
that  the  hypotension  is  .secondary  to  unrecognized 
bleeding  which  may  be  amenable  to  M.\.ST 
therapy. 

1 he  major  mechanism  of  action  of  M,\,ST 
inflation  has  been  attributed  to  three  factors 

(1)  compression  of  venous  blood  from  the  lower 
half  of  the  body  cephalad  to  the  vital  circulation 
of  the  heart,  brain,  and  lungs  (autotransfusion), 

(2)  an  increase  in  periplieral  resistance  (afterload) 
of  the  low'er  part  of  the  body  causing  blood  flow 
to  be  redirected  to  the  organs  above  the  dia- 
j)hragm,  and  (3)  tamponade  of  intra-abdominal 
bleeding  due  to  decreasing  va.scular  transmural 
pressure. Of  the  mechanisms  listed  above 
])erhaps  the  one  most  fretpiently  attributed  for 
the  benelicial  effect  of  P.\SCi  inflation  is  auto- 
transfusion. Initial  reports  of  autotransfusion 
volumes  of  750ml  to  2.000ml  following  inflation 
of  the  antishock  garment  now  appear  to  have  been 


grossly  overestimated.  Recent  studies  indicate 
that  approximately  5%  of  the  total  blood  volume 
or  roughly  250ml  is  the  maximum  blood  volume 
whitli  may  be  autotransfused  by  using  the  M.V.ST 
garment. 

Technique  For  Using  The  Antishock  Garment 

The  following  numbered  photographs  are  a 
pictorial  account  of  the  proce.ss  of  Af AST  inflation 
and  deflation.  (1)  Slide  the  opened  trousers  be- 
neath the  raised  feet  of  the  patient,  (2)  to  the 
buttocks,  (3)  Elevate  the  patient’s  buttocks  and 
slide  the  trousers  up  to  the  level  of  the  umbilicus, 
(1)  Enclose  tlie  left  leg  and  fasten  the  \Tlcro 
closure,  (5)  Enclose  the  right  leg  and  fasten  the 
Velcro  closure,  (h)  Enclose  the  abdomen  anti 
fasten  the  Velcro  closure,  (7)  The  hose  from  the 
foot  pump  is  attached  to  tire  three  compartments 
and  the  compartmental  stopcocks  arc  opened, 

(8)  Inflate  the  leg  compartments  first,  then  the 
abdominal  compartment  last  using  the  foot  pump, 

(9)  As  inflation  proceeds  check  the  patient’s  blood 
pressure,  (10)  VTlcro  straps,  pop-off  valves  or 
gauges  prevent  overinflation,  (11)  Glose  the  stop- 
cocks. The  fully  inflated  AfA.Sl’  garment  may  be 
left  in  j)lace  for  several  hours  if  necessary. 

Deflation  of  the  trousers  has  been  one  of  its 
major  detriments  because  many  physicians,  emer- 
gency department  nurses,  and  operating  room 
nurses  have  been  unaware  of  the  disastrous  con- 
secpicnces  whiclr  may  occur  if  the  garment  is 
suddenly  deflated.  (12)  d'he  deflation  process 
should  not  be  undertaken  unless  intravenous  lines 
have  been  established  and  the  hypotension  has 
been  corrected  or  operative  intervention  has 
begun.  (13)  Deflation  begins  by  opening  tlie 
alxlominal  stopcock  and  gradually  deflating  this 
compartment  while  fretjuently  checking  the  jta- 
tient's  blood  j)ressure.  (14)  .StOjj  deflation  if  tlie 
systolic  blood  jxessure  drojjs  5mni  Hg.  (15)  If 
there  is  a droji  in  the  blood  jiressure  of  5mni  Hg 
or  greater,  deflation  of  the  garment  shoultl  be 
immediately  disctmtinuetl  and  reinflation  of  tlie 
aiitishock  garment  initialed  along  with  an  in- 
crease in  the  rate  of  administration  of  a balanced 
salt  (lactated  ringers  or  normal  saline)  IV  fluitl. 
(16)  Deflation  of  the  garment  may  jiroceeil  from 
the  al)dominal  comjiartment  to  the  leg  coinjiart- 
menis  provided  that  careful  blood  jMessure  moni- 
toring does  not  reveal  a drop  of  5mni  Mg  in  the 
jiaticnt's  systolic  jiressure.  The  jiatient  may  lie 
transferred  to  a higher  level  facility  or  taken  to 
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The  device  can  be  left  in  place  fully  inflated  for 
two  hours  if  necessary  If  a longer  period  of 
inflation  is  necessary,  alterations  and 
additions  should  be  considered 


Gradual  Deflation 

Warning:  Rapid  deflation  can  return  Patient  to  Shock 
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the  operating  room  with  the  PASCi  in  place  il 
necessary. 

Conclusion 

The  MAST’  garment  is  a safe  and  efficacious 
medical  device  which  is  primarily  of  use  in  the 
treatment  of  hypovolemic  shock.  Physicians, 
Emergency  Medical  Technicians,  Emergency  De- 
partment and  Operating  Room  nurses  should  be 
thoroughly  familiar  with  the  proper  use  of  the 
antishock  trousers. 

I'he  authors  attribute  several  of  our  former 
patients  being  alive  tcaday  to  the  use  of  the  M.\S  E 
garment.  Conversely  and  regrettably  we  also  are 
aware  of  certain  trauma  victims  who  had  other- 
wise survivable  injuries  whose  lives  might  have 
been  saved  had  the  AfAST  garment  been  utilized. 

• Although  we  acknowledge  that  usage  of  the 
PASCi  is  temporizing,  we  also  recognize  that  in 
the  trauma  arena  minutes  can  literally  mean  the 
difference  between  life  or  death.  We  conclude 
that  all  hospital  emergency  departments  and  all 
advanced  life  sujtport  ambulances  shotdd  be 
ecpnpped  with  the  .MAST  device. 
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^ have  become  keenly  inteiestetl  of  late  in  the 
efforts  of  getting  the  addicted  professional,  es- 
pecially physicians,  into  treatment.  I will  attempt 
to  address  my  thesis  to  these  physicians.  I ha\e,  at 
this  tvriting,  formed  some  very  definite  opinions 
concerning  this  snbject.  1 must  at  this  time  make 
it  very  clear  to  the  reader  that  these  are  opinions 
of  one  physician  who  is  a recovering  alcoholic  and 
drug  abuser.  I was  treated  in  a much  more  primi- 
tive manner  than  most  other  physicians  that  I 
know  and  read  about;  for  this  I am  grateful.  My 
intervention  and  confrontation  was  accomplished 
by  a caring  and  loving  family  who  actpiired  inter- 
vention and  confrontation  .skills  through  Alanon. 
The  method  was  effective  for  me  and  my  sobriety 
subsetjuently  began  in  a halfway  house  where  I 
lived  for  28  days  with  other  recovering  alcoholics 
who  were  not  impressed  tvith  my  status  and  pro- 
fession. There  I learned  that  1 was  not  an  ad- 
dicted physician,  but  an  addicted  person  who 
happened  by  reason  of  motivation  and  education 
to  be  a physician.  I believe  that  these  facts  qualify 
me  to  elaborate  on  the  subject. 

I am  in  contact  with  many  physicians  who  are 
recovering  from  alcoholism,  drug  addiction,  or 
both.  In  talking  with  them,  1 am  impressed  with 
their  attitudes  relating  to  the  places  where  their 
recovery  began.  1 hey  seem  to  feel  that  recovering 
initially  in  an  exclusive,  well-known  treatment 
center  far  away  from  their  hometowns  gives  them 
more  status  as  a recovering  person.  I do  not  per- 
sonally feel  that  there  is  any  status  structure  in 
recovery  whether  or  not  one  is  a derelict  skid  row 
bum  or  a famous  physician  who  is  on  skid  row. 
There  is  no  relevance  here  at  all.  We  are  the  same 
wherever  we  are,  regardless  of  our  social  or  pro- 
fessional standing.  all  have  the  same  problems 
and  suffer  from  the  same  disease.  Is  the  treatment 
for  heart  disea,se  any  different  for  an  indigent 
patient  than  for  a physician?  The  answer  is  an 
uneciuivocal  no.  I find  from  reading  and  research 
that  treatment  techni(|ues  are  universally  very 
similar. 

Let  me  clear  up  one  pertinent  point  at  this  time. 
I believe  that  there  is  a need  for  paid  treatment 
centers.  In  fact,  I am  a consultant  for  such  a 
facility  as  well  as  maintaining  an  active  private 
practice.  I advocate  these  centers  as  well  as  half- 

*Rivervicw  Hospital.  HIO  Cantrell  Road,  Little  Rotk,  AR  72201. 


Avay  houses.  Hie  differences  and  effectiveness  ol 
these  two  types  of  facilities  are  not  in  (piestion 
here.  1 am  attempting  to  convey  another  message 
altogether. 

.\t  this  jioiut  1 will  get  to  the  basic  subject 
matter.  We  as  physicians  are  addicted  jiersons 
who  happen  to  be  jibysicians!  First  of  all,  why  do 
we  become  addicted  in  the  lirst  place?  What  de- 
fect in  our  personalities  forces  us  to  seek  rebel  by 
ingesting  chemicals  into  our  systems?  1 think  that 
basically  we  are  dejiendent  jieople  who  become 
physicians  to  feel  independent  and  Ciod-like.  This 
creates  a large  chasm  in  relating  to  people  and 
persons  and  not  patients.  We  all  .seem  to  relate 
to  patients  very  well  until  something  occurs  that 
is  beyond  onr  medical  control  and  we  have  to 
become  people.  We  do  not  make  that  transition 
very  well;  the  pain  becomes  too  great  and  the 
conflict  so  devastating  that  we  must  relieve  our 
pain  in  some  way.  We  reach  for  a mood-altering 
chemical,  usually  alcohol.  This  is  the  beginning 
of  the  merry-go-round  for  us,  our  lamilies,  col- 
leagues, friends,  and  social  accjuaintances.  ^Ve 
suffer  more  conflicts  which  we  cannot  deal  with 
emotionally  and  our  minds  remember  the  ease 
and  comfort  that  comes  from  taking  a few  drinks. 
I hus  the  cycle  of  pain-medication-relief  and  the 
process  is  repeated  over  and  over  again  until  we 
become  addicted. 

We  develop  behavior  changes,  withdraw  from 
jjeople,  and  become  obnoxious.  About  here  our 
colleagues  and  families  begin  to  protect  us  from 
ourselves,  thus  becoming  enablers,  and  everyone 
denies  that  a problem  exists.  We  continue  to 
medicate  ourselves  until  we  reach  a point  where 
confrontation  and  intervention  are  necessary. 
This  is  usually  accomplished  by  the  .State  Medical 
Board  who  either  sus])encl  or  revoke  our  licenses. 

We  now  have  an  addicted  physician  who  is  in 
serious  troidjle  with  peers,  hospital  and  patients, 
and  the  Ethics  Board  of  the  State  Medical  Society. 
Wh;it  now?  We  are  told  that  if  we  go  into  treat- 
ment and  take  the  “cure”  everything  can  be  re- 
instated. We  are  given  the  choice  of  several  excel- 
lent treatment  centers  for  physicians,  usually  far 
away  Irom  home.  These  are  special  places  and 
only  for  jdiysicians— is  this  continued  enabling? 

1 think  so.  We  finish  our  treatment  in  one  of 
these  special  places  and  are  secretly  filtered  back 
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lo  our  state  being  very  careful  not  to  reveal  that 
we  have  a problem— more  enabling.  If  we  are 
fortunate  enough  to  leenter  our  practice  in  our 
community  we  may  join  a special  group  called 
International  Doctors  in  A.A.,  another  special 
group— and  more  enabling,  I believe.  If  we  join 
titis  group  we  can  meet  in  another  area  of  the  state 
once  a month,  imiintain  our  solrriety,  and  nobody 
else  has  to  knotv.  I dotibt  that  one  meeting  with 
“special  ’ people  one  time  a month  and  telephone 
contact  with  a contact  pet  son  selected  by  the  treat- 
ment center  is  enough.  I do  not  know  of  any 
special  groups  in  Alcoholics  Anonymous.  We  are 
peojrle  who  would  not  normally  associate  but  we 
get  well  because  of  our  common  problem  and 


common  solution.  I strongly  believe  that  our 
cpiality  of  sobriety  depends  u])on  our  going  back 
into  our  own  communities  and  becoming  involved 
in  our  local  groups.  This  method  has  been  most 
rewarding  and  enjoyaljle  to  me  ami  I am  grateful 
that  I was  not  given  special  treatment  during  my 
recovery  simply  because  I am  a physician. 

In  conclusion,  I believe  that  special  modalities 
for  treatment  of  the  impaired  physician  and 
special  aftercare  treatment  is  enabling  us  not  to 
achieve  the  cpiality  of  sobriety  that  seems  so 
commonplace  with  the  recovering  l)um,  laborer, 
salesperson,  and  other  so  called  common  people. 
I am  a jrerson  who  is  a physician  and  I feel  that 
I slioidd  be  allowed  to  recover  as  a person. 
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The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 

(See  Answer  on  Page  536) 

HISTORY:  J.  H.  is  a 52-year-old  man  who  recently  experienced  a bout  of  "indigestion"  characterized  by  epi- 
gastric discomfort  and  nausea  following  a heavy  meal.  When  examined,  he  was  noted  to  have  an  St  gallop  but 
otherwise  had  a normal  physical  examination.  The  accompanying  electrocardiogram  was  obtained  as  part  of 
his  evaluation.  What  do  you  think  with  respect  to  such  considerations  as  acute  bundle  branch  block,  variant  an- 
gina, remote  transmural  infarction,  and  acute  infarction? 


J.  Lynn  Davis,  M.D.,  and  John  W.  Watson,  M.D. 
UAMS-LRVAMC  Division  of  Cardiology 
Little  Rock,  Arkansas 
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Charles  C.  Schock,  M.D.* 


visions  of  the  Super  Bowl  still 
dancing  in  the  heads  of  at  least  some  of  us,  we 
recall  those  situations  in  which  diversionary 
tactics  were  called  for— in  some  instances,  “'rilE 
SCREEN”.  To  make  it  work  re(|uired  a combina- 
tion of  proper  timing,  a knotvledge  ol  the  expecta- 
tions of  the  adversary,  proper  coordination  and 
positioning  of  team  members  with  different  func- 
tions, good  execution,  and  of  course,  a little  bit  of 
luck. 

Likewise  in  scliool  sci  eening  lor  scoliosis  a num- 
I)er  of  factors  need  to  Ire  right  in  order  ter  achieve 
the  benefits  of  such  a program  and  to  avoid  pit- 
falls.  We  cannot  rightfully  lay  claim  to  being 
aided  by  “a  little  bit  of  luck”  in  the  practice  of 
medicine  (although  I suspect  that  it  is  frequently 
more  important  than  we  think)  but  the  other 
lactors  include  the  most  elficient  deployment  of 
a team  of  individuals  with  dillerent  training  and 
functions,  and  knotvledge  of  the  lay  public’s  pre- 
conceptions and  prejudices  regarding  the  screen- 
ing and  the  treatment  of  s]rinal  deformity,  and 
good  timing  and  execution  all  play  a vital  role  in 
the  successful  carrying  out  of  a school  screening 
program. 

In  earlier  days,  the  emphasis  in  the  treatment 
ot  scoliosis  was  more  centered  on  the  successful 
treatment  of  the  severe  case.  Prior  to  the  introduc- 
tion of  Elarrington  instrumentation  and  spinal 
fusion  in  the  1960’s,  no  reliable  method  was  avail- 
able for  treating  severe  cases  and  hence  a certain 
degree  of  nihilism  developed  which  resulted  in 
neglected  cases  and  severe  disability  requiring 
heroic  treatment.  More  effective,  nonojrerative 
treatment  likewise  became  more  widespread  in 
the  sixties. 

•I.itlle  Rock  Orthopedic  Clinic,  <1500  I.ilc  Drive,  1*.  O.  Bov  5270, 
I.ittle  Rock,  Arkansas  72215. 


As  treatment  for  both  severe  and  moderate 
cases  became  more  generally  successful  with  im- 
proved techniques,  interest  shifted  toward  at- 
temjjting  to  treat  .scoliosis  at  an  earlier  stage,  both 
o|)eratively  and  nonoper;iti\  ely,  in  order  to  obtain 
better  and  more  predictable  results.  The  1970’s 
tvitnessed  the  initiation  of  a number  of  school 
screening  programs  in  viirious  scoliosis  treatment 
centers,  many  of  which  have  gone  on  to  document 
a decreasing  necessity  for  the  use  of  spinal  fusion 
and  ;i  greater  success  in  the  treatment  of  moderate 
turves  with  nonoperative  means  because  of  a 
selection  of  patients  tvith  less  severe  curves 
tvhich  lie  in  the  optimal  range  of  nonoperative 
treatment. 

A knowledge  of  the  natural  history  of  scoliosis- 
and  the  effects  of  treatment  as  it  alters  that  natural 
history  is  essential  on  the  part  of  treating  physi- 
cians, referring  physicians,  and,  in  a general  sense, 
by  the  lay  public.  Recently  the  natural  history  of 
scoliosis  has  been  more  completely  documentecR 
and  the  effects  of  treatment  and  detailed  follow- 
iq)  have  also  been  more  precisely  defined.  It  seems 
well  established  that  mild  scoliosis  of  only  a few 
degrees  is  present  in  a signil leant  percentage  of  all 
early  adolescent  children,  perhaps  approaching  a 
figure  of  10%.  Scoliosis  that  progresses  in  adoles- 
cence to  a degree  that  requires  nonoperative 
treatment  with  either  a brace  or  electric  surface 
stimulation  is  somewhere  in  the  range  of  less  than 
one  in  100  children  and  that  which  will  progress 
to  a degree  requiring  surgical  intervention  is 
another  order  of  magnitude  removed  at  some- 
where less  than  one  in  1,000  children.  While  the 
specific  numbers  attached  to  these  trends  may 
vary  slightly  with  the  particular  series  being 
cpioted,  the  overall  relationship  remains.  It  is- 
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< lear  that  to  have  scoliosis  ol  a few  deorees  as  an 
early  adolescent  does  not  necessarily  connnit  one 
toward  brace  or  surgical  treatment.  Rather,  the 
number  of  children  progressing  to  these  more 
advanced  stages  is  very  small. 

As  a participant  in  the  planning  for  a school 
screening  jnogram  in  \Vayne  County,  Michigan, 
in  the  mid  1970’s,  I was  particnlarlv  struck  with 
the  degree  of  mental  anguish  engendered  by  a 
lack  of  appreciation  of  the  natural  history  of 
scoliosis  both  on  the  part  of  the  lay  public  and 
on  the  part  of  medical  practitioners.  Following 
screening  at  a typical  school,  the  principal’s  office 
tvould  be  deluged  tvith  calls  from  concerned 
parents  (juestioning  whether  their  child  had  “IT”, 
as  though  the  })resence  of  a few  degrees  of  scoliosis 
were  tantamount  to  the  diagnosing  of  some 
ostracizing  condition  such  as  Biblical  leprosy. 
Emphasis  to  the  parents  of  the  extreme  uncom- 
monness of  progression  of  minimal  scoliosis  would 
have  allayed  these  fears.  Further  reassurance  is 
obtained  with  a knowledge  that  in  those  few 
cases  that  do  progress,  early  treatment  can  in  all 
likelihood  prevent  further  worsening.  When  our 
screening  program  was  modified  to  include  a large 
dose  of  reassurance  regarding  these  factors,  things 
seemed  to  go  much  more  smoothly. 

Some  medical  practitioners,  on  the  other  hand, 
tended  to  underplay  a referral  for  scoliosis  of  only 
a few  degrees.  The  concept  that  scoliosis  treat- 
ment was  something  rather  drastic  reserved  only 
for  patients  with  severe  deformity  apjx^ared  to 
have  been  prepetuated.  Here,  is  was  necessary  to 
emphasize  that  while  the  vast  majority  of  minimal 
scoliosis  cases  did  not  progress,  there  was  a small 
percentage  that  would  show  some  progression. 
The  earliest  possible  recognition  of  this  fact  woidd 
lead  to  earlier  and  more  successful  treatment. 

A workable  formulation  in  Wayne  County  was 
arrived  at  only  after  a few  years  of  trial  and  error. 
A two  tiered  approach  was  used  with  great  empha- 
sis placed  on  education  regarding  natural  history 
and  treatment.  In  order  to  recruit  manpower  (or 
“person  power”)  to  screen  all  children  in  the  most 
productive  age  range  (between  twelve  and  four- 
teen) volunteers,  teachers  and  nurses  were  given 
a training  program  in  the  recognition  of  the  clini- 
cal appearance  of  spinal  deformity,  namely  waist- 
line asymmetry,  shoulder  asymmetry,  and  rib  or 
lumbar  paravertebral  hump.  Initial  screening 
was  then  carried  out  together  with  the  informa- 
tion that  a student’s  selection  in  this  screening 


process  did  not  necessai  ih  mean  that  there  was  a 
serious  problem.  A professional  would  make  a 
definitive  statement  later. 

Secondary  screening  is  then  carried  out  by  a 
specially  trained  nurse  or  medical  practitioner  to 
verify  the  presence  of  significant  deformity.  I.ate- 
ly  a method  has  been  developed  wherein  rib 
rotation  can  be  easily  cpiantitated  into  an  angular 
value  which  has  lieen  correlated  with  the  presence 
or  absence  of  a significant  curve. ^ Those  patients 
with  greater  than  a five  degree  inclination  of  rib 
hump  are  then  referred  to  their  own  medical 
practitioner  for  follow-up  and  jjossible  referral 
to  a treatment  center  if  indicated.  It  was  found 
to  be  important  in  the  'Wayne  County  experience 
that  rescreening  was  available  on  a yearly  basis  so 
that  all  mild  curves  did  not  have  to  be  referred  to 
a medical  practitioner  and  thus  avoided  sw'amp- 
ing  the  system.  These  minimal  curves  coidd  be 
checked  again  in  a year  to  select  out  those  few 
students  who  had  undergone  progression.  It  is 
important  to  recognize  that  successful  school 
screening  is  not  a one  time  project  but  rather 
needs  to  be  an  ongoing  endeavor  with  a clear 
necessity  for  good  organization  and  record 
keejjing. 

Recent  concern  has  rightfidly  been  expressed 
for  the  cost  effectiveness  of  screening  programs. 
Since  primary  screening  is  largely  on  a volunteer 
basis,  the  major  source  of  cost  is  in  record  keeping 
and  in  reimbursing  the  time  of  paid  professionals 
who  do  the  secondary  screening  and  coordinate 
the  record  keeping.  Costs  have  been  shown  to  be 
only  a few  cents  per  patient.  During  a study  by 
Nachem.son^  and  others  regarding  the  overall 
economic  effectiveness  of  the  brace  treatment 
of  scoliosis  and  even  the  surgical  treatment  of 
scoliosis  versus  the  long  term  disability  of  un- 
treated scoliosis,  one  can  only  conclude  that  very 
minimal  costs  associated  with  scoliosis  screening 
will  do  much  toward  the  elimination  of  disability 
associated  with  severe  scoliosis  which  can  be 
achieved  by  early  treatment. 

To  therefore  make  our  “screen”  rvork  we  need 
to  invest  a nominal  amount  of  resources  in  the 
organization  and  training  of  teams  of  w'orkers 
which  can  function  on  a yearly  basis;  we  need 
proper  timing  regarding  the  most  productive  age 
for  screening:  we  need  to  have  proper  execution 
in  terms  of  a thorough  training  in  the  physical 
hallmarks  of  spinal  deformity  which  are  associated 
with  the  need  for  referral;  and  finally,  we  need 
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to  have  a thorough  understaiuling  of  the  psycholo- 
gy of  the  adversary  (which  is  ignorance).  As  more 
coinjireliensive  school  screening  for  scoliosis 
s])ieads,  I am  optimistic  that  the  positive  effects 
oi  screening  observed  in  the  early  programs  can 
be  made  available  to  all  our  citizens. 
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ANSWER— Electrocardiogram  of  the  Month 

DISCUSSION:  The  electrocardiogram  shows  that  the  pa- 
tient is  in  a sinus  mechanism  at  a rate  of  100  per  minute. 
The  QRS  duration  is  0.08  seconds.  Marked  ST  elevation  Is 
noted  in  II,  111,  and  AVF  while  ST  depression  exists  in  1, 
AVL,  and  Vi  - V3.  No  Q-waves  are  present.  These  changes 
are  compatible  with  acute  inferior  infarction.  Initial  con- 
fusion could  exist  with  respect  to  right  or  left  bundle  branch 
block  because  of  the  magnitude  of  the  ST  elevation  and 
depression  in  the  limb  leads  but  the  confusion  disperses 
when  the  unipolar  leads  are  inspected.  Electrocardio- 
graphic changes  of  variant  angina  closely  resemble  those 
of  acute  infarction  and  differentiation  of  infarction  and 
variant  angina  can  not  be  made  with  one  electrocardio- 
gram. Of  course,  Q-waves  are  traditionally  associated  with 
transmural  infarctions  but  may  not  appear  in  the  early 
phases  of  infarction.  The  changes  as  noted  are  those  of 
acute  infarction,  not  old  or  remote  infarction. 
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Overview  of  the  Drinking  Water  Program  in  Arkansas 

Bruno  Kirsch,  Jr.,  P.E.* 


T-  challenge  ol  protecting  the  public  front 
health  hazards  in  jtotable  water  is  not  new.  The 
journals  are  full  of  articles  on  epidemiological 
investigations  into  disease  outbreaks  which  were 
caused  by  contaminated  drinking  water.  Even 
some  of  the  Inndamental  principles  of  epidemi- 
ology can  be  attributed  to  Dr.  John  .Snow’s  in- 
vestigation on  the  cholera  epidemic  caused  by 
contaminated  drinking  water  in  London  in  the 
ISSO’s.  Further  his  recommendations  led  to  the 
sanitary  engineering  principle  of  locating  water 
intakes  above  sources  of  contamination,  d’hrough 
the  years  advances  in  medical  science  coupled 
with  sound  sanitary  engineering  design  principles 
have  led  to  a dramatic  reduction  in  water  borne 
disease  outbreaks  and  provided  our  nation  with 
the  leadership  in  water  treatment  technology. 
However  in  the  late  1960's  surveys  by  the  Center 
for  Disease  Control  and  later  the  newly  formed 
Environmental  Protection  Agency  indicated  that 
pultlic  cotdidence  itt  the  safety  of  drinking  water 
supplies  was  waning.  In  the  ten-year  period  1961- 
1970,  there  were  130  outbreaks  resulting  in  46,374 
illnesses  and  20  deaths.  On  the  average,  the  sta- 
tistics representetl  one  water  borne  outbreak  per 
month  affecting  something  over  350  people  jx.*r 
incidence. 

Due  to  growing  pultlic  concern,  congressional 
interest  in  achieving  better  regulatory  control  of 
jrtiblic  water  supjdies  Irecame  increasingly  evi- 
dent. Congressional  oversight  hearings  were  held 
on  bills  relating  to  protection  of  safe  community 
drinking  water  supplies  and  on  December  16, 
1974,  then  President  Ford  signed  the  National 
Safe  Drinking  "Whiter  Act,  Public  Law  93-523.  The 
purpose  of  the  legislation  is  to  assure  that  water 
supply  systems  serving  the  public  meet  minimum 
national  standards  for  the  protection  of  public 
health. 

•Director,  Division  of  F.ngineerinf;,  .Arkansas  Department  of 
Health,  481,5  tV.  .Markham  Street,  Little  Rcnk,  .Arkansas  72201, 


J he  Act  authorized  the  Environmental  Protec- 
tion Agency  to  establish  k'ederal  .Standards  to 
control  the  levels  of  all  harmful  contaminants  in 
the  drinking  water  supplied  by  all  public  Avater 
systems.  4'he  major  provisions  of  the  Act  are: 

1.  4he  establishment  of  primary  regulations 
for  the  protection  of  the  public  health; 

2.  The  establishment  of  secondary  regidations 
that  are  related  to  taste,  odor  and  appear- 
ance of  drinking  Avater. 

3.  The  establishment  of  regulations  to  protect 
underground  drinking  Avater  sources  by  the 
control  of  subsurface  injection. 

4.  The  initiation  of  research  on  health,  eco- 
nomic and  technological  problems  related 
to  drinking  water  supplies. 

5.  The  initiation  of  a survey  of  rural  Avater 
supplies;  and 

6.  The  allocation  of  funds  to  states  in  im- 
proving their  drinking  water  programs 
through  technical  assistance,  training  of 
personnel  and  grant  supjiort. 

In  1975,  the  Environmental  Protection  Agency 
proposed  the  national  regulations  and  on  June 
24,  1977  the  regulations  became  effective.  The 
National  Interim  regulations  established  the 
definition  of  a public  Avater  system,  set  national 
standards  called  maximum  contaminant  levels 
and  monitoring  frequencies  for  10  inorganic 
chemicals,  six  (6)  organic  chemicals,  the  coliform 
bacteria,  finished  water  turbidity  and  alpha  and 
beta  radioactivity  in  drinking  Avater.  Further  the 
Act  and  the  regulations  re(|uired  public  notifica- 
tion by  the  water  snpjjlier  to  its  customers  of 
violation  of  any  standard  or  monitoring  require- 
ment. On  July  II,  1977  Arkansas  through  the 
Division  of  Engineering,  Arkansas  Department  of 
Health  became  the  sixth  state  to  accept  primacy 
for  the  administration  and  enforcement  of  the 
.\ct  and  regulations  lot  the  Etrvirotimental  Pi  o- 
tection  Agency. 
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In  order  to  obtain  primacy  each  State’s  drinking 
Avater  program  received  an  intensive  review  and 
approval  by  the  EPA.  However  most  State’s  pro- 
gram evolution  almost  predate  any  federal  in- 
volvement. Historically,  Arkansas’  drinking  water 
program  can  be  traced  to  Act  210  of  1917  which 
authorized  the  Bureau  of  Engineering  within  the 
Arkansas  Department  of  Health  and  M.  Z.  Bair 
the  first  state  sanitary  engineer  reported  for  duty 
on  July  2,  1919.  At  that  time  Mr.  Bair  reported 
on  the  condition  of  58  jtublic  water  systems  to 
the  State  Health  Officer.  Through  the  capable 
leadership  of  five  different  state  sanitary  engi- 
neers, noteworthy  program  milestones  included: 

— In  1931  the  first  annual  Arkansas  Waterworks 
Conference  to  provide  training  to  water 
system  operators  was  held  at  the  College  of 
Engineering  on  the  Ibiiversity  of  Arkansas 
Campus. 

— In  1937  the  first  water  chemistry  laboratory 
Avas  established  Asithin  the  Arkansas  Depart- 
ment of  Health. 

— In  1939  the  first  District  Waterworks  Meet- 
ings Avere  held  throughout  the  .State. 

— In  1941  voluntary  Avater  operator  licensing 
program  Avas  inaugurated. 

— In  1951  the  fluoridation  jtrogram  was  estab- 
lished Avithin  the  Department  of  Health. 

— In  1952  the  higliAvay  sign  program  was  devel- 
oped and  utilities  receiving  a superior  rating 
Avere  issued  signs  stating  that  the  water 
supplies  are  approved  by  the  Arkansas  De- 
partment of  Health. 

— In  1957  the  State  Legislature  passed  Act  333 
Avhich  required  mandatory  licensing  of  water 
supply  operators. 

— In  1977  the  Division  of  Engineering  accepted 
primacy  of  the  Safe  Drinking  Water  Act. 

As  can  be  seen  our  State  developed  a very  strong 
drinking  Avater  program  long  Ijefore  the  establish- 
ment of  the  EP.\,  circa  19()9;  however,  in  order  to 
obtain  primacy,  EPA  revieAved  the  Division  of 
Engineering  to  ensure  our  program  had  the  fol- 
lowing elements: 

1)  the  state  adopts  drinking  water  regulations 
to  no  less  stringent  than  the  National  In- 
terim Primary  Regulations; 

2)  the  state  has  adopted  and  is  implementing 


adequate  procedures  for  enforcement  of  the 
Regulations,  including  monitoring  and 
inspections; 

3)  the  state  keeps  records  and  reports  to  EPA 
as  may  be  requested; 

4)  the  state  has  adopted  and  can  implement  an 
adequate  plan  for  provision  of  safe  drinking 
water  under  emergency  conditions;  and 

5)  the  state  requests  that  it  be  delegated  this 
authority. 

As  noted,  our  State  Avas  ready  and  became  one 
of  the  first  states  in  the  nation  to  obtain  primacy. 

Erom  58  public  Avater  systems  in  1919  there  are 
now  over  2300  public  Avater  systems  that  must 
meet  the  recpiirements  of  the  Act  and  our  staff 
has  groAvn  from  one  professional  engineer  in  1919 
to  eleven  professional  engineers  and  seven  tech- 
nicians. The  Division  of  Engineering,  Arkansas 
Department  of  Health,  is  responsible  to  ensure 
that  all  systems  meet  the  standards  and  monitor- 
ing requirements  of  the  .\ct.  The  systems  are 
graded  for  compliance  Avith  the  .\ct  either  month- 
ly or  quarterly  depending  iq^on  the  type  of  system. 
.Any  violation  of  a standard  and/or  monitoring 
frequency  is  reported  by  letter  to  the  water  system 
with  the  requirement  to  notify  its  customers  of 
any  violation. 

Currently  the  State’s  overall  compliance  Avith 
the  Act  is  well  over  ninety  percent  and  our  pro- 
gram maintains  its  strong  status  throughout  the 
nation.  The  Division  is  proud  of  its  heritage  of 
preserving  safe  th  inking  Avater  to  our  citizens  and 
awaits  necv  amendments  to  the  Act  Avhich  Avill 
j>robably  establish  up  to  thirty  new  standards  for 
A^arious  elements  and  compounds  in  drinking 
water. 
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MEDICAL  GRAND  ROUNDS 
Current  Therapy  of  Cerebrovascular  Disease 

Robert  J.  Wilkerson,  M.D.,* *  Pham  H.  Liem,  M.D,,** 
and  William  J.  Carter,  M.D.*** 


Introduction 

Cerebrovascular  disease  is  a medical  problem 
rvhiclr  will  confront  almost  every  physician  at 
some  point.  This  is  because  stroke  is  such  a per- 
vasive problem,  especially  in  the  elderly.  The 
annual  initial  stroke  incidence  rate  per  100,000 
more  than  doubles  for  each  decade  from  35  years 
of  age  to  85  years  of  age.^  (See  table  1) 

The  purpose  of  this  review  is  to  provide  answers 
to  some  of  the  questions  that  arise  concerning  the 
management  of  impending  stroke  or  completed 
stroke.  To  accomplish  this  we  will  review  pre- 
ventive measures  to  decrease  the  risk  of  stroke 
including  the  reduction  of  risk  factors,  the  use  of 
antiplatelet  drugs,  anticoagulant  therapy,  and 
surgical  intervention.  Finally  we  will  cover  treat- 
ment of  the  acute  stroke  and  rehabilitation  of  the 
stroke  patient. 

Transient  Ischemia 

A transient  ischemic  attack  (TIA)  is  defined  as 
a transient  loss  of  neurologic  function  due  to 
deficient  blood  flow'  that  clears  within  24  hours. 
Most  attacks  last  10  to  15  minutes.  A reversible 
ischemic  neurologic  deficit  (RIND)  is  like  a TIA 
except  the  episodes  last  longer  than  24  hours.  The 
significance  of  these  episodes  is  that  they  tend  to 
be  premonitory  symptoms  of  a stroke.  Approxi- 
mately 50%  of  cerebral  infarctions  are  preceded 
by  TIAs.  Within  5 years  of  onset  of  T1.A.S,  approx- 
imately 25-30%  of  patients  will  have  suffered  a 
stroke  with  permanent  residual. 

TIAs  can  be  grouped  into  two  types,  carotid 
and  vertebrobasilar.  The  predominant  symptoms 
of  carotid  TIAs  include  transient  hemiparesis 
often  accompanied  by  hemianesthesia,  transient 
disturbance  of  speech,  and  transient  ipsilateral 
monocular  blindness  (amaurosis  fugax).  Verte- 
brobasilar TIA  symptoms  include  vertigo,  visual 
field  disturbances,  “drop  attacks’’  and  dysarthria. 

Risk  Factors 

A number  of  risk  factors  have  been  recognized 
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that  increase  the  liability  to  stroke.  These  factors 
shoidd  be  corrected  if  possible. 

Analysis  of  the  Framingham  Study  revealed  that 
hypertension  is  the  most  pow'erful  contributor  to 
stroke  incidence.^  Infarctions  occurred  in  hyper- 
tensive patients  seven  times  more  often  than  in 
normotensive  subjects,  and  the  risk  was  propor- 
tional to  the  blood  pressure  throughout  its  range. 

Mortality  from  stroke  in  patients  with  diabetes 
is  twice  as  great  as  in  the  non-diabetic  population.^ 
The  Framingham  Study  found  a correlation  be- 
tween the  degree  of  hyperglycemia  and  the  risk 
of  stroke.'*  Investigations  have  identified  hyper- 
lipidemia as  an  important  risk  factor  in  athero- 
sclerosis, but  the  role  of  hyperlipidemia  alone  has 
not  been  proven  to  l)e  as  strong  a risk  factor  in 
strokes.^ 

.\therosclerotic  heart  disease  increases  the  lia- 
bility to  both  TIAs  and  stroke.  Examples  include 
cardiogenic  emboli  and  resulting  hypotension 
from  an  arrhythmia  or  myocardial  infarction. 
Mitral  valve  prolapse  has  recently  been  associated 
with  TIAs  and  stroke,  presumably  secondary  to 
thrombogenesis  on  a myxomatous  valve.® 

Atherosclerotic  cerebrovascular  disease  of  the 
intracranial  and  extracranial  arteries  increase  the 
risk  for  TIAs  and  stroke  in  several  w^ays,  including 
embolism  from  an  ulcerated  plaque,  thrombotic 
occlusion  of  a major  vessel,  reduced  perfusion 
lieyond  a stenotic  lesion  during  periods  of  hypo- 
tension, and  subclavian  steal  and  intracranial 
steal  syndromes." 

Although  the  Framingliam  Study  reported  a 
tw'ofold  increase  in  risk  of  thrombotic  stroke  in 
subjects  wdth  moderately  elevated  hemoglobin 
(men  over  15  grams,  w'omen  over  14  grams),® 
most  clinicians  reserve  treatment  only  in  clear 
polycythemia. 

Studies  indicate  that  cigarette  smoking  increases 
the  risk  of  stroke,  altliough  much  less  than  in 
atherosclerotic  heart  disease.®  Other  characteris- 
tics considered  as  risk  factors  but  wdth  less  docu- 
mentation include  obesity,  emotional  stress, 
hyperuricemia  and  gout. 

Although  the  incidence  of  stroke  markedly  in- 
creases with  age,  there  has  been  a w'ell-recognized 
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steady  decline  in  the  incidence  of  stroke  in  the 
United  States  over  the  past  several  decadesd*^ 
Probable  reasons  for  this  decline  include  early 
diagnosis  and  improved  treatment  of  hyperten- 
sion, diabetes  and  hy|ierlipidemia. 

Antiplatelet  Drugs 

1 he  three  main  antiplatelet  drugs  which  have 
been  extensively  evaluated  in  cerebrovascular 
disease  are  dipyrimadole  (Persant ine),  sulfinpyra- 
zone (Anturane),  and  aspirin. 

In  1969  dipyrimadole  was  evaluated  by  Ache- 
son  et.  al.”  in  169  jiatients  with  either  TLA  or 
completed  stroke.  There  was  no  reduction  in  the 
frecjiiency  of  TIAs,  stroke,  or  death.  .A  recent 
study  comparing  clijryrimaclole-aspirin  combina- 
tion with  as|jirin  alone  revealed  no  additional 
benefit  from  the  cli]ryrimadole  addition. There 
is  also  an  ongoing  American-Uanaclian  cooperative 
trial  to  be  pnblished  in  19S1  which  is  e\alnating 
an  aspirin-clipyrimadole  comliination. 

.Sulfinpyrazone  has  been  evaluated  in  two  main 
studies.  Ill  1973,  Evans^^  compared  sidfinjiyra- 
zone  vs  jdacebo  therapy  in  20  patients  with 
amaurosis  Itigax  and  TEA.  There  was  an  improve- 
ment in  the  eye  symptcjins  but  no  comment  re- 
garding stroke  or  death  was  made.  In  1978,  a 
large  Canadian  Cooperative  Study  found  that 
sulfinpyrazone  did  not  cause  a statistically  sig- 
nilicant  reduction  in  TLAs,  stioke  or  death. 

Idle  most  clelinitive  information  on  the  role 
of  aspirin  has  been  provided  by  three  large 
cooperative  studies.  The  first  study  publi.shed  in 

1977  was  the  .Aspirin  in  d'rtmsient  Ischemic  Attack 
Studyi-'''  (.American  Trial).  This  was  a double 
blind,  midticenter  trial  in  which  aspirin  ;it  a close 
of  tiaOmg  twice  a clay  was  compared  to  placebo  in 
jiatients  with  carotid  .system  LI.-Vs.  Of  the  303 
patients  included,  125  underwent  carotid  \ascnlar 
surgery  then  randomization  to  aspirin  therapy, 
while  the  remaining  178  were  randomized  to 
aspirin  therapy  at  the  onset.  .After  a 6-month 
follow-up,  a statistically  significant  benefit  was 
demonstrated  in  the  aspirin  group  cvhen  the  end 
points  of  continued  LLAs,  stroke  and  death  w'ere 
comliined.  Restriction  of  end  ])crints  to  death  or 
stroke  yielded  no  significant  difference  between 
the  aspirin  and  placebo  groups.  .Aspirin  was 
found  to  be  most  effective  in  patients  with  multi- 
ple Tl.As  and  in  jiersons  with  carotid  artery  lesions 
ap]jropriate  to  their  symptoms. 

The  Canadian  Cooperative  .Study  publi.shecl  in 

1978  included  585  patients  with  cerebral  or  retinal 


i.schemic  TLAs  followed  in  a double  blind,  multi- 
center trial  for  an  average  of  26  months. The 
jzatients  were  randomized  into  1 treatment 
groujis:  aspirin  325mg  four  times  daily;  sulfinpy- 
razone 200mg  four  times  daily;  aspirin  325mg 
plus  sulfinpyrazone  2()()mg  four  times  daily;  and 
a placelio  group.  Aspirin  therapy  reduced  the 
combined  incidence  of  1 LA,  stroke  and  death  by 
19%.  If  only  stroke  and  death  were  considered, 
aspirin  reduced  the  risk  by  31%.  Sulfinpyrazone 
treatment  did  not  cause  any  significant  risk 
reduction.  There  was  no  antagonism  or  synergism 
between  aspirin  or  sidfinpyrazone.  The  surprise 
came  when  it  was  found  that  the  benefit  of  aspirin 
was  confined  to  men.  Reduction  of  stroke  and 
death  was  48%  for  men  with  no  benefit  for 
Avomen.  This  finding  still  remains  tmexplained, 
although  recent  experimental  work  suggests  there 
is  a differential  response  to  aspirin  between  the 
two  .sexes. 

.A  French  study  published  in  1983  included  604 
patients  with  transient  or  completed  cerebral 
ischemic  events  followed  in  a double  blind,  multi- 
center trial  for  an  average  of  3 years. The  pa- 
tients were  randomized  into  treatment  groups 
comparing  aspirin  Ig  per  day  in  three  divided 
doses,  aspirin  Ig  per  day  plus  dipyrimadole  225mg 
per  day  in  three  divided  doses  and  placebo.  LIsing 
the  end  point  of  fatal  or  nonfatal  cerebral  in- 
farction, the  rate  was  18%,  for  the  placebo  group, 
10.5%,  for  the  aspirin  group,  and  10.5%  for  the 
combined  aspirin  plus  dipyrimadole  group.  This 
represented  a significant  difference  between  the 
aspii  in  and  placebo  groups,  but  no  difference 
between  the  aspirin  and  combined  aspirin  pins 
dipyrimadole  groups.  It  was  concluded  that  there 
was  a beneficial  effect  of  aspirin  (Ig  per  day)  for 
stroke  jjrevention  with  no  additional  benefit 
observeil  with  dipyrimadole.  .Also,  this  study 
showed  no  difference  in  the  response  of  men  and 
women  to  aspirin,  in  contrast  to  the  Canadian 
4'rial. 

Anticoagulant  Therapy 

.Although  anticoagulants  were  introduced  in 
stroke  prevention  in  the  1950s,  their  use  in  pre- 
venting stroke  due  to  cerebrovascular  disease 
remains  controversial.  Four  randomized  jirospec- 
tive  studiesi^"-*^  comjjaring  anticoagulant  treat- 
ment to  placebo  showed  no  statistically  significant 
difference  in  the  prevalence  of  stroke  or  death  in 
the  two  groups.  Although  two  studies  suggested 
that  anticoagulants  reduced  the  number  of  recur- 
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iciK'c  ()1  'ri.Vs’’'''  ilu’  ollic'i  I wo  .studies  were 
iueonelusive,  intludiiio  the  otily  douhle  Itlind 
trial.’*'  Several  nomaiuloini/ed  studies  have  also 
shown  th;it  antieoagidaiit  thertipy  iloes  not  reduce 
mortality  in  ptitieuts  ;u  risk  lor  stroke.-*  Ilorv- 
ever,  all  the.se  studies  showed  ;i  deercMsed  iiiei- 
denee  ol  stioke,  with  one  ;dso  showing  ;i  reduced 
incidence  of  1 l.\s.-*  These  studies  have  been 
critici/ed  because  they  involved  too  lew  ])aticnts, 
follow-u|)  was  too  short,  there  was  no  r;uidc)mi/;i- 
tion  or  proper  contiols,  and  there  was  inaclecpiate 
criterion  lor  the  diagnosis  of  TT\. 

In  contrast  to  stroke  ctiused  by  cerebrovasculai 
disea.se,  there  is  good  e\  idence  that  anticoagulants 
are  beneficial  in  stroke  ctuised  by  cardiac  endioli 
resulting  from  atri.il  lil)rillation,  mitral  valve 
disease,  acute  myocarditil  iuhuxtion,  and  insertion 
cjf  prosthetic  heart  vtihes.  It  is  recommended  th;n 
any  patient  with  a probalrle  cerebral  embolism 
from  any  cardiac  source  should  be  anticoagulated 
immediately,  provided  bacterial  endocarditis  is 
unlikely,  there  is  no  blood  in  the  C.SF,  and  no 
hematoma  on  CM  scan.-'^  If  the  embolic  source 
is  self-limited  or  treataltle,  anticoagidation  should 
l)e  discontinued  when  the  high  risk  period  h;rs 
jcassecl.  If  the  cardiac  source  cannot  be  elimi- 
nated, anticoagulation  should  generally  be  con- 
tinued indefinitely.-' 

Surgical  Approaches  to  Cerebrovascular  Disease 

Carotid  endarterectomy  is  the  most  established 
and  accepted  procedure.  .Approximately  50,000 
carotid  endarterectomies  :ue  performed  each  year 
in  the  United  States.-**  In  the  arterial  system 
sujjplying  the  brain,  the  highest  incidence  oi 
atherosclerotic  lesions  occurs  at  the  origin  of  the 
internal  carotid  artery.  In  a series  of  over  MOO 
iirteriograms  performed  in  patients  with  cerebro- 
vascular insufficiency,  approximately  70<^,  had 
stenotic  or  occlusive  lesions  at  the  origin  of  the 
internal  carotid  artery.-*'  In  addition  to  obsti  uct- 
ing  blood  flow,  atherosclerotic  placpies  m;iy  ul- 
cerate and  form  emboli. 

Extracranial  to  intracranial  arterial  l)y])ass 
surgery  is  being  clone  with  increasing  frecpiency. 
.-\nastomosis  of  the  superficial  temporal  to  the 
middle  cerebral  tutery  is  the  most  common  jno- 
ceclure  clone.  1 his  procedure  is  jxuticularly  use- 
ful when  the  internal  carotid  lesion  cannot  Ite 
reached  via  the  neck.  An  intern;itional  controlled 
study  to  evaluate  the  value  of  the  procedure  is 
being  clone  with  about  1500  |)atients  presently 
em  called.'*"  Other  procedures  being  done  but  with 


less  Irecpiency  ;ue  transposition  of  tlie  vei  tebral 
.artery  to  the  common  carotid  artery,  ;md  sub- 
chtvitm  or  vertebiail  ;n  lei  y endarterectomy. 

T he  generally  ticcepted  indication  for  carotid 
endarterectomy  is  ;is  a prophylactic  measuie  to 
|)revent  a major  stroke  in  patients  with  1 l.\s, 
RlXl),  or  minor  stroke,  tisscxiated  with  signili- 
cant  placpie  in  the  ipsihiteral  common  carotid 
f)ifnrcation.**i  More  controversial  indications 
with  less  documentation  of  clinical  eflicacy  in- 
clude an  asymptomatic  placpie,  .symjMoms  reler- 
;ible  to  the  vertebrobasilar  system,  low  perfusion 
syndrome,  recurrent  ]>lacpte  at  the  site  of  a 
previous  endarterectomy,  and  chronic  delicit  from 
a major  stroke.***  The  major  indication  lor  tin 
extracranial  to  intracranial  artery  bypass  is  the 
prevention  of  a major  stroke  in  patients  with 
'TLAs,  RIND,  or  minor  stroke,  in  the  territory  of 
an  occluded  artery  not  accessible  to  caiotid 
endarterectomy.*** 

"IVdiat  results  can  be  expected  of  surgical  at- 
temps  to  prevent  strokes  in  patients  with  TI As? 
In  a recent  study  by  AVdiisnant,  et.  al.**-  151  pa- 
tients with  TI.As  in  one  carotid  arterial  system 
underwent  carotid  endarterectomy  on  that  side. 
The  operative  mortality  rvas  1%  and  the  peri- 
operative stroke  incidence  was  (typical  of 
several  other  recent  studies).  .After  G years  of 
follotv-up  80%  of  the  surgical  patients  were  alive 
and  free  of  stroke.  On  an  actuarial  basis,  long- 
term stroke  mortality  was  ,S%  ])er  year.  The 
expected  rate  of  stroke  for  such  a group  of  patients 
with  TI.As  is  about  0%,  per  year.  The  authors 
concluded  that  long-term  stroke  morbidity  was 
less  in  these  singically  treated  patients  than  would 
have  been  exjtected  for  a comparable  group  of 
patients  with  TEA,  if  surgery  had  not  been  clone. 
But  it  must  be  em])hasi7ecl  that  this  was  ;m 
uncontrolled  study. 

There  is  only  one  controlled  ranclomi/ed  study 
on  the  effect  of  carotid  endarterec  tomv  on  jne- 
venting  stroke  in  ])atients  with  TIAs.****  This  w;is 
done  in  the  lOGOs  invoh  ing  .SIG  patients  randomly 
assigned  to  surgical  and  non-surgical  groups. 
These  patients  had  TI.As  with  no  residual.  Thev 
were  followed  for  an  average  of  12  months.  .\1- 
though  the  surgical  group  had  fewer  symptoms, 
ri.As,  and  strokes  postoperatively  than  the  con- 
trol grou]),  this  benefit  was  offset  by  operative 
mortality  and  morbidity.  Overall,  surgery  did  not 
appear  tea  be  a significant  benefit.  One  criticism 
caf  this  study  was  that  there  was  ;i  ra])itl  evolution 
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of  surgical  techniques  during  the  course  of  the 
.study.  Another  criticism  was  that  the  patients 
^^•ere  a very  heterogenous  group  with  regard  to 
their  arterial  lesions,  26  had  bilateral  endarterec- 
tomies, 8 had  vertebral  emlarterectomies,  and  11 
had  attempts  to  restore  flow  in  totally  occluded 
internal  carotid  arteries.  These  factors  may  ex- 
plain why  no  significant  benefit  from  surgery  was 
seen.  In  any  event,  there  is  widespread  acceptance 
that  carotid  endarterectomy  is  of  value  in  patients 
with  focal  symptoms  that  can  be  related  to  in- 
ternal carotid  lesions. 

In  selecting  patients  that  may  benefit  from 
surgical  repair  of  vascular  obstruction,  it  is  im- 
portant to  rule  out  other  conditions  that  may 
alter  cerebral  blood  flow.  These  include  cardiac 
arrhythmias,  cardiogenic  emboli,  hematologic  dis- 
eases such  as  thrombocytosis  and  polycythemia, 
and  orthostatic  hypotension. 

In  patients  suspected  of  having  operable  in- 
ternal carotid  artery  lesions,  noninvasive  screen- 
ing tests  are  available  that  when  taken  together 
have  a diagnostic  accuracy  of  90%  or  better. 
These  tests  include  carotid  phonoangiography 
(CPA),  oculoplethysmography  (OPG),  and  supra- 
orbital dopjiler  ultrasound.3“  Digital  intravenous 
angiography  (DIV.\)  is  a rapidly  developing  tech- 
nitjue  that  may  largely  supplant  other  indirect 
tests  for  identifying  carotid  or  other  vascidar 
lesions. Using  this  technique,  intravenous  in- 
jection of  contrast  material  often  produces  an 
angiogram  comparable  to  intra-arterial  injection, 
but  with  less  morbidity. 

A question  of  considerable  concern  is  the  man- 
agement of  asymptomatic  carotid  bruits  and 
stenosis.  Asymptomatic  carotid  bruits  occur  in 
approximately  5%  of  the  general  jxipulation 
over  the  age  of  .50, but  have  poor  correlation 
with  the  subsetjuent  development  of  TIAs  and 
strokes.  Asymptomatic  carotid  bruits  occur  in 
10-20%  of  patients  who  are  referred  for  coronary 
artery  bypass  and  peripheral  vascidar  surgery. 
There  is  little  evidence  that  the  perioperative 
stroke  rate  in  these  patients  is  increased  suf- 
ficiently to  justify  the  risk  of  preoperative 
endarterectomy.^® 

Therapy  of  Completed  Stroke 

-Medical  therapy  during  the  acute  phase  of  a 
cerebral  infarction  includes  the  control  of  ce- 
rebral edema,  the  use  of  anticoagulants,  manage- 
ment of  hemorrhagic  stroke,  and  neurological  or 
neurosurgical  considtation. 


Cerebral  edema  appears  within  a few  minutes 
of  cerebral  infarction  or  ischemia,  reaches  a maxi- 
mum Ijy  the  fourth  or  fifth  day,  then  recedes  so 
that  it  is  virtually  absent  in  a healing  infarct  after 
two  weeks.®®  Cerebral  edema  is  an  important 
cause  of  secondary  morbidity.  It  can  be  recog- 
nized easily  by  the  CT  scan.  Treatment  consists 
of  hyperosmolar  agents  such  as  mannitol  or 
glycerol,®®  dextran,^®  and  corticosteroids  (dex- 
amethasone).®®  Cerebral  edema  secondary  to 
ischemia  has  been  found  to  be  more  refractive  to 
corticosteroid  therapy,  than  in  cerebral  edema 
secondary  to  other  causes. 

d'he  use  of  anticoagulants  in  completed  strokes 
is  controversial,  .\nticoagulation  is  not  helpful  in 
established  thrombotic  or  thromboembolic  in- 
farcts. They  may  be  usefid  in  progressing  strokes 
or  stroke-in-evolution  (when  neurological  deficits 
increase  over  a period  of  several  hours,  and  not 
caused  by  intracerebral  bleeding). After  a CT 
scan  has  ruled  out  intracerebral  bleeding,  short- 
term use  of  heparin  followed  by  chronic  therapy 
with  coumadin  for  three  to  six  months  is 
recommended.^® 

The  management  of  hemorrhagic  stroke  is 
entirely  different  from  the  management  of 
thrombotic  or  embolic  stroke.  During  the  past 
few  years,  the  incidence  of  ischemic  stroke  has 
decreased,  whereas  the  incidence  of  hemorrhagic 
stroke  has  remained  stable. i®  Patients  with  hem- 
orrhagic stroke  have  elevated  blood  pressure  and 
agitation.  Therefore  the  management  includes 
complete  bed  rest,  analgesics,  the  use  of  tran- 
quilizers as  indicated,  and  gradual  reduction  of 
blood  pressure.^®  .Studies  have  shown  that  recur- 
rent hemorrhage  is  a major  cause  of  death  or 
serious  morbidity  in  patients  who  survive  the 
primary  bleed.  This  is  caused  by  fibrinolysis  of 
the  initial  clot  formed  after  the  first  bleed. 
Therefore  the  use  of  antifibrinolytic  therapy  with 
aminocaproic  acid  or  tranexamic  acid  has  been 
suggested.^® 

A CT  scan  is  almost  always  recommended  in 
hemorrhagic  strokes.  It  helps  to  establish  the 
diagnosis  and  helps  indicate  when  a neurological 
or  neurosurgical  consultation  shoultl  lie  obtained. 
A CT  scan  is  also  indicated  in  patients  with 
altered  consciousness,  unstable  vital  signs,  pro- 
gressing neurological  deficits,  seizure  activity,  and 
nuchal  rigidity.  A CT  scan  is  probably  not  indi- 
cated in  alert  patients  with  stable  vital  signs  and 
stable  well-established  neurological  deficits. 
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Neurological  or  neurosurgical  cousultaiiou  is 
recomiueiulecl  rvhen  (here  is  rleinoustratiou  ol  a 
cerebellar  heiuatoiua  or  intracerebral  beiuaioiua 
by  Cl'  scan,  or  when  there  is  clenioustratiou  of 
a ruptured  ititracrauial  aneurysm  that  can  be 
clipped,  or  an  arteriovenous  malformation  that 
can  be  excised.  Cionsultatiou  is  also  recommended 
with  the  demonstration  of  complete  occlusion  of 
a carotiil  or  vertebral  artery  that  may  be  amenable 
to  corrective  or  bypass  surgery. 

Rehabilitation  of  the  Stroke  Patient 

Rehabilitation  of  the  stroke  victim  has  been 
found  to  be  most  successful  when  a mnltidiscijrli- 
nary  team  approach  is  ntili/ed.'*^  This  consists  of 
a core  team  ijiclnding  the  physician,  nurses 
oriented  toward  rehabilitation,  social  service,  the 
patient  and  his  family.  Other  important  mendrers 
include  physical  therapy,  occupational  theiapy, 
speech  therapy,  psychology  and  psychiatry,  and 
the  dietician.  The  purpose  of  the  team  is  to  per- 
form rehabilitation  evaluation  and  goal  setting, 
then  to  carry  otit  the  rehab  program. 

During  the  acute  (passive)  phase,  good  nursing 
care  is  emphasized,  es])ecially  in  proper  position- 
ing, rotation,  and  passive  range  of  motion  of  all 
joints.  After  three  weeks  or  when  the  patient  is 
stable,  the  later  (active)  phase  of  rehabilitation 
consists  of  improving  the  activities  of  daily  li\  ing 
(ADI  .),  independent  mobilization,  and  use  ol 
necessary  prosthetic  devices.^* 

Age  greater  than  80,  altered  consciousness  at 
onset  and  residual  cognitive  deficits  tend  to  be 
associated  with  a poor  outcome.'*®  However,  ;d- 
most  all  patients  who  undergo  stroke  rehabilita- 
tion will  make  some  improvement. 

Prescott,  et.  al.*'*  using  a mathematical  model 
to  predict  functional  outcome  ol  stroke  patients, 
<levised  the  formula:  Y = 1.6  -p  0.4  (MFU  -|- 
PROP  -f-  POSTF),  (V  = predicted  independence 
score,  .MFLT  = motor  function  of  the  upper  limbs, 
PROP  — proprioception,  PO.SFF  = postural 
function).  Motor  function  ol  the  affected  upper 
limbs  was  scored  as  follows:  complete  paralysis  = 
4,  severe  weakness  = 3,  moderate  weakness  z=  2, 
slight  weakness  = 1,  no  weakness  nr  0.  Proprio- 
ception was  measured  by  lilting  the  affected  arm 
to  eye  level,  then  trying  to  grasp  the  thumb  of  the 
tdfected  hand  with  the  good  hand.  .Scoring  for 
proprioception  was  as  follows:  severe  difficidty 
= 3,  moderate  difficulty  = 2,  slight  difficulty  = 
1,  no  difficulty  = 0.  Postural  function  was  .scored 
as  follows:  patient  lying  and  unable  to  sit  up  ami 


maintain  a sitting  j)osition  = 3,  able  to  maintain 
a sitting  position  but  unable  to  stand  = 2,  able  to 
stand  but  cannot  walk  without  a.ssistance  1, 
walking  without  assistance  0.  Outcome  was  di- 
vided into  7 categories,  from  fully  independent 
to  failure.  Indepeudence  was  generally  seen  with 
a total  score  of  le.ss  than  2.4.  Dependence  was  seen 
with  total  scores  greater  than  4.4.  With  scores 
between  2.4  and  4.8,  there  was  overlap  between 
good  and  bad  outcomes.  Using  this  etjuation,  the 
overall  success  rate  in  predicting  independence 
was  75%  in  week  4,  and  did  not  drop  below  70% 
until  week  13.  After  one  month  of  hospitaliza- 
tion, the  etjuation  heljred  jzredict  which  jiaiients 
rvould  have  a jroor  jnognosis. 

Summary 

In  this  review  of  tlieraj:))  of  cerebrovascular 
disease  we  have  attemj^ted  to  make  the  following 
points: 

1)  Asjnriu  in  a daily  close  ol  1.0  to  1.3  grams  is 
effective  in  reducing  stroke  and  death  rates 
in  jratients  with  TIAs  and  jzrior  strokes. 

2)  Anticoagidants  are  useful  in  jjreventing 
TIAs  and  thromboembolic  stroke  associated 
with  jjrosthetic  heart  valves,  mural  throndji 
in  the  heart  and  initial  stenosis  with  atrial 
fibrillation. 

3)  Anticoagidants  may  be  indicated  in  jiatients 
with  frequently  recurring  TIAs  or  jirogres- 
sion  from  I'lA  to  persistent  symjnoms,  but 
the  effectiveness  is  uncertain. 

4)  Carotid  endarterectomy  ajipears  to  be  effec- 
tive in  reducing  the  fretjtiency  of  TIAs  and 
stroke  in  selected  jiatients  with  symjitomatic 
cerebrovascular  insufficiency.  .A.n  interua- 
tional  controlled  study  to  evaluate  the  ef- 
fectiveue.ss  of  extracranial  or  intracranial 
artery  Iryjjass  jirocedures  is  in  jrrogress. 

:>)  At  jnesent,  jnojrhylactic  endarterectomy 
does  not  ajijiear  to  be  justifietl  in  treatment 
of  asymjitomatic  carotid  bruits  or  stenosis, 
either  in  the  general  jiojndation  or  in 
jratients  referred  for  coronary  byjiass  or 
jrerijrheral  vascular  surgery. 

6)  Medical  therajiy  during  the  acute  jihase  of 
stroke  includes  recognition  and  control  of 
cerebral  edema.  4 he  use  of  anticoagulants 
is  controversial  and  indicated  onl\  in  em- 
bolic stroke  of  cardiac  origin. 

7)  A Cl'  scan  should  be  obtained  in  tlie  eicni 
of  unstabfe  or  hemorrhagic  stroke.  Evacua- 
tion of  a hematoma  may  be  indicated. 
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8)  Physical  rehabilitation  utilizing  a team  ap- 
])roach  .should  be  started  soon  after  onset. 
Age  greater  than  80,  altereil  consciousness 
at  onset,  and  residual  cognitive  deficits  tend 
to  be  associateil  with  a poor  oulcome. 

TABLE  1 


Annual  Initial  Stroke  Incidence  Rate  Per  100,000 
by  Sex  and  Age  at  Onset,  1975—1976 


Age 

Total 

Male 

Female 

Under  35 

3.3 

2.5 

4.1 

35  - 11 

31.1 

■11.5 

25.7 

■15  - 51 

106.0 

123.0 

90.3 

55  - d l 

262.0 

312.0 

191.0 

65  - 71 

582.0 

658.0 

524.0 

75  - S-1 

1,383.0 

1,714.0 

1,180.0 

Ox  er  85 

1,825.0 

2,504.0 

1,501.0 

*Adapted  lioni  Rolans,  M.  and  Baum,  H.  M.:  National 
Survey  from  Stroke 'Incidence.  Stroke  12,  Suppl.  1:2,45-55, 
1981. 
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Radiology  Perspective; 

The  Apple  Peel  Small  Bowel  Deformity 

J.  R.  McConnell,  M.D. 


Case  Report 

This  newborn  male  developed  bile  stained 
vomiting  at  the  age  o£  lonr  hours.  The  prenatal 
course  was  nnccrmplicaled  and  there  was  no  his- 
tory of  polyhydramnios.  The  birth  weight  was 
2900  grams.  Plain  abdominal  radiographs  showed 
several  distended  loops  of  l)owel  with  air-fluid 
levels  in  the  mid  abdomen.  There  was  no  demon- 
strable gas  in  the  distal  Itowel  (Fig.  1).  A barium 
enema  examination  showed  incomplete  rotation 
of  the  right  colon  with  the  ileocecum  in  the  right 
upper  (juadrant  (Fig.  2).  The  diagnosis  of  proxi- 
mal small  bowel  obstruction  and  malrotation  was 
made  and  laparotomy  was  performed.  The  lapa- 
rotomy showed  a markedly  dilated  proximal 
duodenojejunal  segment  wiiich  ended  blindly. 
The  distal  small  intestine  w'as  coiled  in  a spiral 
configuration.  There  was  no  intervening  mesen- 
tery or  bowel  between  the  distal  spiral  bowel  and 
the  dilated  proximal  segment  (Fig.  3).  In  addi- 
tion, Ladd’s  bands  were  encountered  across  the 
duodenum.  The  cecum  was  malrotated  and  posi- 
tioned in  the  right  upper  cjuadrant.  The  bands 
were  surgically  divided  and  a gastrostomy  and 
Bishop-Koop  end-to-side  jejunojejunostomy  were 
done.  The  gastrostomy  was  closed  at  3 months  of 
age. 

Discussion 

'Lite  essential  features  of  the  apple  peel  small 


Figure  1 . 

Plain  upright  radiograph  of  the  abdomen  demonstrates  dilated  bowel 
with  multiple  air  fluid  levels  and  no  distal  bowel  gas. 


Ijowel  deformity  include  jejunal  atresia,  spiral 
coiling  of  the  distal  small  intestine  (apple  peel) 
and  incomplete  cecal  rotation  and  fixation.  The 
ajjjile  jjeel  distal  small  intestine  is  completely 
detached  from  the  dilated  proximal  jejunum  and 
there  is  no  connecting  small  intestine  or  mesen- 
tery. familial  incidence  of  the  anomaly  has 
been  reported.  Alishalany  and  Najjar  suggested 


Figure  2. 

.\  barium  enema  examination  showed  malposition  and  incomplete 
rotation  of  the  right  colon  with  the  cecum  in  the  right  upper 
(luadrant. 

an  autosomal  recessive  mode  of  inheritance,  but 
the  hereditofamilial  aspects  have  not  been  clearly 
defined.® 

Santulli  and  Blanc  originally  used  the  term 
“apple  peel’’  small  bowel  to  describe  this  anomaly 
in  1961.1  Orvar  Swenson  suggested  the  term 
“Christmas  Tree”  deformity  because  the  spiral 
coiling  of  the  distal  small  intestine  around  its 
rudimentary  mesentery  resembles  tinsel  around  a 
Christmas  tree,  the  tree  trunk  representing  the 
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mesenteric  vascular  su|)|)ly.-  It  has  been  deinon- 
strattxl  tliat  mechanical  injuries  resulting  in 
ischemia  of  the  bowel  (luring  fetal  life  can  cause 
small  bowel  atresia.  Moreover,  there  is  a reported 
hieh  incidence  malrotatiou  of  the  colon  in  this 

O 


Figure  3. 

The  dilated  duodenojejunal  segment  is  shown  to  the  right  and  the 
coiled  apple  peel  distal  small  bowel  is  shown  on  the  left.  1 here  is 
no  connecting  bowel  or  mesentery. 


syndrome.^  I hus  the  high  incidence  of  midgut 
malrotation  and  mallixation  associated  with  this 
syndrome  and  the  known  predisjxrsition  of  con- 
genital malrotation  to  de\elop  volvulus  of  the 
midgut  suggests  that  the  ajrple  peel  .small  bowel 
may  result  from  prenatal  ischemic  volvulus.’' - 
Radiology  can  play  a significant  role  in  the  pre- 
o])erative  diagnosis  of  the  apple  peel  deformity 
when  the  combination  of  proximal  small  bowel 
obstrtiction  and  malrotation  are  present  in  the 
neonate.  Preoperative  diagnosis  is  very  helpful 
in  the  planning  of  the  surgical  management  since 
the  procedtire  of  choice  in  this  entity  differs  from 
that  in  the  usual  variety  of  intestinal  atresias. 
According  to  Dickson,  survival  is  enhanced  fol- 
lowing gastrostomy  and  the  Bishop-Koop  end-to- 
side  jejunojejunostomy.^ 
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Updatejn  Dermatology: 

Disseminated  Superficial  Actinic  Porokeratosis* 

James  R.  Kyler,  M.D.,  Gene  Schoonmaker,  M.D.** 


Abstract 

Physicians  nia)  be  confused  by  an  eruption 
tvliicli  superficially  leseinbles  widespread  actinic 
keratoses.  A case  report  and  discussion  of  this 
disorder,  disseminated  superficial  actinic  jrorcrker- 
atosis,  is  ])resentcd. 

Introduction 

Disseminated  superficial  actinic  porokeratosis 
(])S.\P)  is  an  uncommon  genodermatosis  that  is 
easily  coni  used  with  multiple  solar  keratoses, 
which  |)erha]ts  explains  why  it  has  only  recently 
been  described. ^ d he  incidence  is  higher  iti  ;i 
sunlight-intense  climate,  such  as  Arkansas,  where 
it  shotild  be  included  in  the  dilferentitil  diagnosis 
of  solar  keratosis  and  other  light-induced  derma- 
toses. I'he  lollowing  jjatient  has  a negative  family 
history,  btit  otherwise  ilhistrates  I)S.\P  very  'well. 

Case  Report 

A a.S-yeai -old  fair-complexioned  white  male 
presetued  in  P.lSl  with  asymptomatic  annular 
lesions  of  the  lace,  back,  and  tipjter  extremities  of 
six  yeais’  dui  ation.  I'he  tamily  history  was  nega- 
tive for  similar  lesions.  I fe  hatl  previottsly  been 
treated  lot  two  basal  cell  epitheliomas  and  multi- 
ple actinic  keratoses. 

Examination  rtnealed  numerous  1 cm  erythem- 
atous placpies  ;ind  pajjtiles  with  annular  kertitotic 
boiilers  distribtited  symmetrically  over  sun- 
exposed  areas  of  the  face,  back,  ;uui  upper 
exit  entities.  Mtihiple  actinic  keratoses  were  also 
scattered  o\er  stm-exposed  areas. 

Itiojxsy  sjtecimen  from  the  mttrgiti  ctf  a typical 
placpie  demonstrated  mild  hyperkeratosis  with 
central  titrophy  bordered  by  a parakeratotic 
column  or  cornoid  lamella,  d’he  dermis  showed 
a mild  pet  ivascular  infiltrate  of  lymphocytes  and 
histiocytes. 

'J  herapy  with  5-fluorouracil  5%  cream  BID 
was  ineffective,  but  the  condition  improved  fol- 
lowing treatment  with  licpiid  nitrogen  spray. 


’'University  of  Arkansas  For  Medical  .Sciences.  4301  \V.  Markham, 
Slot  576,  I-ittle  Rock,  Arkansas  72205. 

**^(;orrcsjjondcnce  to:  James  R.  Kvicr,  M.D.,  Department  of  Der- 
matology', 4301  W.  Markham.  Slot  576,  Little  Rock.  Arkansas  72205. 


Discussion 

Disseminated  superficial  actinic  porokeratosis 
characteristically  begins  arotmcl  30-40  years  of 
age,  with  50  or  more  anntilar  hyperkeratotic 
lesions,  which  are  remarkably  tmiform  (0.5- 1.0 
cm)  in  size.  Pruritus  is  mild  or  absent.  Patients 
tvith  D.S.\P  typically  lack  adecjtiate  pigmentation 
for  sun  protection.  They  are  conseqtiently 
predisposed  to  other  forms  of  actinic  damage, 
including  actinic  keratoses  and  cutaneous  ma- 
lignancies. Otir  patient  illustrtited  these  features. 

Inheritance  of  D,S.\P  has  been  shown  in  most 
patients  to  be  autosomal  dominant  with  reduced 
jtenetrance  at  younger  ages,-  btit  our  patient 
lacked  such  a family  history.  I'his  case  likely 
repre.sents  a spontaneous  mutation. 

Each  lesion  restilts  from  ;i  mutant  clone  of 
epidermal  cells^  probably  stimtilated  to  prolifer- 
ate abnormally  tinder  the  inlluence  of  idtraviolet 
light  in  the  sunburn  range  (EA'B).  Eesions  start 
as  ])apules  and  enlarge  by  peripheral  migration 
erf  the  abnormal  cells  restihing  in  annular  lesions. 

In  our  jratient's  case,  therapy  with  topical  5- 
fluoi ouracil  cream  was  ineffective.  Many  thera- 
peutic modalities  including  intralesional  steroids, 
licjiud  nitrogen,  keratolytics,  topical  tretinoin, 
and  5-fluorouracil  cream  have  been  employed  to 
treat  DSAP  with  mixed  residts.  Effective  treat- 
ment is  limited  by  the  multijrlic  ity  of  lesions, 
resulting  in  redticed  patient  compliance.  EIow- 
ever,  clinical  remission  occurred  in  one  case  of 
DSAP  treated  Avith  Ro  10-935P,  an  aromatic 
retincrid.-^  This  second  generation  retinoid  is  not 
yet  tivailable  in  this  country,  and  the  value  of  the 
only  available  synthetic  retinoid,  13  cis-retinoic 
acid,  is  not  known. 

DS.\P  is  essentially  benign  tilthough  scjuamotis 
cell  carcinoma  has  develcrped  in  typical  lesions.^ 
'Ehe  actinic  keratoses  and  basal  cell  epitheliomas 
found  previously  in  otir  jjtitient  were  apparently 
not  related  to  lesions  of  DSAP. 

Although  tincommon  DSAP  may  be  suspected 
on  clinical  grounds  and  proved  histologically. 
This  is  another  in  a long  list  of  photodermatoses 
that  plague  Arkansas  and  other  states  that  are 
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blessed  witli  an  abuiulancc  ol  sunughl. 
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MEA  CULPA 

Are  We  Physicians  at  Fault? 

Altre(d  Kahn,  Jr.,  M.D. 


Tne  jrroblem  o£  medical  insurance  is  still 
rankling  the  pitblic  and  physicians.  Fhe  snijer- 
licial— but  still,  the  really  important  aspect  of  the 
problem— is  the  bottom  line:  do  the  patients  get 
])aid  and 'or  does  the  hospital  get  paid  by  the 
insttrance  company  after  an  illness,  d he  philo- 
sophic aspects  of  the  situation  tend  to  run  (ar 
deeper.  In  the  first  place,  part  of  the  problem  is 
an  outgrowth  of  au  iuterneciue  problem  which 
has  not  been  sohed,  ;ind  part  of  the  problem  is 
the  residt  of  groups  of  well-meaning  individiuds 
trying  to  help  the  public— and  eventually  becom- 
ing the  victims  of  their  own  well-meaning  efforts. 

In  an  effort  to  avoid  .socialized  medicine,  whicli 
has  been  practiced  in  some  countries  abroad, 
physicians  in  .\merica  have  ti  iecl  to  sponsor  the 
cost  of  medical  c are  by  personal  payments,  private 
insurance,  and,  to  an  extent,  by  Medicare  and 
Medicaid.  In  general,  the  thrust  of  private  physi- 
cians is  to  avoid  government  interference  in  medi- 
cine wherever  and  whenever  po,ssible,  as  the  heavy 


liand  of  bureaucracy  seems  to  reiard  good  medical 
practice  in  the  eyes  of  American  physicians. 

In  .\rkansas,  around  1950,  private  jthysicians 
were  instrumental  in  promoting  medical  insur- 
ance by  private  ctirriers.  Some  physicians  literalh 
stumped  the  state  trying  to  explain  the  benefits 
of  pi  ivate  insurance  versus  government  insurance. 
As  a result  of  their  efforts.  Blue  Cross  and  Blue 
Shield  ultimately  Iiecame  a successful  health  in- 
surer in  Arkansas.  Pric  ate  physicians  were  in  the 
forefront  in  promoting  the  Blues.  They  did  noi 
want  the  government  to  say  we  will  pay  you  such- 
and-such  a sum  for  such-and-such  a ])rocedurc. 
They  did  not  want  to  receive  a check  at  the  end 
of  the  month  from  the  government  saying  that 
this  is  your  pay  lor  your  professioual  services 
performed  during  the  ])ast  month  rvitliout  regard 
to  the  effort  expended.  No  one  can  argue  that 
in  the  capitalistic  society  the  physicians  made  a 
wise  move  in  trying  to  avoid  so-called  socialized 
medicine. 
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Editorial 


Private  insurance  for  health  problems  went 
along  fairly  smoothly  for  a number  of  years. 
However,  just  like  a "I'readmill  Test  stresses  the 
heart  to  find  hidden  problems,  so  has  inflation 
and  recession  stressed  the  health  insurance 
situation. 

In  the  first  place,  there  is  an  internecine  prob- 
lem which  has  not  been  adecjuately  addressed  or 
solved,  which,  to  a certain  extent,  has  been  swept 
under  the  rug.  The  background  of  the  problem 
is  that,  of  course,  all  insurance  companies  have 
only  a limited  number  of  fiimls  to  pay  out.  The 
amount  of  funds  which  they  pay  out  depends  on 
the  size  and  number  of  premiums  they  collect, 
and,  like  every  other  product,  the  premiums  have 
to  be  a salable  product  that  cannot  be  so  much 
that  the  public  is  discouraged  from  purchasing 
the  product.  Given  a certain  limit  that  can  be 
expended  is  like  being  given  an  apple  pie  and 
deciding  how  big  and  how  many  slices  there  will 
be— to  feed  a family.  Saying  this  a different  way, 
it  is  possible  to  preenit  an  insurance  company  of 
a large  sum  of  money  if  the  medical  fees  paid  out 
are  too  high;  this  does  not  imply  that  the  fees  are 
not  fair  and  reasonable,  ^\dtat  it  is  really  saying 
is  that  in  a free  society,  and  in  a society  in  which 
all  physicians  to  a certain  extent  participate  in 
third  party  payments  by  insurance  characters, 
how  should  the  pie  be  cut? 

It  is  very  important  to  acknowledge  that  the 
physician  has  a perfect  right  to  set  what  fees  he 
thinks  are  fair  for  his  services.  But,  an  insurance 
company  cannot  necessarily  pay  the  entire  fee 
billed  to  the  patient  if  the  fee  is  a high  one.  The 
jihysician  and  patient  have  a right  to  set  the  fee, 
but,  to  repeat,  the  insurance  company  may  not  be 
able  to  pay  all  of  the  fee  if  it  is  an  extremely  big 
one— the  physician  should  be  free  to  charge  more 
than  the  insurance  company  pays  if  it  is  his  usual 
and  customary  fee  and  if  the  patient  knows  this 
ahead  of  time.  The  insurance  company  should 
not  be  in  a position  to  dictate  maximum  fees  by 
any  form  of  pressure  or  coercion. 

Another  problem  which  has  not  been  adequate- 
ly worked  out  is  the  matter  of  compensation  for 
physicians  who  do  not  perform  procedures.  This 
problem  has  produced  rankling  disagreements  in 
many  areas.  Both  types  of  physicians  are  neces- 
sary for  good  patient  care.  If  there  is  a wide 
disparity  in  payment  between  the  two  groups, 
there  will  inevitably  be  a tilt  among  young  physi- 
cians to  go  into  limited  medical  and  surgical 


specialities  oriented  around  well-defined  pro- 
cedures for  which  there  is  a fully-recognized 
adequate  compensation  scale.  What  will  become 
of  the  general  physician— will  he  have  to  give 
medical  sendees  as  though  he  had  a fast  food  store, 
will  he  have  to  learn  procedures  at  the  expense 
of  being  a primary  physician,  will  he  be  gradually 
phased  out  of  personal  private  practice  into  vast 
cooperative  health  programs— and  so  on.  Primary 
jthysicians  are  important,  as  are  the  internist 
quarterbacks  who  collate  the  skeins  of  informa- 
tion from  the  various  subspecialists  attending  a 
jiatient- but  are  they  going  to  survive  in  the 
present  economic  environment? 

Another  factor  which  has  tended  to  disrupt 
insurance  medicine  is  the  rocketing  costs  of  hos- 
pital care.  This  is  difficult  for  physicians  to 
control.  The  hospital  is  not  alone  a hotel  with 
people  living  there,  but  it  also  runs  a group  of 
professional  services  for  the  occupants  of  the 
hospital  above  and  beyond  simple  domiciliary 
care.  Labor  costs  have  gone  up.  Equipment  costs 
have  gone  up.  Food  costs  have  gone  up.  Every 
aspect  of  living  has  increased,  and  especially  the 
cost  of  medical  equipment.  The  result  is  higher 
charges  to  the  patient  and  the  further  result  is  a 
higher  bill  to  be  paid  by  the  insurance  company. 
The  fault  is  not  the  insurance  company.  The 
fault  is  not  the  hospital.  The  fault  is  inflation. 

The  current  economic  squeeze  has  led  the 
public— and  the  medical  profession  into  some 
vistas  as  yet  untravelled.  The  public  is  seeking  a 
guaranteed  upper  limit  of  medical  expenses.  This 
is  understandable— but,  in  a certain  sense,  it’s 
what  might  be  termed  a “controlled  economy”. 
The  physicians  and  hospitals  have  reacted  in 
various  ways.  Contrary  to  medical  concepts  and 
regulations  of  a few  years  ago,  many  jihysicians 
are  now  advertising  in  various  ways.  The  start 
was  in  the  Yellow  Pages  of  the  phone  book.  This 
has  since  spread  to  brochures,  mail-outs,  and  so 
on.  One  physician,  writing  in  a well-accepted  free 
medical  paper  described  how  he  felt  the  competi- 
tive stress  was  so  great  that  he  actually  hired  a 
public  relations  man.  The  hospitals  now  adver- 
tise in  the  media— newspapers,  radio,  television 
and  journals.  All  of  this  has  a very  serious  dis- 
advantage to  the  patient.  It  emphasizes  the  cost 
of  medical  care  rather  than  the  quality  of  medical 
care.  The  question  which  arises  in  this  contest  is 
whether  or  not  quality  of  medical  care  will  not 
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becoine  entirely  secondary  lo  the  cost  of  medical 
rare— either  now  or  as  lime  goes  by. 

In  llie  context  of  all  this,  one  is  reminded  of 
the  “Letter  to  the  Kclitor"  written  lo  the  Arhansds 
Gazette  in  the  late  winter  of  1983  in  which  a 
physician  complained  that  the  doctors  were  not 
keeping  a lid  on  costs.  In  a certain  sense,  the 
writer  was  correct  although  he  teas  informitig  the 
wrong  audience.  To  an  extent,  he  picked  the 
wrong  fornm.  Actually,  physicians  in  America, 
to  a certain  extent,  are  guilty  of  default,  but  not 
exactly  in  the  ugly  sense  of  the  word.  They  are 
guilty  of  becoming  so  busy  in  the  1960’s  and 
1970’s  that  they  really  did  not  have  time  to  recog- 
nize a problem  which  they  failed  to  face  and  the 
solution  of  which,  from  their  point  of  view,  is 
probably  irreversible.  The  problem  which  they 
are  guilty  of  is  default  as  leaders  of  the  health 
profession.  Physicians,  by  virtue  of  their  focal 
jx)sition  and  education,  should  be  in  the  forefront 
and  leading  the  health  professions.  The  leaders 
should  be  in  the  ranks  of  private  medicine  and 
not  from  the  ivory  tower— as  the  private  physicians 
are  directly  involved. 

In  years  past,  private  physicians  were  instru- 
mental in  setting  hospital  policies.  Their  position 
is  now  definitely  secondary.  In  years  past,  private 
physicians  were  instrumental  in  assigning  and 
delineating  the  roles  and  interactions  of  the 


nursing  profession  and  the  other  health-related 
activities  as  medical  tet hnologisis,  laboratory 
technologists,  radiologic  technologists,  etc.  Physi- 
cians have  a relatively  leduced  role  in  these  areas 
Itecatrse  of  default.  They  used  to  be  the  leaders 
and  coordinators.  At  the  present  time,  it  is  diffi- 
cult to  define  who  really  leads  the  medical  and 
health-related  professions  and  services. 

In  any  event,  the  failure  l)y  the  physicians,  as 
a group,  to  provide  strong  leadershijr  may,  to  a 
certain  extent,  be  the  reason  for  the  escalating 
costs  of  hospital  care  and  some  of  the  other  prob- 
lems for  which  the  health  care  services  are  blamed. 

Some  of  the  facts  eluded  to  in  this  article  are 
not  correctable  — some  are  correctable.  In  any 
event,  it  is  probably  worthwhile  to  look  around 
at  the  health  services  and  health  providers  and 
acknowledge  that  it  is  an  imperfect  system. 
Furthermore,  there  are  areas  to  which  physicians 
could  address  themselves  and  restore  leadership 
for  the  benefit  of  the  public— and  indirectly  to 
themselves. 

There  will  never  be  a perfect  system  for  the 
practice  of  medicine,  and  this  is  not  really  the 
goal  of  this  editorial,  but  really  the  intent  here  is 
to  say  our  system  is  imperfect  and  could  be  im- 
proved. And  there  is  a need  to  re-examine  the 
health  services  impartially  from  time  to  time. 
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Otkef  yeaty* 

“From  Otlicr  Years  will  |ml)lisli  some  biograpliies  of  well-known  Arkansas  pliysicians,  in  aiklition  to  interesting  items  from 
Medical  Society  meetings  from  many  years  ago.” 

John  J.  AAcAlmont,  AA.D.  1821-1896 

Richard  B.  Clark,  M.D.* 


jolin  Joseplitis  McAliiiont  was  born  December 
19,  1821,  in  Hornellsr  ille,  New  York.'  He  grad- 
uated from  'Western  Reserve  College,  Cleveland, 
Ohio  in  1849,  and  came  to  Aikatisas  in  1850,  first 
practicing  in  Benton  then  settling  in  Little  Rock 
two  years  later. ^ Along  with  his  medical  practice, 
he  was  a partner  in  a drugstore  located  on  the 
northeast  corner  of  Markham  and  Main  in  Liltle 
Rock.  3 

Dr.  Mc.Minont  married  Martha  Jane  Gregg  in 
New  York  in  1845,  and  the  couple  had  two 
daughters.  The  Civil  War  was  especially  Itansh 
on  the  McAlmont  family,  causing  them  to  lose 
virtually  everything. i McAlmont  had  serv'cd  as 
a Major  of  militia  in  the  Confederate  forces. ^ A 
brother.  Dr.  Corydon  McAlmont,'^  died  in  Little 
Rock  of  typhoid  during  the  war;  the  brother’s 


*‘‘John  J.  Mc.tlmont,  M.D.,  182l-189(i”  . . . Rich.ir<i  B.  Clark, 
M.D,  Professor  of  Anesthcsiologv,  Professor  of  Obstetrics  & Gyne- 
cology, Universitt  of  Arkansas  Medical  Sciences,  4301  W Markham, 
Little  Rock,  Arkansas  72205,  Phone  661-5921. 


daughter  was  reared  by  the  McAlmonts  as  though 
she  were  their  own.’’  later  Idttle  Rock  physi- 
cian, Dr.  Corydon  Mc.Mmont  Wassell  (1884-1958) 
was  named  for  this  brother,  his  grandfather.®  Dr. 
McAlmont  was  elected  Mayor  of  Little  Rock  in 
1866.1 

Probably  McAlmont’s  most  significant  contri- 
bution to  Arkansas  medicine  was  the  part  he 
played  as  one  of  the  founders  of  the  University  of 
Arkansas  School  of  Medicine.  He,  along  with  Drs. 
P.  O.  Hooper,  Edwin  Bentley,  L.  Breysacher, 
Roscoe  G.  Jennings,  James  Dibrell,  Jr.,  James 

H.  Southall  and  Claibourne  "Whitkins  comprised 
the  first  faculty  of  what  was  to  eventually  become 
the  College  of  Medicine.^  Dr.  McAlmont  was 
treasurer  for  the  institution,  and  served  as  Pro- 
fessor of  Materia  Medica.  McAlmont  Street,  on 
which  the  Ibiiversity  Hospital  was  located  from 
19,S5  to  1956,  was  named  in  his  honor.® 

Dr.  John  was  a Knight  Templar,  a steward  and 
a trustee  of  the  First  Methodist  Episcopal  Church, 
a trustee  of  St.  John’s  college,  attending  physician 
and  trustee  for  the  School  for  the  Blind,  and 
Director  of  the  Arkansas  Female  Academy.®  He 
died  .Sejttember  6,  1896,  and  is  buried  in  Mount 
Holly  Cemetary.® 
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THE  MONTH  IN  WASHINGTON 

AMA  Spearheads  Freeze  Opposition 

Anticipating  renewetl  attempts  to  freeze  Medi- 
care payments  to  physicians  and  recjnire  assign- 
ment of  all  ^^edicare  claims,  the  A^^A  called  on 
physicians  to  notify  Congress  of  their  opposition 
to  such  plans. 

.\MA  thus  resinned  in  January  a campaign  that 
was  deferred  when  Congress  adjoiirned  in  Novem- 
ber without  acting  on  several  proposals. 

Nearly  certain  to  be  resurrected  early  in  Con- 
gress, the  various  proposals  are  driven  by  a 
projected  S2()0  billion  federal  deficit  and  an 
impending  financial  disaster  in  Medicare.  They 
are  attached  to  three  major  vehicles:  the  Presi- 
dent's fiscal  1985  budget  proposal:  efforts  to 
reconcile  projected  1984  spending  with  Congres- 
sional budget  targets;  and  a budget  delicit  reduc- 
tion plan  being  pursued  in  the  Senate  Finance 
Committee. 

In  fighting  the  proposed  changes  in  Medicare 
treatment  of  fees,  the  AM.\  and  other  physician 
groups  concentrated  on  the  mandatory  assignment 
provisions  which  they  regarded  as  major  philoso- 
phical and  contractual  changes  in  Medicare. 

I'he  January  letter  to  .\MA  members  credits 
assistance  from  individual  physicians  as  key  in 
snccessfnl  efforts  to  stop  the  enactment  of  man- 
datory assignment  provisions  last  year.  It  ob- 
served that  such  proposals  “conld  reduce  the 
number  of  jihysicians  in  the  Medicare  program, 
and  urged  physicians  to  write  their  Congressmen 
of  their  opposition  to  profiosals:  “that  woidd 
take  away  or  limit  your  Ireedom  to  choose  assign- 
ment on  a case-by-case  basis;  that  wonld  unfairly 
reduce  compensation  for  yonr  services;  and  that 
wonld  limit  the  Ireedom  of  choice  of  Medicare 
patients.” 

* * # * 

More  Baby  Doe 

Federal  regidations  were  issued  in  Jannary,  but 
the  “Baby  Doe”  controversy  shows  no  signs  of 
(piieting. 

'Fhc  new  regidations  offer  changes  of  style,  not 


substance.  Although  the  new  ride  says  tliat  hos- 
pital review  boards  can  act  as  mediators  in  dis- 
putes over  care,  il  retains  the  government’s  right 
of  final  say.  I he  Department  of  Health  and 
Unman  Services  is  still  free  to  override  the 
opinions  of  parents,  physicians,  hospital  adminis- 
trators, and  even  the  re\'iew  board. 

Posted  notices,  although  smaller  and  more  dis- 
creet  in  location,  will  still  piiljlicize  the  toll-free, 
24-honr  HHS  phone  mimber.  However,  cases  of 
suspected  neglect  may  be  reported  to  the  hospital 
review  board  or  state  diild  protection  agency 
instead  of  Washington,  I).  C.  If  federal  HHS 
offices  decide  that  neglect  did  occur,  tlie  hospital 
stands  to  lose  all  federal  funds,  inchtding  Medi- 
care and  Medicaid. 

The  ride's  start  up  date,  set  lor  Feb.  11,  should 
be  deferred,  say  a coalition  of  medical  groups. 
According  to  a lettei  sent  to  HHS  Secretary 
Margaret  Heckler  by  the  American  Medical  Asso- 
ciation, the  American  College  of  Obstetricians 
and  Ciynecologists,  the  .\merican  Academy  of 
Family  Physicians,  and  the  .\ssociation  of  Ameri- 
can Medical  Colleges,  a deferral  will  give  the 
courts  time  to  decide  whether  Section  504  of  the 
Federal  Rehaliilitation  Act  applies,  as  HHS 
claims  it  does. 

4’he  extra  time  would  also  give  local  ethical 
review  boards  a cliance  to  offer  advice  about  these 
critical  care  decisions,  according  to  the  coalition. 
Many  of  these  committees  are  just  now  being 
established  and  conld  operate  more  smoothly 
without  HHS  breathing  down  their  necks,  thev 
say. 

Fnrtliermore,  a delcrral  would  not  allect  the 
claimed  authority  of  tlie  government  in  the  “Baby 
Doe”  arena,  the  meilical  groups  told  Heckler.  It 
is  unlikely  that  a deferral  woidd  interfere  with 
any  life-saving  measures,  they  added. 

* * * # 

Medicare  Physicians  Lists  Out 

.Medicare  officials  ha\e  called  for  preparation 
of  directories  of  physician  Medicare  assignment 
rates. 

The  directories,  compiled  by  the  insurance 
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plans  which  contract  to  administer  Medicare,  are 
not  likely  to  be  entirely  satisfactory  to  either 
beneficiaries  or  physicians.  However,  Health  Care 
Financing  Administration  (HCFA)  officials  say 
they  are  to  be  updated  after  June  1 and  they 
regard  this  effort  as  a trial  run. 

Under  the  present  arrangement.  Medicare  con- 
tractors will  distribute  their  own  directories  of 
physicians  in  their  area  to  Social  Security  offices 
and  to  state  and  area  Agencies  on  Aging.  Groups 
representing  the  elderly  and  state  medical  socie- 
ties and  health  organizations  can  obtain  a copy 
of  the  directory  from  the  carrier,  and  individuals 
may  examine  the  directories  at  the  Social  Security 
or  AOA  offices.  HCFA  also  plans  to  make  lists 
available  for  purchase,  probably  through  the 
Medicare  contractors. 

HCFA  provided  only  general  instructions  to 
the  contractors,  directing  that  the  guides  be 
understandable  to  the  elderly  and  that  they  identi- 
fy the  percentage  of  assigned  claims  in  increments 
of  10;  i.e.,  from  0-10%  to  90-100%.  Data  is  pro- 
vided on  medical  sujipliers  and  other  health  care 
providers  as  well  as  physicians.  Providers  sub- 
mitting less  than  100  claims  to  Medicare  in  the 
previous  year  are  not  included. 

In  organizing  the  directories,  some  Medicare 
contractors  provided  extensive  explanations  of 
the  types  of  data  included  and  provided  phone 
numbers  for  questions;  others  included  only 
sketchy  explanations.  Some  listed  all  physicians 
in  the  contractor  area  alphabetically;  others  broke 
the  listing  down  into  small  geographic  areas  or 
organized  according  to  specialty  or  percentage  of 
claims  accepted  on  assignment.  Some  did  not 
even  list  the  specialty. 

# # * * 

Healthier  America,  But  There's  A Cost 

Americans  are  healthier  than  ever,  according 
to  the  annual  report,  “Health  United  States,” 
released  by  the  Department  of  Health  and  Human 
Services  in  January. 

But  the  price  tag  for  health  care  services  also 
continues  to  climb,  outstripping  inflation,  the 
report  shows. 

Health  Status 

• After  a temporary  decline  after  the  1980  flu 
epidemic,  American  life  expectancy  has  resumed 
its  upward  trend.  Women  born  in  1982  can  ex- 
pect to  live  to  age  78.2  years,  up  from  77.9  years 
in  1981.  Men  will  live  an  average  of  70.8  years, 
up  from  70.3  in  1981. 


• Infant  mortality  continues  to  decline,  reach- 
ing 11.2  deaths  per  1,000  live  births,  down  from 
11.7  deaths  in  1981.  But  the  mortality  rate  for 
black  infants  remains  almost  twice  as  high  as  for 
whites. 

• Fertility  climbed  in  the  late  1970s,  reversing 
the  plummet  of  birth  rates  seen  in  the  early  part 
of  the  decade.  Yet,  it  is  far  from  the  proportions 
of  the  “baby  boom”  of  the  1950s.  There  were 
15.9  births  per  1000  population  in  1980,  compared 
to  25.0  births  per  1000  population  in  1955.  The 
average  number  of  Irirths  expected  by  women 
18-34  years  of  age  has  decreased  during  the  past 
decade  from  2.6  in  1971  to  2.2  in  1980. 

• Cardiovascular  disease  and  cerebrovascular 
disease  claimed  fewer  lives  in  1982  than  in  1981, 
from  196  to  190  deaths  per  100,000  population 
and  38  to  36  deaths  per  100,000  poprdation,  re- 
spectively. Malignant  neoplasms  have  increased, 
however,  from  131  to  133  deaths  per  100,000 
population  Iretween  1981  and  1982. 

Health  Care  Expenditures 

• In  1982,  health  care  expenditures  in  the 
United  States  totalled  $322.4  billion,  an  average 
of  $1,365  per  person,  and  comprised  10.5%  of  the 
gross  national  product.  By  comparison,  1981 
health  care  expenditures  totalled  $286.6  billion, 
an  average  of  $1,225  per  person,  and  comprised 
9.8%  of  the  gross  national  product. 

• Medical  care  prices  continued  to  increase 
above  and  beyond  the  inflation  rate,  the  report 
said.  Between  1981  and  1982,  medical  care  prices 
grew  11.6%,  compared  to  a 6.1%  increase  in  the 
Consumer  Price  Index.  In  the  prior  year,  medical 
care  prices  grew  10.8%,  compared  to  a 10%  in- 
crease in  the  overall  index. 

• Hospital  care  expenditures  continue  to  claim 
the  largest  share  of  the  health  care  dollar;  42%  of 
all  expenditures  in  1982.  Physician  services,  den- 
tist services  and  nursing  home  care  accounted  for 
19%,  6%  and  9%,  re.spectively. 

Utilization  of  Health  Care  Resources 

• Cardiac  catheterization  among  middle-aged 
and  elderly  men  continues  to  increase  rapidly. 
Between  1979  and  1981,  cardiac  catheterization 
increased  97%  for  men  over  age  65  and  34%  for 
men  aged  45-64.  Coronary  bypass  surgery  in- 
creased 27%  for  younger  men  and  89%  for  men 
over  age  65. 

• CAT  scans  among  hospitalized  persons 
doubled  between  1979  and  1981,  from  0.8  to  1.8 
])er  1000  persons  in  all  age  and  sex  groups. 
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• Diagnostic  iiluasouiid  among  hospitalized 
women  increased  91%  Itelween  1979  and  1981. 
d'he  increase  was  particnlarly  dramatic— 126%— 
in  women  over  age  65. 

• Lens  extraction  among  the  elderly  increased 
30%  between  1979  and  1981.  Furthermore,  57% 
of  these  procedures  tvere  accompanied  by  the  in- 
■sertion  of  a prosthetic  lens  in  1981,  compared 
with  36%  in  1979. 

Health  Care  Resources 

• 1 he  proportion  of  women  among  graduates 
of  health  professions’  schools  has  increased  steadi- 
ly since  the  1960s.  The  proportion  of  female 
medical  school  graduates  jumped  from  5%  in 
1955  to  23%  in  1980. 

• Compared  to  voluntary  hospitals,  both  urban 
and  rural  public  hospitals  had  higher  newborn 
death  rates  and  a greater  incidence  of  low-birth- 
weight  infants. 

• In  metropolitan  areas,  public  hospitals 
treated  more  minority  patients  than  voluntary 
hospitals  (20%  vs.  11%),  more  Medicaid  patients 
(15%  vs.  8%),  and  more  uninsured  patients  (12% 
vs.  6%). 

* * # # 

White  House  Accepts  'Inefficiency'  Report 

White  House  review  team  says  it  has  agreed 
at  least  in  part  to  about  95%  of  the  recommenda- 
tions of  a Presidential  Task  Force  charged  with 
“rooting  out  inefficiency  in  government.”  The 
"W’liite  House  has  not  yet  reviewed  a special  report 
that  strongly  criticizes  the  new  Medicare  diagnosis 
related  groups  (DRGs)  payment  plan,  however. 

Furthermore,  although  both  the  President  and 
his  staff  are  publicly  praising  the  President’s 
Private  Sector  Survey  on  Cost  Control,  their  sup- 
port contains  some  carefully-worded  caveats,  and 
])rivately  many  Administration  officials  are  qties- 
tioning  the  group’s  recommendations. 

\ group  of  business  executives  headed  by  Peter 
J.  Grace  of  the  W.  R.  Grace  Company,  the  Private 
Sector  Sinwey  produced  47  volumes  and  2,500 
recommendations  they  said  could  save  the  gov- 
ernment S400  billion  over  three  years.  About  $45 
billion  of  the  savings  would  come  from  health 
programs. 

Critics  have  charged  that  the  recommendations 
simply  rehash  suggestions  that  have  been  floating 
around  Washington  for  years,  that  the  savings  are 
overstated,  and  that  many  of  the  proposals  arc 
politically  impossible.  Much  of  the  savings  would 
not  accrue  until  well  into  the  next  century. 


Much  of  the  Connni,ssion’s  work  was  completed 
last  summer  and  a team  of  White  House  and 
Office  of  Management  and  Budget  staff  have 
been  reviewing  the  proposals  made  at  that  time. 
A White  House  spokesman  said  the  review  teams 
agreed  in  part  with  95%  of  the  recommendations 
for  HCFA  and  PUS  and  75%  of  those  for  the 
management  of  the  Department  of  Health  and 
Human  Services. 

Most  of  the  recommendations  contained  many 
subproposals,  however,  and  members  of  the  re- 
view team  hedge  their  estimates  of  approval  rates 
for  the  Commission’s  proposals  by  noting  that  the 
reviewers  agreed  to  “implement  at  some  level”  the 
overall  recommendations.  No  specifics  are  avail- 
able. The  White  Plouse  has  not  yet  seen  a just 
completed  special  report  that  strongly  criticizes 
Medicare’s  diagnosis  related  groups  payment 
scheme  before  concluding  that  its  use  is  justified 
for  “short-term  crisis  management.” 

For  HHS  as  a whole,  the  Grace  Commission 
called  for  a 20%  reduction  (1500  positions)  in 
management  staff,  including  the  elimination  of 
the  Office  of  Assistant  Secretary  for  Health.  HHS 
Secretary  Margaret  Heckler  announced  earlier 
this  year  that  in  line  with  the  Commission  pro- 
})osals,  she  is  freezing  hiring  in  her  office. 

For  HCFA,  major  Commission  recommeinla- 
tions  included:  mo\  ing  away  from  fee  for  service 
reimbursement  to  physicians;  reducing  excess 
hospital  capacity:  reducing  and  consolidating 
HCFA  staff;  expanding  the  use  of  competitive 
bidding  for  contracts  to  administer  Medicare:  and 
expanding  DRGs  to  cover  all  payers.  The  report 
called  for  experiments  with  physician  reimburse- 
ment based  on  fee  schedules  and  on  preferred 
provider  organizations. 

The  Reagan  Administration  has  opposed  ex- 
panding DRGs  to  all  payers  and  in  its  final  report, 
the  Commission,  without  overtly  withdrawing  its 
earlier  recommendation  to  expand  the  system, 
labeled  this  a “short  term  response”  which  in  the 
long  term  should  be  replaced. 

For  the  PUS,  the  task  force  recommended: 
limiting  the  administrative  costs  for  National 
Institutes  of  Health  research  grants;  revising 
payment  procedures  for  contracted  care  under 
the  Indian  Health  Service;  reducing  eligibility 
for  Indian  Health  Service  benefits;  consolidating 
federal  toxicology  testing;  eliminating  staff;  in- 
creasing funds  collected  from  National  Health 
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Service  Corps  sites:  and  improving  collection  of 
student  loans. 

In  other  health-related  recommendations,  the 
commission  suggested  that  the  cost  of  federal 
employees’  health  benefits  be  constrained  by  per- 
mitting employees  to  change  plans  only  once  every 
two  years  and  that  a “health  agency’’  be  created 
within  the  Department  of  Defense.  The  new 
agency  is’ould  manage  what  now  amounts  to  four 
independent  heahli  systems  within  DOD. 

The  commission  was  particularly  critical  of  the 
\'etcrans  Administration  Hospitals  system,  con- 
cluding that  their  average  length  of  stay  is  prob- 
ably too  long  and  that  V.V  hospitals  are  ttnder 
utili/ed.  It  recommends  converting  V,\  hospital 
beds  to  long  term  care  beds  and  said  V.\  health 
facilities  should  be  sbared  by  active  military  per- 
sonnel and  dependents. 

# # # # 

HHS  Backs  Away  From  Loan  Suspensions 

The  Department  of  Health  and  Human  Serv- 
ices, concerned  over  potential  political  ramilica- 
tions,  has  backed  down  on  its  plan  to  suspend  37 
medical  schools  from  the  S2'ir)  million  federal 
student  loan  program. 

HHS  had  said  that  it  would  penalize  the  medi- 
cal and  other  health  professions  schools  if  they 
could  not  lower  loan  delincpiency  rates  to  5%  of 
money  owed  by  jantiary  1,  1981.  Some  123  schools 
were  informed  in  November  that  they  had  not 
met  the  standard  and  would  be  suspended  if  they 
could  not  meet  the  target  oi  cut  delincpiency  rates 
in  half  by  December  31. 

flurry  of  meetings  between  the  Wdiite  House, 
its  Office  of  Management  and  Budget  and  HHS 
has  now  brought  another  postponement  of  the 

deadline— to  December  31,  1981. 

# * # * 

Hospitals  Win/Lose  Under  Final  DRGS 

Hospitals  got  several  things  they  asked  for  in 
the  final  regulations  for  medicare’s  new  fixed- 
price  payment  system,  but  they'll  have  to  live  with 
a S24  million  reduction  in  reimlnirsement  next 
year. 

d’he  final  regtilations  for  the  Diagnosis  Related 
Groups  (DRGs)  published  in  the  k'ecleral  Register 
January  3 offer  several  important  changes  in  the 
regulations  in  effect  since  October  1.  The  new 
rules  are  expected  to  cut  Medicare  payments  to 
hosjjitals  by  more  than  $100  million  a year  after 
1986. 

Hospitals  generally  weie  pleased  with  changes 


that  loosen  the  criteria  for  exemptions  from  DRGs 
lor  certain  types  of  hospitals,  that  permit  hos- 
pitals to  charge  .Medicare  patients  for  requested 
services  the  hospital  and  physician  have  found 
tmnecessary,  and  modify  the  calculation  of  pay- 
ments for  unusttally  lengthy  or  costly  cases.  Some 
physician  groups,  including  the  AMA,  com- 
mended HCF.\  for  modifications  relating  to  in- 
direct medical  echication  costs,  btit  they  reiterated 
their  opposition  to  the  “radical  restructtiring’’  of 
the  health  care  system  tinder  DRGs. 

Both  hospitals  and  physician  groups  are  un- 
happy about  an  OMB-instigated  modilication  that 
hospital  experts  predict  will  reduce  the  payment 
per  .Medicare  case  by  $9  to  $13  and  decrease  total 
Medicare  payments  to  hospitals  by  $24  million 
next  year.  The  diminished  pacinents  result  from 
a decrease  in  the  inflation  update  for  DRG  rates 
horn  the  H.7%  jmblished  in  the  interim  regula- 
tions to  10.9%  in  the  linal  regulations. 

Though  critical  of  the  precedent  set  by  the 
rechiction  in  the  inflation  factor,  hospital  officials 
say  its  initial  impact  is  otitweighed  by  their  suc- 
cess in  renegotiating  the  way  DRG  payments  are 
calctdated  for  outlier  cases  that  exceed  normal 
lengths  of  stay  or  are  tuuistially  costly.  In  effect, 
the  change  means  that  cltning  the  transition  to  a 
totally  national  DRG  rate,  hospitals  will  be  paid 
somewhat  more  for  tlie  btilk  of  their  cases  btit  will 
receive  less  tor  outlier  cases  than  tinder  the  interim 
regulations. 

* * # # 

Abortion  Foes  Rally  Again 

4\hth  the  presidential  elections  quickly  ap- 
proaching, the  issue  of  abortion  once  again  has 
become  a rallying  point  for  special  interest  groups. 

Abortion  opponents  plan  to  support  President 
Reagan  for  a second  term.  Recently  about  30 
members  of  the  March  for  Life,  Inc.,  met  with 
Reagan,  asking  liim  to  stop  all  funding  for  abor- 
tion and  stipport  a “human  life  amendment."  In 
his  State  of  Union  address,  Reagan  said  he  had 
“joined  liipartisan  efforts  to  restore  jirotection  of 
the  law  to  unborn  children.” 

.Mlditionally,  the  nation's  largest  anti-abortion 
jiolitical  action  committee  recently  sent  black 
wreaths  to  Congressional  offices,  along  with  a note 
advising  them  that  their  voting  records  have  “con- 
tributed to  the  slaughter  of  15  million  tiny  .Ameri- 
cans.” This  PAG,  which  ranks  second  in  nation- 
wide independent  P.AC  expenditures,  will  target 
lor  defeat  12  still-unnamed  members  of  Congress. 
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Aboi  lion  supporicrs  sue  Ii  as  the  National  Abor- 
tion Rights  Action  League  (N  ARAL)  s;iy  tliey  will 
support  almost  any  Democratic  cancliclate  cej)- 
posing  Retigan.  All  Democratic  candidates  exccict 
lormer  Florida  govei  nor  Rnbin  Askew  delcnd 
abortion  rights.  X.\R.\L  is  concerned  that  Rea- 
gan will  have  the  opport unity  to  appoint  two  to 
lour  new  Supreme  Court  justices  in  the  next  term, 
which  coidd  shift  the  court  majority  from  a pro- 
abortiem  to  anti-abortion  stance. 

The  group  plans  to  sj)encl  .SlOO.OOO  this  year  to 
defeat  .Sen.  Jesse  Helms  (R-NC),  Sen.  Roger  Jejesen 
(R-Jowa),  and  Rep.  James  Oberstar  (D-Minn.) 
and  support  Sen.  Chat  les  Percy  (R-lll.)  and  Rep. 
Paul  Simon  (D-Jll.),  among  others. 

* * # * 

Diet/Drug  Studies  Reduce  Heart  Attack  Risk 

Coronary  heart  disease  can  be  prevented  in 
men  at  high  risk  by  lowering  blood  cholesterol 
levels  through  diet  and  drugs,  according  to  a 
government  study  released  in  January  in  the 
pages  of  the  Jonrnal  of  the  .American  Medical 
Association. 

Men  receiving  the  tinti-cholesterol  drug  cho- 
lestyramine experienced  a total  of  1.55  fatal  and 
non-fatal  heart  attacks  compared  to  hS7  attacks 
experienced  by  men  receiving  a ])lacebo,  an  NIH 
study  found. 

Investigators  calcnhited  that  the  drug  produced 
a 21%  reduction  in  fatal  hc;n  t attacks  and  a 19% 
rednetion  in  non-fatal  heart  attacks. 

There  were  other  indicators  of  redneed  risk: 
persons  receiving  the  drug  experienced  a 24% 
reduction  in  positixe  KCG,  a 20%  rednetion  in 
angina,  and  a 21%  rednetion  in  coronary  bypass 
surgery,  compared  to  persons  receiving  a placelro. 

“ I hese  results  have  the  potential  to  markedly 
reduce  the  large  number  of  heart  attack  deaths 
presently  experienced  in  tliis  country,”  said  C. 
Edward  Davis,  Ph.D.,  deputy  director  cjI  the  Lipid 
Research  Clinic  Progrtnn  at  tlie  University  of 
North  Carolina  in  Cihapel  Hill.  Coronary  heart 
disease  is  responsii)le  for  moie  clettths  in  the  U.  S. 
than  any  other  disease:  one  ])er  minute,  or  more 
than  half  a million  each  year. 

Of  the  500,000  persons  who  die  in  the  LJ.  S.  each 
year  from  heart  attacks  caused  by  atherosclerosis, 
an  estimated  100,000  coidtl  be  saved  by  the  study’s 
anti-cholesterol  regimen,  said  Basil  Rifkind,  M.D., 
of  the  National  Heart,  Long  and  Blood  Institute 
in  Washington,  D.  C. 

The  study  was  large  and  com|dex:  3,806  par- 


ticipants visited  13  medical  centers  acioss  the 
U.  S.,  collectively  making  193,000  clinic  visits, 
generating  ewer  1 million  data  forms,  giving 
341,000  blood  samples,  and  uncleigoing  72,000 
electrocardiograms. 

Partici|Kmts  were  men  aged  35  to  59  who  Intel 
Itloocl  cholesterol  levels  of  at  least  265  nig/cll,  but 
no  clinical  evidence  of  disease.  I he  group  was 
dixided  evenly  into  txvo  identical  subsets:  hall 
received  diet  instructions  (restricted  to  400  mg  ol 
cholesterol  per  day)  and  ;i  placebcc  xvhile  the  other 
half  received  identical  diet  instructions  and  the 
cli  ng  c holcstyramine.  4'he  study  was  clonble-blincl. 
Each  patient  xvas  followed  at  least  seven  years; 
a fexv  xvere  followed  10  years. 

AVdien  both  treatment  groups  xveie  cm  diet  only, 
there  was  an  average  3.5%,  fall  in  total  cholesterol 
and  a 4.0%  fall  in  LDL  cholesterol  Icrr  all  persems. 
Whth  initiation  of  drug  therapy,  differences  in 
cholesterol  levels  between  the  txvo  treatment 
gronjts  became  ajcparent  during  the  lirst  year  and 
maintained  that  gap  throughout  the  study.  Dif- 
ferences in  disease  rates  betxveen  the  two  groups 
became  apparent  by  the  third  years  and  xvidened 
lor  the  duration  of  the  study. 

It  has  long  been  accepted  that  high  cholesteiol 
levels  are  linked  to  elevated  incidence  cjf  heart 
disease.  However,  it  had  nex^er  actually  been 
proxen  that  cholesterol  reduction  causes  a parallel 
reduction  of  disease.  Ihis  study  shows  that,  as  a 
rough  rule  of  thumb,  each  1%,  fall  in  cholesterol 
level  is  associated  xvith  a 2%,  reduction  in  the  rate 
of  heart  attack. 

4 he  study's  findings  shoidcl  be  extended  to 
women  and  younger  men  xvith  high  blood  cho- 
lesteiol  levels,  the  researchers  said.  People  xvith 
more  modest  cholesterol  elevation  coidd  also 
benefit  by  cholesterol  rednetion,  they  say. 

# # # # 

New  Anti-Smoking  Gum 

The  Food  and  Drug  .Administration  has  ap- 
jjioved  a chewing  gnm  containing  nicotine  to 
help  physically  dependent  cigarette  smokers. 

.\vailable  only  by  prescription,  the  gum  Nico- 
rette  does  not  eliminate  the  desire  for  a cigarette 
but  can  provide  a short-term  alternative  source 
of  nicotine.  FD.A  officials  say  Nicoiette  is  not 
addictive,  hoxvever. 

.According  to  FD.A,  smokers  xvho  have  a high 
physical  dependence  on  nicotine  are  the  most 
likely  to  benefit  from  use  of  the  gum.  Such  pei- 
sons  typically  smoke  mote  than  15  cigarettes  a 
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day,  prefer  brands  of  cigarettes  with  amounts  of 
nicotine  greater  than  0.9  milligiams  each,  and 
find  the  first  cigarette  in  the  morning  the  hardest 
to  give  up. 

The  gum  should  not  be  used  by  pregnant  or 
nursing  mothers,  persons  with  certain  heart  con- 
ditions, persons  with  a disease  that  makes  chewing 
difficult,  and  nonsmokers,  according  to  FDA. 

* * * * 

Hospital  Mergers  Increase  Costs 

Hospital  mergers  substantially  increase  Medi- 
care and  Medicaid  costs,  and  federal  rules 
governing  accounting  practices  employed  in  such 
transactions  should  be  tightened,  according  to 
Congi'ess’  General  Accounting  Office. 

•Vnticipated  for  several  months,  the  GAO 
findings  focus  on  the  Hospital  Corporation  of 
America’s  (HCA)  acquisition  of  54  hospitals  from 
INA  Corp.  Earlier  rumors  about  the  upcoming 
report  had  led  to  a decline  in  HCA  stock,  but  the 
new  report  has  been  revised.  While  it  does  esti- 
mate that  the  acquisition  increased  overall  capital 
costs  of  the  hospitals  by  about  $55  million  and 
questions  some  HCA  accounting  technitpies,  it 
stops  short  of  alleging  the  practices  were  illegal. 

Fhe  report  was  rccjuested  by  Rep.  Willis  Gradi- 
son  (R-OH)  of  the  House  Mays  and  Means  Com- 
mittee, who  said  the  present  Medicare  policy 
rew'ards  “those  who  traffic  in  hospitals.” 

.\lthough  Medicare’s  new  diagnosis  related 
groups  reimbursement  will  move  hospitals  away 
from  cost-based  reimbursement  and  pay  a fixed 
price  per  ca.se,  the  GAO  findings  are  still  relevant 
since  capital  costs  will  continue  to  be  paid  on  :i 
cost  basis  until  1986.  Gradison  said  he  will  seek 
hearings  in  the  \Vhays  and  Means  Health  Snbcom- 
mittee  and  may  introduce  “remedial”  legislation. 

HCA  officials  responded  they  welcomed  the 
hearings,  had  done  nothing  improper  and  don’t 
exjiect  ;iny  deterioration  in  HCA’s  “financial 
position.” 

* * * * 

FTC  Study  Hits  Ophthalmologists 

Opticians  can  fit  contact  lenses  as  well  as 
ophthalmologists,  at  a lower  cost  to  the  consumer, 
according  to  a new  Federal  Trade  Commission 
report.  But  the  report  has  come  under  fire  by 
ophthalmologists,  who  fear  that  its  widespread 
acceptance  could  harm  patients  who  need  the 
medical  susjiension  of  a physician. 

This  finding,  if  accepted  by  FTC  commis- 
sioners, could  result  in  a loosening  of  restrictions 


on  the  business  practices  of  opticians.  An  earlier 
but  similar  FTC  report  on  eye  glasses  and  eye 
examinations  has  become  the  basis  for  a new  FTC 
rulemaking. 

The  FTC  study  said  there  is  little  difference  in 
the  quality  of  contact  lens  fitting  performed  by 
opticians,  optometrists,  and  ophthalmologists. 
The  majority  of  500  contact  lens  wearers  from  18 
cities,  when  interviewed  and  examined,  were 
found  to  have  healthy  eyes  and  well-fitting  con- 
tacts. Only  a handful  of  patients  had  serious 
ocular  abnormalities;  of  these,  most  did  not  relate 
to  contact  lens  wear. 

There  was  a wide  range  in  costs,  however.  The 
average  price  for  lenses,  including  examination, 
ranged  from  $119  to  $183  for  hard  lenses  and  from 
$150  to  $234  for  soft  lenses.  The  FTC  said  that 
ophthalmologists  were  the  most  exjrensive,  com- 
mercial optometrists  were  the  least  expensive, 
and  opticians  and  non  commercial  optometrists 
charged  prices  somewhere  in  between. 

“The  findings  call  into  question  claims  that 
restrictions  on  contact  lens  fitting  by  non- 
physicians are  necessary  to  protect  the  public,” 
according  to  the  report.  Such  restrictions  may 
increase  costs  to  consumers  by  limiting  the  choices 
available  to  them  and  reducing  competition  in  the 
marketplace,  the  report  adds. 

Some  states  forbid  opticians  to  fit  lenses,  while 
others  jiermit  opticians  to  fit  lenses  only  under 
the  supervision  of  an  ophthalmologist  or  optome- 
trist. In  the  remaining  states,  the  restrictions  are 
fuzzy;  state  courts  have  reached  differing  opinions. 

Physicians  dispute  both  the  methodology  and 
the  conclusions  of  the  study.  Only  an  ophthal- 
mologist has  the  medical  training  to  handle 
complications  or  hard-to-fit  patients,  says  the 
American  Academy  of  Ophthalmology.  Since  the 
FTC  (juestioned  only  persons  who  were  wearing 
contacts  at  the  time,  it  may  have  overlooked  diffi- 
cult cases,  such  as  persons  with  unusual  eye 
structure  or  pathology.  An  eyeglass  wearer  read- 
ing the  report  has  no  way  of  knowing  if  he  is  a 
problem-free  lens  wearer  or  if  he  may  encounter 
difficulties,  says  the  physicians  group. 

* # * # 

Pacemaker  Abuses  Hotline 

The  Health  Care  Financing  Administration, 
which  has  been  accused  by  some  Congressional 
committees  of  inadequately  policing  rebates  and 
other  abuses  in  the  cardiac  pacemaker  industry, 
has  notified  its  Medicare  contractors  that  rebates. 
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kickbacks  and  other  such  industry  practices  may 
he  subject  to  fines  of  §25,000  or  five  year  prison 
terms. 

A form  letter  to  be  sent  to  all  the  pacemaker 
suppliers  covered  by  the  contractor  was  included 


rvith  the  instructions.  It  suggests  that  these  and 
other  abuses  can  be  reported  on  a fraud  hotline 
maintained  by  the  Health  and  Human  Services 
Department’s  Office  of  Inspector  General. 


LETTERS 

TO  THE  EDITOR 

January  30,  1984 
Alfred  Kahn,  M.D.,  Editor 
1300  AVest  6th  Street 
Little  Rock,  AR  72201 

Dear  Dr.  Kahn: 

The  Executive  Committee  of  the  Professional 
Staff  discussed  the  DRG  validation  statements, 
particularly  the  penalty  clause,  and  found  it  very 
offensive.  It  was  the  consensus  of  the  committee 
that  a resolution  be  adopted  to  express  our  feel- 
ings on  the  matter  and  routed  to  the  appropriate 
persons.  If  you  find  this  of  interest,  you  might 
want  to  publicize  it  as  an  official  rebuttal. 

James  R.  Rasch,  M.D.,  F.A.C.P. 
President  of  the  Baptist  Medical 
Center  Professional  Staff 
10001  Idle  Drive 
Little  Rock,  AR  72205 


RESOLUTIONS 


AV'^HEREAS,  the  Professional  Staff  of  Baptist 
Metlical  Center  in  Little  Rock,  Arkansas,  has  the 


res])otisibility  to  constitute  a professional  collegial 
body,  providing  for  its  members  mutual  educa- 
tion, consultation  and  professional  support,  to 
the  etid  that  patient  care  provided  at  the  hospital 
is  consistently  maintained  at  that  level  of  cjuality 
rchich  is  optimally  achievable  given  the  state  of 
the  healing  arts  and  the  available  resources;  and 

A\’HEREAS,  the  Professional  Staff  has  the  re- 
sjjonsibility  to  provide  a means  or  method  by 
cvhich  members  of  the  staff  can  formulate  recom- 
mendations for  the  hospital’s  policy-making  and 
planning  process,  and  through  which  such  policies 
and  plans  are  communicated  to  and  observed  by 
each  member  of  the  staff;  therefore,  be  it 

RESOLVED,  that  the  Professional  Staff  find 
both  the  intent  and  jthrasing  of  the  DRC  valida- 
tion statements,  and  in  particular  the  penalty 
claitse,  “Notice:  Intentional  misrepresentation, 
concealment,  or  falsification  of  this  information 
may,  in  the  case  of  a Medicare  beneficiary,  be 
punishable  by  imprisonment,  fine  or  civil  jtenal- 
ty,’’  which  appear  on  page  310  of  the  Federal 
Register/ Vol.  49,  No.  1,  issued  Tuesday,  January 
3,  1984,  utider  the  rules  and  regulations  related  to 
the  pros})cctive  paymetit  system,  offensive  to  sign: 
and  be  it 

RESOLVED,  that  the  Professional  Staff  con- 
tends that  it  was  not  the  intent  of  Congress  to 
unnecessarily  otlend  the  intelligence  of  the  medi- 
cal profession  by  rer|uiring  signature  of  such  a 
statement;  and  be  it 

RESOIATD,  that  this  statement  is  viewed  by 
the  Professional  Staff  as  a direct  insult  on  the 
medical  profession's  intelligence,  professiotial 
ethics,  and  credibility;  and  be  it 

RESOLVED  FURTEIER,  that  the  Professional 
Stalf  of  Baptist  Medical  Center  recpiests  that  this 
unwarranted  statement  be  stricken  from  the 
regulation. 

Adopted;  January  23,  1984 
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SLEEP  DISORDERS 

Presented  by  Edgar  A.  Lucas,  Ph.D.,  April  2S, 
LAMS  Education  II  Building.  Approximately  7 
hours  Category  I credit.  Registration  fee  .‘>50.  No 
other  information  available. 

CONVERTING  ENZYME  INHIBITION  IN 
HEART  FAILURE  AND  HYPERTENSION 

Presented  by  Dr.  Da\id  C.  Kent,  May  1 , 7:00 
p.ni..  Baker  Conference  Room,  AVashington  Re- 
gional Medical  Center,  Eayetteville.  Sponsored 
by  LAMS  AHEC-NAVh  One  hour  Categorc  I 
credit.  No  registration  lee. 

OPHTHALMOLOGY  RESIDENT'S  DAY 

Presented  by  Dr.  Don  Gass,  Jime  I , rcgistralion 


Category  1 

Continuing  Medical  Education 
Programs  Available  in 
Arkansas 

7:30,  meeting  S:00,  Ihiiversity  of  Arkansas  lor 
Medical  Sciences.  Xo  other  information  available. 

REVIEW:  DIABETIC  RETINOPATHY 

Presented  by  Richard  Henry,  AI.D.,  June  18, 
6:30  p.m..  Dining  Room,  Alemoiial  Hospital, 
North  Little  Rock.  One  hour  Category  I credit. 
Xo  registration  fee. 

COMPARATIVE  VASODILATOR  THERAPY 
IN  HEART  FAILURE  AND  HYPERTENSION 

Presented  by  Lofty  Basta,  M.D.,  June  19,  7:30' 
p.m.,  Bella  Vista  Country  Club,  Bella  Vista.  Spon- 
sored by  EJAMS  .\HEC-X\\7  One  hour  Category 
I credit.  Xo  registration  lee. 


RECURRING  EDUCATION  PROGRAMS 

L nle.ss  othciw  ise  indicated,  programs  are  for  one  to  two  hours  Category  I Credit. 

EL  UOK ADO  — AHEC- SOUTH  ARKANSAS 

Surgical  Conference,  first,  second  and  tliird  .Monday,  12:15  p.m.  to  1 :30  p.m.,  AHEC-Sonth  Arkansas. 

Pathology  Conference,  .second  f'nesday,  12:30  p.m.  to  1:30  j).m.,  .MIEC-Sonth  .Arkansas. 

Colposcopy-Pul)  Smear  Clinic,  fointh  'Enesday,  12:00  noon  to  1.00  p.m.,  AHEC-, South  .\rkansas. 

Internal  Medicine  Conference,  first,  second,  and  fourth  ^Veduesday,  12:45  p.m.  to  1:30  p.m.,  .\llEC-South  Arkansas. 

Chest  Conference,  tliird  AVctlnesday,  12:30  p.m.  to  1:30  p.m.,  Warner  Brown  Hospital. 

Obstetrics-Gynecology  Conference,  second  and  fourth  Thtirsday.  12:45  p.m.  to  1:30  p.m.,  .\HEC-South  .Arkansas. 
llehavioral  Sciences  Conferences,  first  and  fourth  E'riday,  12:45  p.m.  to  1:30  p.m.,  .AHEC-Soulh  .Arkansas 
Pediatric  Conference,  second  and  third  Eriday,  12:30  p.m.  to  1:30  p.m.,  (second  Friday,  AVarner  Brown  Hospital,  third' 
Friday,  Ihiion  Medical  Center). 

FAYETTEVILLE  — AHEC -NORTHWEST 

Medicine  Teaching  Conference,  first,  third  and  fifth  Friday,  7:30  a.m.  to  8:30  a.m.,  Baker  Conference  Room,  AVashington. 
Regional  Medical  Center. 

FAYETTEVILLE  — VA  MEDICAL  CENTER 

Uadiology  Conference,  first  and  third  I hursday.  1:00  p.m.,  Conference  Room. 

Pathology  Conferenr e,  second  'Eliursda),  3:00  p.m..  Conference  Room, 

Peer  Exchange,  May:  "Hematology";  June:  “I’ulmonary  " 

FORT  SMITH  — AHEC 

Cancer  Conference,  each  Enesday,  12:00  noon.  Fourth  Floor  fioufercnce  Room,  .Sparks  Regional  Medical  Center. 

.lONESBORO  — AHEC  - NORTHEAST 

Interesting  Case  Conference,  second  and  fourth  'F'ut^sday,  12:00  .Noon,  St.  Bernard’s  Dietary  Conference  Room. 

Methodist  Hospital  of  1 onesboro  CMP.  Staff  Conference,  second  'Euc.sday,  7:30  p.m.,  Methodist  Hospital  of  Jonesboro- 
Cafeteria. 

Monlhlx  Medical  Lecture  Seties,  third  Euc-sday,  7:30  p.m.,  rotates  each  month  between  AValnut  Ridge  and  Pocahontas. 
.Monthly  Perinatal  Conference,  second  AA’edne.sday,  12:00  noon.  St.  Bernard’s  Dietary  Conference  Room. 

Tumor  Conference,  fourth  AA’edncsday,  12:00  noon,  St.  Bernard’s  Dietary  Conference  Room. 

Weekly  .Medical  Lecture  Series,  each  Friday,  12:00  noon,  Stroud  Hall,  St.  Bernard’s  .Annex  Building. 

Chest  Conference,  third  Friday.  12:00  noon,  St.  Bernard  s Dietary  Conference  Room. 

Irkansas  .Methodist  Hospital  C.ME  Conference,  last  F'ridav,  7:00  a.m.,  AMH,  Paragoidd. 

LITTLE  ROCK — ARKANSAS  CHILDREN’S  HOSPITAL 

Pediatric  Radiology j Genetics  Conference,  each  Monday,  12:00  noon.  Second  Floor  Classroom. 

Pediatric  Grand  Rounds,  each  Enesday,  8:00  a.m..  Second  Floor  C lassroom. 

Respiratory  Care  Case  Conference,  each  AVednesday,  1:00  p.m.,  Polly  Ehomas  Dining  Room. 

Infectious  Disease  Conference,  second  AVYdnesday,  12:00  noon,  Second  Floor  Classroom. 

.As  organizations  accredited  for  continuing  medical  education  bv  the  l iaison  Committee  on  Continuing  Medical  Education,  the  organizations 
named  certify  that  these  continuing  medical  education  activities  meet  tlie  criteria  for  the  credit  liours  specified  in  Category  I of  the  Physician’s 
Recognition  Award  of  the  American  Afcdical  .Association. 
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J’cdidtric  I’lidniidcolo^y  C.odjo oicc , third  Wh'diH'Mhiv,  12:01)  noon.  Sci oiul  Moot  (.hissiooin. 

Probh’iu  ('.dsc  ('.odfcrcurc , ctnii  1 hursday,  12:00  noon.  .Second  I loot  Classroom. 

I'riutdry  C.drc  Sciniudi  dud  Cdsc  Pi csi  iitation,  eadi  l iiday,  12:00  noon.  Second  l loor  C.lassrooin. 

LITTLE  KOC'K  — ILVPTIST  MEDICAL  CENTER 

Surgery  (Uiiiferriu  r,  eadi  I nesdac.  S:00  a.m.  to  9:00  a.m.,  Conlerence  Room  #1. 

Pulmonary  Coufereurc . eadi  l'nesda\.  12:00  tioon  to  1:00  p.m.,  Sluiffield  Anditoriiim. 

('jiand  Pounds,  eadi  Wediiesda),  12:00  noon  to  1:00  p.iii..  Conference  Room  #1. 

Anesthesiology  CoufereiKe.  third  Tluirsday,  7:00  a.m.  to  8:00  a.m..  Conference  Room  #2. 

Cardiopulmonary  Pesuscilalion  Course,  fourth  Thursday,  6:00  p.m.  to  midnight,  Shulfielcl  .Vuditorimn.  Six  lioui-x  Category 
1 credit.  (Pre-registiation  nitli  Department  of  Medical  Education  required,  ]ihone  227-2672.) 

LITTLE  ROCK  — ST.  VINCENT  INFIRMARY 

Interhospital  GI  Problems  Conference,  first  Mondav.  6:00  p.m.  to  7:30  p.m..  Room  E-155,  Education  \Vitig. 

Pediatric  Conference,  first  'Euesday.  12:30  p.m.  to  1:30  p.m..  Room  Ed.'iO,  Education  ^\'ing. 

Interhospital  Urology  Grand  Rounds,  first  Tuesday,  5:30  |r.m.  to  6:30  p.m..  Room  E-159.  Education  5Ving. 

Neuropathology  Conference,  third  Tuesday,  5:30  p.m.  to  6:30  p.m..  Room  S-1 169,  Eahoratory. 

Peripheral  Pascular  Disease  Conference,  third  Tuesday.  6:00  p.m.  to  7:00  jr.m..  Room  E-159,  Edmation  5\'ing. 

Pulmonary  Conference,  first  and  third  Thursday,  12:00  tioon  to  1:00  p.m..  Room  E-159.  Education  5\  ing. 
Hematology-Oncology  Conference,  second  Thursday,  12:00  noon  to  1:00  [i.m..  Room  S-1 169,  Laboratory. 

LITTLE  ROCK  — UNIVERSITY  OF  ARKANSAS  FOR  MEDICAL  SCIENCES 

Opthalmology  Morjiing  Conference,  cadi  Monday,  5Vediie.sday,  and  Eriday,  7:30  a.m.  ED  If  C.  101a. 

Orthopaedic  Fracture  Conference,  each  Tuesday,  7:00  a.m.,  ED  11  Gl  135. 

Medicine  Research  Conference,  each  Tuesday,  8:00  a.m,,  ED  II  8 105. 

Orthopaedic  Grand  Rounds,  cadi  Tuesday,  10:00  a.m.,  ED  11  Gl  135. 

M edicine-Pathology  Conference,  each  Wednesday.  12:30  p.m,,  3E06. 

('■I-Radiology  Conference,  each  IVednesday,  8:00  a.m.  Radiology  C.onfercnce  Room. 

Neuro-Radiology  Case  Conference,  each  5\'ednesday,  1:00  p.m.,  M 1/293. 

Medicine  Grand  Rounds,  each  Thursday,  12:00  noon,  Cliild  Study  Center  .\uditorium. 

(./-Problem  Case  Conference,  each  Thui'-day,  3:30  ji.ni.,  3D29. 

Opthalmology  Problems  Case  Conference,  each  Thursday,  4:00  p.m.,  .VCC3  150. 

Surgery  Grand  Rounds,  each  Saturday,  9:00  a.m.  to  12:00  tioon.  ED  11  G 131  a&h. 

PINE  BLUFF  — AHEC 

Sub-Spe<  laity  Conference,  first  Tuesday.  12:30  p.m.  to  1:30  p.m.,  Jefferson  Regional  Medital  Center. 

Obstetrics f Gynecology  Conference,  second  Euesday,  12:30  p.m.  to  1:30  p.m.,  Jefferson  Regional  .Medical  Center. 

Radiology  Conference,  third  Euesday,  12:30  ]i.m.  to  1:30  p.m.,  Jefferson  Regional  Medical  Center. 

Southeast  Arkansas  Medical  Lecture  Series,  thiril  Tuesday,  6:30  p.m.  Rossieood  Country  Cltih  (dinner  meeting). 

Family  Practice  Conference,  fourth  Tuesday,  12:30  p.m.  to  1:30  ji.m.,  Jefferson  Regional  Medical  Center. 

Surgery  Conference,  first  ^Vednesday,  12:30  p.m.  to  1:30  p.m.,  Jefferson  Regional  Medical  Center. 

Internal  Medicine  Conference,  second  and  fotnth  M ctlncsday.  12:30  to  1:30  p.m.,  Jefferson  Regional  Medical  Cetitcr. 
Pediatric  Conference,  third  IVednesday,  12:30  p.m.  to  1:30  p.m.,  Jefferson  Regional  Medical  Cetner. 

Behavioral  Science  Conference,  each  Ehnrsday.  12:30  p.m.  to  1:30  p.m.,  Jefferson  Regional  Medical  Center. 

Chest  Conference,  second  and  fourth  Eriday,  12:30  p.m.  to  1:30  p.m.,  Jefferson  Regional  .Medical  Center. 

TEXARKANA  — AHEC  - SOUTHWEST 

Fumor  Conference,  first  Wednesday,  7:00  a.m.,  St.  Michael  IIos[)ital. 

Chest  Conference , third  W ednesday,  12:30  p.m..  St.  Michael  Hospital. 


PERSONAL  AND  NEWS  ITEMS 


DR.  JONES  RECEIVES  AWARD 

Dr.  W^illiam  N.  Jones  ot  Little  Rock  was  recent- 
ly jrresented  the  .Silver  Beaver  Award  by  the 
Quapaw  Council  of  the  Boy  Scouts  of  America. 
Dr.  Jones  has  been  involved  in  Scouting  for  thirty- 
three  years;  the  past  Dventy-five  years  has  been 


spent  in  tidnlt  leadershijj  activities. 

DR.  CAMPOS  IN  HEBER  SPRINGS 

Dih  Amador  C.  Camj^os  has  located  in  Heber 
.Sjtrings  for  the  jrractice  of  General  Surgery.  His 
office  address  is  821  West  Main  Street. 
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DR.  NETTLESHIP 

Dr.  M ae  Nettleship  assisted  the  fifth  and  sixth 
grade  students  at  Jefferson  Grade  School  in 
Fayetteville  with  the  dissection  of  a beef  lung  as 
part  of  the  Berkeley  Project. 

DR.  HUGHES  CHIEF  OF  STAFF 

Dr.  Milton  Hughes  of  Pine  Bluff  has  been 
elected  chief  of  staff  at  Jefferson  Regional  Medi- 
cal Center. 

DR.  MOSS  HONORED 

Dr.  Swan  B.  Moss  received  recognition  from  tlte 
First  National  Bank  of  McGehee  for  forty-one 
years  of  service  to  the  community.  Dr.  Moss  is  a 
member  of  the  Boanl  of  Directors  of  the  Bank. 

DR.  BECKSTROM  IN  COTTON  PLANT 

Dr.  E.  G.  Beckstrom  has  joined  the  Cotton  Plant 
Medical  Clinic.  Dr.  Beckstrom  is  a native  of 
North  Little  Rock. 

DR.  RASCH  CHIEF 

Dr.  James  R.  Rasch  of  Little  Rock  has  been 
elected  chief  of  staff  of  Baptist  Medical  Center. 

DR.  HUDSON  DAY 

The  23rd  of  February  was  the  birthday  of  the 
Dr.  William  A.  Hudson  of  Jasper  and  the  day 
was  proclaimed  “The  Dr.  William  A.  Hudson 
Day”  throughout  Newton  County.  Dr.  Hudson 
received  a plaque  from  the  Newton  County  Medi- 
cal Center.  Dr.  Hudson  has  practiced  medicine 
for  more  than  six  decades. 

DR.  MORRIS  RETIRES 

Dr.  Harold  J.  Morris  of  Pine  Bluff  retired  from 
the  practice  of  medicine  in  February.  Dr.  Morris 
practiced  two  years  in  Little  Rock  and  forty  years 
in  Pine  Bluff. 

DR.  GOSSER  CHIEF 

Dr.  Bob  Gosser  is  seiAung  as  chief  of  staff  at 
Memorial  Hospital  in  North  Little  Rock.  Other 
officers  are  Dr.  Eric  Fraser,  secretary;  Dr.  David 
Bevans,  chief-elect;  Dr.  Ben  Wilson,  chief  of  medi- 
cine; Dr.  Robert  G.  Vogel,  chief  of  Surgery;  Dr. 
Donald  Laurenzana,  chief  of  Family  Practice;  Dr. 
Douglas  Young,  chief  of  Pathology;  Dr.  Glenn  V. 
Dalrymple,  chief  of  Radiology;  Dr.  C.  Dale  Fuller, 
chairman  of  the  Council  on  Quality  Assurance; 
Dr.  T.  J.  Smith,  chief  of  patient  care;  and  Dr. 
Michael  T.  Pilcher,  chief  of  hospital  affairs. 

DR.  STECKER  SPEAKS 

Dr.  Rhetta  Stecker  of  Hot  Springs  discussed 
“How  to  Save  Money  on  Your  Doctor  Bills”  at  a 
recent  meeting  held  at  the  Bonnerdale  Fire 
Station. 


CORNING  GAINS  PHYSICIANS 

Drs.  Romeo  Sembrano  and  Elnora  Romano- 
Sembrano  have  begun  practice  at  the  Corning 
Family  Practice  Clinic.  Dr.  Romeo  Sembrano  is 
a Family  Physician  and  Dr.  Elnora  Romano- 
Sembrano  is  a Pediatrician. 

DR.  BAKER  DIRECTOR 

Dr.  Robert  Baker  of  Mountain  Home  has  been 
named  medical  director  for  Hospice  of  the  Ozarks- 
and  Community  Home  Health. 

DR.  BURTON  SPEAKS 

Dr.  Bruce  Burton  of  Malvern  addressed  the 
Malvern  Civitan  Club  during  Clergy  Week.  His 
topic  was  “Medical  Ethics  as  Applied  to  the 
Clergy.” 

DR.  MILLER  PRESIDENT 

Dr.  Robert  D.  Miller,  Jr.,  of  Helena  has  been 
elected  president  of  the  Arkansas  State  Board  of 
Health  and  chairman  of  the  Board’s  Executive 
Committee. 

DR.  BRASHEARS  ON  BOARD 

Dr.  Larry  Brashears  has  been  named  to  the 
board  of  directors  of  the  Malvern  National  Bank. 
DR.  ROE  IN  MALVERN 
Dr.  Rodney  A.  Roe  has  joined  Dr.  Robert 
^V’hite  at  1004  Dyer  in  Malvern. 

DR.  SALTZMAN  HONORED 
Dr.  Ben  Saltzman  of  Little  Rock  has  been 
awarded  the  Rotary  Foundation’s  Citation  for 
Meritorious  Service.  Dr.  Saltzman  was  honored 
for  his  efforts  in  promoting  the  ideals  of  the 
Rotary  Foundation. 

DR.  WILSON  SPEAKS 

Dr.  Steve  Wilson  of  Fayetteville  was  guest 
speaker  for  a lecture  series  for  women  sponsored 
by  the  Women’s  Auxiliary  of  Turner  Street  Bap 
tist  Chtirch  in  Springdale.  Dr.  Wilson  discussed 
“The  Physical  Aspects  of  Depression.” 

MEMORIAL  FUND  ESTABLISHED 

The  American  Physicians  Insurance  Exchange 
of  Dallas  has  contributed  $10,000  to  the  Univer- 
sity of  Arkansas  Medical  School  Foundation  in 
memorial  tribute  to  the  late  Dr.  Elvin  Shuffield. 
The  grant  will  fund  an  annual  Shuffield  Leader- 
ship Award.  Dr.  Shuffield  was  serving  on  the 
board  of  directors  of  American  Physicians  Insur- 
ance Exchange  at  the  time  of  his  death. 

DR.  BRAINARD  SPEAKS 

Dr.  Jay  O.  Brainard  recently  spoke  to  the  Emer- 
gency Department  Nurses  Association  meeting  at 
St.  Vincent  Infirmary  in  Little  Rock.  The  topic 
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of  his  talk,  tvas  ‘Coiniuoii  Emergency  Room 
Ocular  Injuries.” 

DR.  HENKER  INSTALLED 

Dr.  Fred  Henker  of  Little  Rock  was  installed 
as  chairman  of  the  section  on  Psychiatry,  Neu- 
rology and  Neurosurgery  of  the  Southern  Medi- 
cal As.sociation  at  the  annual  meeting  held  in 
Baltimore. 

DR.  FERRIS  APPOINTED 

Dr.  Ernest  Ferris  of  Little  Rock  was  recently 
appointed  to  the  Steering  Committee  of  the 
.\merican  College  of  Chest  Physicians. 

DR.  RAINEY  IN  SPARKMAN 

Dr.  Don  M.  Rainey,  formerly  of  Walnut  Ridge, 
has  begun  practice  in  Sparkman. 

PHYSICIANS  DONATE  TO  MEDICAL 
RECORDS  PROGRAM 

Donations  made  by  the  medical  staff  of  St. 
Mary’s  Hospital  and  Millard-Hem7  Clinic  in 
Rus.sellville  have  enabled  Arkansas  l ech  ITniver- 
sity  to  purchase  microcomputers  for  its  medical 
records  program.  Dr.  Joe  Grumpier,  president  of 
the  Millard-Henry  Professional  Association,  and 
Dr.  James  Kolb,  chief  of  staff  at  St.  Mary’s  Hos- 
pital, made  the  presentation. 

INTERIM  MEDICAL  DIRECTOR 

Dr.  M.  Bruce  Sanderson  of  Little  Rock  has  been 
named  interim  IVledical  Director  of  the  Arkansas 
Rehabilitation  Institute. 

DR.  DAVIS  LOCATES 

Dr.  David  A.  Davis  has  joined  Dr.  R.  W.  Dow 
at  3000  Market  in  Fayetteville  for  the  practice  of 
Neurology. 

DR.  McAULEY  HONORED 

Dr.  John  McAuley  of  Clarksville  was  named  the 
February  Business  Person  of  the  Month  by  Phi 
Beta  Lambda  at  The  College  of  the  Ozarks. 

DR.  REESE  NAMED  TO  BOARD 

Dr.  Michael  Reese  of  Rogers  has  been  named 
to  the  governing  board  of  St.  Mary-Rogers  Me- 
morial Hospital.  Also  serving  on  the  board  is  Dr. 
William  E.  Jennings  of  Rogers. 

DR.  DITSCH  HONORED 

Dr.  Craig  Ditsch  of  Stamps  was  recently  pre- 
sented a plaque  in  appreciation  of  his  services  as 
a team  physician  for  the  local  school. 


BENEFIT  BASS  TOURNAMENT 

Jerry  McKinnis,  host  of  ‘‘Fishin’  Hole  ” has 
announced  plans  for  a bass  tournament  to  benefit 
the  Central  Arkansas  Radiation  Therajjy  Insti- 
tute. The  tournament  is  scheduled  for  Sunday, 
■May  20,  at  Mountain  Harbour  Rc.sort  on  Lake 
Resort.  I'here  is  a $35  registration  fee.  First  prize 
for  the  tournament  is  .$3,000  plus  a Ranger  boat 
and  trailer.  For  more  information  and  registra- 
tion forms,  write  to  C,\RTI  Bass  Benefit,  Post 
Office  Box  5630,  Little  Rock  72215  or  telephone 
501-666-1077. 

DR.  PAINE  ON  BOARD 

Dr.  W1  T.  Paine  of  Helena  has  been  named  to 
the  newly  established  advisory  board  of  the  Mer- 
chants and  Farmers  Bank  of  WTst  Helena. 

DR.  SLAVEN  CHIEF 

Dr.  John  Slaven  of  Little  Rock  has  been  elected 
chief  of  staff  at  Arkansas  Rehabilitation  Institute 
in  Little  Rock.  Dr.  Robert  D.  Nelson  is  vice  chief. 
Other  officers  are  Dr.  ^\'^arren  Boop  as  secretary; 
Dr.  Nancy  Rector  as  chief-elect;  Dr.  Henry  A.  Lik- 
as Radiology  director;  and  Dr.  Joseph  P.  Ward  as 
Anesthesiology  chief. 

DR.  BRANCH 

Dr.  James  W.  Branch  of  Hope  has  been  awarded 
a })laque  from  the  American  Academy  of  Family 
Physicians  honoring  his  thirty-two  years  of  service 
to  family  medicine. 

COTTER  GAINS  PHYSICIANS 

Drs.  Miguel  Canales  and  Clifford  C.  Roosa  have 
joined  the  Gas-Cot  Medical  Clinic  in  Cotter. 

DR.  CITTY  SPEAKS 

Dr.  Jim  Citty  of  Searcy  recently  .s])oke  on  “\’D— 
Its  Effect  Now  and  for  Future  Generations”  at  a 
meeting  of  the  Institute  of  American  Ideals. 

DR.  McCOY  ELECTED  CHIEF 

Dr.  James  R.  McCoy  of  Searcy  has  been  elected 
chief  of  staff  of  the  White  County  Memorial  Hos- 
pital. Dr.  William  White  is  the  outgoing  chief. 

TEAM  MEMBERS 

Physicians  of  Boone  County  have  donated  $250 
to  the  Boone  County  Wkllness  Task  Force.  The 
physicians  lost  to  lawyers  in  an  annual  volleyball 
game.  Drs.  Mahlon  Maris,  Tom  Hoberock  and 
Don  \Mwell  were  members  of  the  physician  team. 
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DR.  WILLIAM  K.  FLAKE 

I)i'.  Flake  has  joined  the  Carroll  County  Medi- 
cal Society.  He  tvas  born  in  Phoenix,  Arizona. 

Dr.  Flake  received  a Bachelor  of  Arts  degree 
from  the  FIniversity  of  Arizona  in  1967.  He  is  a 
1971  graduate  of  the  Baylor  College  of  Medicine 
in  Houston.  His  internship  was  with  John  Peter 
Smith  Hospital  in  Fort  VVMrth,  Texas. 

Dr.  Flake  was  a member  of  the  FTnited  States 
Air  Force  from  1972  to  1974.  He  received  one  year 
of  P'amily  Practice  residency  training  at  John 
Peter  Smith  Hospital.  F'rom  1975  to  1976,  Dr. 
Flake  practiced  Emergency  Room  medicine  at  St. 
foseph's  Hospital  iti  F'ort  Worth. 

He  serv'ed  a Surgical  Residency  from  1976  to 
1980  with  the  Phoeidx  Integrated  Surgical  Resi- 
dency in  Arizona.  He  was  associated  with  the 
X'eterans  Administration  Medical  Center  in  Ari- 
zona for  a year. 

Di.  Flake,  a hoard  certified  General  Surgeon, 
is  a member  of  the  Catididtite  Group  of  the  Ameri- 
( an  College  of  Surgeons. 

Dr.  Flake  moved  to  Berryville  in  1981.  Fie 
practices  (yeneral  Surgery  at  207  Carter  in  Berry- 
\ ille. 

DR.  HARVEY  P.  RUBIN 

Dr.  Rtibiti,  a native  of  Whiterbnry,  Connecticut, 
is  a new  member  of  the  Craighead-Poiirsett  Coun- 
ty Medical  Society. 

He  received  a Bachelor  ol  Arts  degree  in  1954 
from  the  University  of  Connecticut.  Fie  is  a 1958 
graduate  of  the  FIniversity  of  Vermont  College  of 
Medicine.  After  an  internship  with  the  FTiirth 
Surgical  Division  of  the  New  York  University 
Bellevue  Medical  Center,  Dr.  Rubin  served  a 
residency  at  Montefiore  Hospital  and  Medical 
Center,  Bronx,  New  York. 

Dr.  Rubin  served  with  the  FTnited  States  Navy 
Medical  Corps  from  1963  to  1965.  From  1965  to 
1966,  he  was  a senior  resident  of  Thoracic  and 
Cardiovascular  Surgery  at  the  University  of  Texas 
Southwestern  Medical  School  in  Dallas. 


He  was  in  private  practice  in  Hartford,  Con- 
necticut, from  1966  to  1971.  From  March  to 
October  of  197 1 , he  was  a fellow  in  Cardiovascular 
Surgery  at  the  Texas  Heart  Institute. 

Dr.  Rubin  practiced  in  Kansas  City,  Missouri, 
from  1971  to  1983.  4Vhile  in  Kansas  City,  he 
served  as  president  of  the  Kansas  City  Surgical 
Society.  He  moved  to  Jonesboro  in  1983. 

Dr.  Rubin  is  certified  b)  the  American  Board 
of  Surgery  and  the  American  Board  of  Thoracic 
Surgery. 

Dr.  Rubin  specializes  in  cardiac,  thoracic  and 
vascular  surgery  at  303  East  Matthews  in  Jones- 
boro. 

DR.  DWIGHT  M.  WILLIAMS 

Dr.  AVhlliams,  a native  of  Paragould,  has  joined 
the  Greene-Clay  County  Medical  Society. 

He  is  a 1975  graduate  of  the  Arkansas  State 
FTniversity  and  a 1980  graduate  of  the  FIniversity 
of  Arkansas  College  of  Medicine.  He  completed 
a Family  Practice  residency  with  the  Area  Health 
Education  Center  at  St.  Bernard’s  Regional  Medi- 
cal Center  in  Jonesboro. 

Dr.  'Whlliams  is  board  certified  in  Family 
Practice. 

Flis  office  for  the  practice  of  F'amily  Medicine 
is  located  at  #1  Medical  Drive  in  Paragould. 

DR.  J.  BRAD  CARTER 

Dr.  C;u  ter,  a new  member  of  the  Pope  County 
Medical  Society,  was  Irorn  in  Paris. 

His  pre-medical  education  was  with  the  Uni- 
versity of  .\rkansas  at  Fayetteville  and  Little 
Rock.  He  was  graduated  in  1971.  Dr.  Carter  is 
a 1979  graduate  of  tlie  FIniversity  of  Arkansas 
College  of  Medicine.  His  internship  and  residen- 
cy were  with  tire  FIniversity  of  Kansas  Medical 
Center  in  Kansas  City.  Dr.  Carter  is  a Junior 
Feflow  of  the  American  College  of  Obstetricians 
and  Gynecologists. 

Dr.  Carter  specializes  in  Obstetrics  and  Gyne- 
cology at  200  North  Quanah  in  Ricssellville. 

DR.  DAVID  L.  ROGERS 

Dr.  Rogers  is  a new  member  of  the  'W^ashington 
County  Medical  Society.  He  is  a 1971  graduate  of 
Hendrix  College  in  Conway  and  a 1976  graduate 
of  the  FIniversity  of  Arkansas  College  of  Medicine. 

His  Family  Practice  residency  was  with  the 
Area  Health  Education  Center  — Northwest  in 
Fayetteville.  He  is  certified  by  the  American 
Board  of  Family  Physicians. 

Di'.  Rogers  has  been  associated  with  the  Fayette- 
ville Family  Practice  Clinic  at  767  West  North  in 
Fayetteville  since  1979. 
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DR.  JOEL  D.  CARVER 

Dr.  Carver,  another  new  member  of  the  Wash- 
ington County  Medical  Society,  is  a native  of 
Mena. 

He  was  graduated  from  the  University  of  Ar- 
kansas in  Fayetteville  in  1974  and  from  the  Uni- 
versity of  .krkansas  College  of  Medicine  in  1978. 
Dr.  Carver  served  his  internship,  an  Internal 
Medicine  residency  and  a Cardiology  Fellowship 
with  the  Ihiiversity  Hospital  at  Little  Rock. 
From  1981  to  1983,  Dr.  Carver  also  served  as  an 
instructor  in  Medicine  at  the  University.  He  is 
certified  in  Internal  Medicine. 

Dr.  Carver  specializes  in  Cardiology  at  708 
Quandt  in  Springdale. 


DR.  DANIEL  S.  DAVIDSON 

Dr.  Davidson  has  joined  the  White  County 
Medical  Society.  He  was  born  in  Los  Angeles, 
California. 

Dr.  Davidson  is  a 1976  graduate  of  Harding 
LIniversity  in  Searcy  and  a 1980  graduate  of  the 
University  of  Arkansas  College  of  Medicine.  He 
completed  a Family  Practice  residency  with  the 
Area  Health  Education  Center  in  Fort  Smith. 

Dr.  Davidson,  a board  certified  Family  Physi- 
cian, has  been  associated  with  the  Searcy  Medical 
Center  at  2900  Hawkins  Drive  in  Searcy  since 
June  1983. 


THINGS 


\ TO 

COME 


May  19-20 

“Magnetic  Resonance  Imaging  of  the  Nervous 
System  and  Selected  Topics”  Arkansas  Chapter, 
American  College  of  Radiology.  Fairfield  Bay. 
Eugene  F.  Binet,  M.D.,  Director;  Edgardo  Ang- 
tuaco,  M.D.,  Co-Director.  Guest  Eaculty:  Steven 
Harms,  M.D.,  Director  of  Magnetic  Resonance 
at  Baylor  College  of  Medicine  in  Dallas,  and 
Kenneth  R.  Maravilla,  M.D.,  Associate  Professor, 
Department  of  Radiology  at  Southwestern  Medi- 
cal School  at  Dallas.  For  further  information. 


contact  Peggy  Buice,  Department  of  Radiology, 
University  of  Arkansas  College  of  Medicine,  4301 
West  Markham,  Little  Rock  72205  or  telephone 
501-661-5740. 


June  1-2 

“Topics  in  Cardiovascular  Diseases:  Cardiac 
Arrhythmias.”  American  Heart  Association  — 


Maryland  Affiliate,  Inc.  Hyatt  Regency  Balti- 
more, Maryland.  9 h(^urs  Category  I AMA.  Reg- 
istration fee  $150;  Residents,  Fellows  and  Nurses 
$50.  For  further  information,  contact  Michaeline 
R.  Silverstein,  AHA-Maryland  Affiliate,  Inc.,  415 
North  Charles  Street,  Baltimore,  Maryland  21201; 
telephone  301-685-7074. 

June  8-10 

“Providing  Quality  Medical  Care  in  Your  Prac- 
tice.” Southern  Medical  Association.  Sawgrass 
Resort,  Ponte  Vedra  Beach,  Florida.  Registration: 
$220  for  SMA  members;  $275  for  nonmembers. 
For  further  information,  contact  Jeanette  Stone, 
Southern  Medical  Association,  Post  Office  Box 
2446,  Birmingham,  Alabama  35201;  telephone 
205-323-4400. 

June  14-15 

“Malpractice  Prophylaxis.”  Southern  Medical 
Association.  Peabody  Hotel,  Memphis,  Tennes- 
see. Registration:  $220  for  SMA  members;  $275 
for  nonmembers.  For  further  information,  con- 
tact Jeanette  Stone,  Southern  Medical  Association, 
Post  Office  Box  2446,  Birmingham,  Alabama 
35201;  telephone  205-323-4400. 
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HOLT-KROCK  CLINIC 


1500  Dodson  Avenue 
ANESTHESIOLOGY 

R.  C.  Goodman,  M.D.* 

Don  W.  Chamblin,  M.D. 

Edwin  L Coffman,  M.D.* 

N.  F.  Westermann,  M.D. 

Robert  D.  Fisher,  M.D.* 

Jerry  O.  Lenington,  M.D.* 

Robert  L.  Chester,  M.D.* 

Robert  A.  Robertson,  M.D. 

CARDIOLOGY 

Keith  A.  Klopfenstein,  M.D.,  A.C.P.* 

John  R.  Pope,  M.  D.,  F.A.C.C.* 

Thomas  Williams,  M.D.,  A.C.P.,  F.A.C.C.* 

John  M.  Deaton,  M.D.* 

ADULT/PEDIATRIC 

J.  Campbell  Gilliland,  M.D.,  F.A.A.P.,  F.A.C.C.* 

FAMILY  PRACTICE 
CRAWFORD  COUNTY 

L R.  Darden,  M.D.* 

Millard  C.  Edds,  M.D. 

L.  Gordon  Sasser,  III,  M.D. 

F.  E.  Shearer,  M.D. 

A.  L.  Travis,  M.D.* 

D.  Bart  Sills,  M.D.* 

( Alma/Mountainburg ) 

FORT  SMITH 

Kemal  E.  Kutait,  M.D.* 

Ken  Lilly,  M.D.* 

Ralph  N.  Ingram,  M.D.* 

Lawrence  G.  Pillstrom,  M.D. 

R.  Wendell  Ross,  M.D.* 

DERMATOLOGY 

John  E.  Lewis,  M.D.* 

GASTROENTEROLOGY 

Hassan  Masri,  M.D.* 

Robert  C.  Barker,  M.D.* 

HEMATOLOGY/ONCOLOGY 

William  F.  Turner,  M.D.,  A.C.P.* 

Dennis  Fecher,  M.D.* 

INTERNAL  MEDICINE 

Art  B.  Martin,  M.D.,  A.C.P. 

L.  O.  Lamblotte,  M.D.,  F.A.C.P.* 

D.  J.  McMinimy,  M.D.,  A.C.P.* 

John  L.  Kientz,  M.D.,  A.C.P. 

David  Staggs,  M.D.,  A.C.P.* 

Edwin  Glassell,  M.D.,  A.C.P.* 

NEPHROLOGY 

Michael  D.  Coleman,  M.D.* 

Dana  P.  Rabideau,  M.D.* 

NEUROLOGY 

William  L.  Griggs,  M.D.,  F.A.A.N.*t 
Charles  G.  ReuI,  M.D.*t 
Ernest  E.  Serrano,  M.D.,  F.A.C.P.*t 
David  J.  Marzewski,  M.D. 

NEUROSURGERY 

William  G.  Lockhart,  M.D.,  F.A.C.S.* 

Albert  MacDado,  M.D.,  F.A.C.S.* 

Michael  Dulligan,  M.D.* 

OBSTETRICS  AND  GYNECOLOGY 

Joe  N.  Mason,  M.D.,  F.A.C.O.G.* 

William  B.  Tate,  M.D.,  F.A.C.O.G.* 

Jimmie  G.  Atkins,  M.D.,  F.A.C.O.G.* 

ELECTROMYOGRAPHY  and 


Telephone  782-2071 


Fort  Smith,  Arkansas 


OPHTHALMOLOGY 

Samuel  Z.  Faler,  M.D.* 

ORTHOPAEDICS 

W.  E.  Knight,  M.D.,  F.A.C.S.* 

Alfred  B.  Hathcock,  M.D.,  F.A.C.S.* 

Peter  J.  Irwin,  M.D.,  F.A.C.S.* 

James  H.  Buie,  M.D.,  F.A.C.S.* 

James  W.  Long,  M.D.* 

Marvin  E.  Mumme,  M.D.* 

William  Sherrill,  M.D.* 

Douglas  W.  Parker,  Jr.,  M.D. 

PEDIATRICS 

Louay  Nassri,  M.D.,  F.A.A.P.* 

Gilbert  N.  Jones,  III,  M.D. 

PLASTIC  AND 

RECONSTRUCTIVE  SURGERY 

Eugene  F.  Still,  M.D.,  F.A.C.S.* 

R.  Cole  Goodman,  M.D.,  F.A.C.S.* 

PROCTOLOGY 

R.  E.  Criger,  M.D.,  F.A.C.S. 

PSYCHIATRY 

Joe  H.  Dorzab,  M.D.* 

A.  Pat  Chambers,  M.D.* 

D.  James  Booth,  A.C.S.W.,  R.M.S.W. 

PULMONARY  MEDICINE 

David  R.  Nichols,  M.D.,  A.C.P.* 

W.  Don  Heard,  M.D.* 

RADIATION  ONCOLOGY 

John  R.  Broadwater,  M.D.,  M.A.C.R.,  A.S.T.R.* 
Clark  A.  Erickson,  M.D.,  M.A.C.R.,  A.S.T.R.* 
Robert  C.  Miller,  M.D.,  M.A.C.R.,  A.S.T.R.* 
Lloyd  W.  Johnston,  Ph.D.,  A.A.P.M.,  H.P.S. 

RADIOLOGY 

Nell  E.  Crow,  M.D.,  F.A.C.R.* 

James  R.  Snider,  M.D.,  M.A.C.R.* 

James  A.  Gill,  M.D.,  F.A.C.R.* 

Calvin  R.  Cassady,  M.D.,  M.A.C.R.* 

Rex  D.  Russell,  M.D.,  M.A.C.R.* 

David  G.  Albers,  M.D.,  M.A.C.R.*| 

Neil  E.  Crow,  Jr.,  M.D.* 

RHEUMATOLOGY 

James  S.  Deneke,  M.D.* 

SURGERY 

John  D.  Olson,  M.D.,  F.A.C.S.* 

Frank  M.  Lockwood,  M.D.,  F.A.C.S.* 

Boyd  M.  Saviors,  M.D.,  F.A.C.S.* 

Harold  H.  Mings,  M.D.,  F.A.C.S.* 

Robert  H.  Janes,  M.D.,  F.A.C.S.* 

John  H.  Wikman,  M.D.,  F.A.C.S.* 

Samuel  E.  Landrum,  M.D.* 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

Leon  P.  Woods,  M.D.,  F.A.C.S.* 

Donald  L.  Patrick,  M.D.,  F.A.C.S.* 

Rowland  P.  Vernon,  Jr.,  M.D.* 

UROLOGY 

Morton  C.  Wilson,  M.D.,  F.A.C.S.* 

Gerald  E.  Wahman,  M.D.* 

Steven  K.  Wilson,  M.D.,  F.A.C.S.* 

ADMINISTRATION 

Benoyd  T.  Jensen 
Josephine  Decker 
Ronald  V.  Yarbrough 

NERVE  CONDUCTION  VELOCITIES 


*Amerlcan  Board 


ELECTROENCEPHALOGRAPHY  • 18  MV  LINEAR  ACCELERATOR 

tAmerican  Board  of  Electroencephalography  ^American  Board  of  Nuclear  Medicine 


Accredited  Accreditation  Association  for  Ambulatory  Health  Care,  Inc. 
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Important  products 
from  Dista 


Nalfoii 

fenoprofen  calcium 


600-mg*  Tablets 


Keflex 

cephalexin 


® 

250  and  500-mg  Pulvules® 

125  and  250  mg  per  5 ml,  Oral  Suspensions 


‘Present  as  691 .8  mg  of  the  calcium  salt  of  fenoprofen  dihydrate  equivalent  to  600  mg  fenoprofen. 


Additional  information  available  to  the  profession  on  request. 


^ DISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
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It’s  Time  To  Trade  In  Your  Old  Ideas  About. 
AUTOMOBILE  OWNERSHIP! 


The  Lease  Alternative  is  a concept  whose  time  has  come 
THE  GOOD  OLD  DAYS  — It  was  the  American  Way.  Everybody 
owned  their  cars.  It  meant  you  had  used  your  money  wisely.  At 
least  that’s  what  people  thought  at  the  time.  They  didn’t 
have  an  alternative. 

TODAY  THAT  JUST  ISN’T  SO!! 

Physicians,  Businessmen  and  individuals  have  learned 
that  owning  everything  isn’t  always  a wise  investment. 
Return  on  dollars  invested  is  the  sensible  yardstick 
in  determining  how  to  use  your  capital.  Simply 
put  . BUY  WHAT  APPRECIATES, 

LEASE  WHAT  DEPRECIATES! 


EXAMPLE  LEASE  RATES 

Honda  Accord  4dr. 

$232/mo. 

BMW318i 

343/mo. 

Cutlass/Regal 

248/mo. 

Datsun  300ZX 

344/mo. 

Riviera 

378/mo. 

Audi  5000s 

391/mo. 

Cadillac  Eldorado 

454/mo. 

Porsche  91  ISC  Cpe. 

684/mo. 

Lincoln  Town  Car  Sedan 

387/mo. 

Mercedes  190 

479/mo. 

Cadillac  Sedan  D’ville 

392/mo. 

Mercedes  300SD 

699/mo. 

American  Medi-Lease  specializes  in  leasing  fine 
automobiles  to  the  medical  profession.  Our  leasing 
plan  was  created  and  is  designed  for  the  special  needs 
and  circumstances  of  today’s  busy  doctor. 

Some  of  the  Exclusive  features  our  Lease  program  offers  are: 

NO  DOWN  PAYMENT  OR  SECURITY  DEPOSIT 
LOWER  MONTHLY  PAYMENTS 
TERMINATION  OPTION  AFTER 
TWELVE  MONTHS 

INVESTMENT  TAX  CREDIT  AVAILABLE 
TURN  OVER  APPROXIMATELY  EVERY  TWO 
YEARS  WITHOUT  ADDITIONAL  INVESTMENT 
WE  WILL  BUY  YOUR  PRESENT  CAR 
SERVICE  ASSISTANCE  PROGRAM 
INCLUDING  FREE  RENTAL  CAR 
DELIVERY  TO  YOUR  HOME  OR  OFFICE 

Call  Toll  Free 
1-800-821-9244 
FOR  A LEASE  QUOTE 
on  any  domestic  or  import  car,  truck  or  R.  V.! 

American  iRebi ^Heasie,  Snc. 


P.O.  BOX  1872  • HOT  SPRINGS  ARK.  • 71902-1872 
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Evaluating  Operative  Risk  in  the 
Geriatric  Intraocular  Lens  Implant  Patient 

Norris  L.  Newton,  Jr.,  M.S.  Ill,  and  Dola  S.  Thompson,  M.D.* 


Jt  is  estimated  that  tliirty-tliree  peieeiit 
of  medicare  henel  ic  iai  ies  undergo  surgical  pro- 
cedures annually.  Clataiact  extraction  heads  the 
list  of  operations.  ()1  course  medicare  has  pro- 
vided health  care  opportunities.  However,  a 
further  inciease  in  cataract  surgeiy  appears  to 
lesult  from  the  improved  residts  attainable  with 
modern  surgical  and  anesthetic  teclmicpies.’  ' 
.Xrteriosclerosis,  emphysema,  malnutrition,  de- 
mentia, anemia,  low  blood  volume,  and  poor 
renal  function  are  characteristic  of  old  age.  Ditig- 
nosis  of  one  or  the  other  is  of  little  ])ractical  value 
in  assessing  surgical  risk.  Functional  decay  ol 
oigan  systems  is  known  to  proceed  at  a rate  ol 
about  0.8  to  0.0  |K'rcent  per  year  alter  the  age  ol 
thirty  years.  .Allred  W'orcestei  is  credited  with 
stating  “There  are  no  diseases  pecidiai  to  old  age 
and  very  lew  Irom  which  it  is  e.xempt.''-* 

•Some  ophthalmologists  lawti  general  anesthesia 
in  the  effort  to  reduce  dreaded  oculai  conijtiica- 
lions  such  as  viti  eous  loss.  It  is  lor  this  and  related 
reasons  that  surgeons  such  as  Cot  uelius  Binkhorst 
and  others  have  subscribed  to  general  anesthesia 
lor  intraocular  leus  imjrlantation.  On  the  olhei 
hand,  many  ophthalmologists  recommend  region- 
al anesthesia  only,  fearing  that  general  anesthesia 
is  unas’oidabh  Iraught  with  hazard  in  the  elder!). 

Figures  ou  morttdiiy  ;iud  morbidity  ttiken  bom 
;i  genertd  surgictil  series  on  eldei  1)  ptuients  ;ippe;u 
to  be  cjuite  high  when  compaied  to  shorter  less 
extensixe  elective  piocedures.  .A  recent  repot  t 
showed  a 4.88^'^,  detail  rate  fiom  till  opertiiions  iti 
the  over  sixty-live  (8,4)  tige  group  (9).  Moritilitv 
and  morbidity  figures  are  not  retidily  available, 
for  example,  in  the  ctise  of  lens  itnplantation 
|)rocedures.  I his  non-concurrent  study  wtis  utider- 
taken  to  provide  cpumtification  to  the  risk  vai  iti- 

ISi.  Michael  Hospital.  Icxarkaiia.  Arkansas 
Texarkana  Cominunily  Hospital,  Texarkana,  Texas 


•Professor  and  Cliairnian.  Department  of  Ancstlicsiologv.  Tniver- 
sity  of  .\rkansas  for  Medical  .Scieiues.  4301  West  Markham  Street, 
Tittle  Rock.  .Arkansas  7220.5. 


hies  in  such  ettses  as  cotnpared  to  tt  giou|t  ol 
generttl  surgictil  cases.'" 

Patients  and  Methods 

One  thoitsand  one  (1001)  cotisecutive  intrttocu- 
lar  lens  implanttilion  patients  receiving  general 
tinesthesiti  were  smveyed.  .A  single  surgeon  (N. 
Newton)  used  the  same  method  of  preoperative 
and  postoperative  evaluation,  d'wo  separate  hos- 
pitals  were  used.f  .All  patients  received  internal 
medical  consultation  to  assess  operative  risk  in  all 
cases.  Minimum  workup  included  comjtlete  his- 
tory and  physical,  CBO,  IhA,  Ohem  12  profile, 
chest  x-ray,  pnimonary  Innction  studies,  arterial 
blood  gases  and  KCXi.  Ec  hocardiogi  ajthv  and 
stress  testing  were  olten  utilized  in  etpiivocal 
cases.  1 he  internal  medical  consultation  and  the 
anesthesiologist  evtiluation  were  on  the  chat  t prior 
to  etich  operation,  ft  w;is  the  jtractice  ol  the  in- 
ternist to  list  etich  patient  as  a good  (Cilass  1), 
stitislactory  (Class  11),  fair  (Cdass  111),  or  pool 
(Class  1\')  risk  category  lor  descriptive  purposes. 

1 hese  categories  tire  inteiuled  to  correspond  to  the 
l)i  ipps-.Amei  ican  .Society  of  .Anesthesiology  (.AS. A) 
categories  lor  ]neoperative  assessment  of  snrgical 
risk.'  " Each  case  was  reviewed  from  this  sttiiid- 
point  with  respect  to  postoperative  morbiditv 
or  mott.dity.  Figure  1 shows  the  l)ripps-.AS.-A 
c hissilication. 

FIGURE  1 

A.S.A.  CLASSIFICATION 


( .l.iss 

Dcsciiption 

Chess  1 

.A  normal  healthy  patient. 

Class  11 

■ A patient  with  mild  systemic  di.setise. 

Class  111 

■ A patient  with  severe  systemic  disease 
that  is  not  inca|)acitating. 

Class  lA' 

.A  jiatieiU  with  an  incapacitating  sys- 
temic disease  that  is  a constant  threat 

to  life. 

Class  A' 

.A  moribund  jjatient  who  is  not  ex- 
pected to  surv  ive  for  24  hours  with  or 
without  an  ojteration. 
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Goldman's  multifactorial  index  of  nine  cardiac 
risk  variables  was  applied  per  review  in  each  case 
and  correlated  with  postoperative  cardiac  crisis 
(life  threatening  complications)  or  death.'*  Com- 
putation of  the  cardiac  risk  was  carried  out  as 
shown  in  Figure  2. 

Three  separate  anesthesiologists  provided  anes- 
thesia services  for  patients  in  this  series.  Two  of 
them  used  basically  the  same  type  of  anesthesia  on 
629  cases;  short  acting  muscle  relaxant,  sleep 
dose  of  pentothal,  short  acting  narcotic,  ethrane, 
nitrous  oxide  and  oxygen  with  open  system.  One 
anesthesiologist  used  a modified  “Idverpool”  type 
of  anesthesia  on  372  cases  which  included:  long 
acting  muscle  relaxant  with  reversal,  and  stronger 
narcotic  dosages  (Fentanyl)  for  analgesia  with 
subsequent  reversal,  hyperventilation  with  nitrous 
oxide  and  oxygen,  and  use  of  volume  expanders 
(fluids  plus  albumin)  in  most  such  cases. 

Of  the  1001  patients  reviewed,  many  abnormal 
characteristics  were  identified.  Patient  charac- 
teristics and  diseases  were  documented.  Fifty-six 


(56)  separate  disease  or  disease  characteristics  were 
evaluated.  Some  of  the  more  interesting  physical 
characteristics  are  listed  in  decreasing  order  of 
frequency  and  include:  hypertension  (210),  heart 
murmurs  (211),  diabetes  (196),  EKG  or  other  evi- 
dence of  ischemic  heart  disease  (180),  dyspnea 
(164),  history  of  prior  myocardial  infarction  (110), 
atypical  or  possible  angina  (51),  typical  angina 
(42),  wet  rales  (18),  third  heart  sound  (2),  and 
jugular  vein  distention  (5).  Electrocardiographic 
findings  were  noted  as  follows:  ischemic  ST  wave 
changes  (71),  T wave  inversion  (81),  frequent 
P\'^C's  (39),  atrial  fibrillation  (34),  left  bundle 
hemiblock  (17).  It  was  found  that  a variety  of 
medications  were  routine  for  many  of  the  patients 
and  included:  digitalis  (92),  nitrates  or  furosemide 
(103),  and  diuretics  (210). 

The  preoperative  anesthesia  assessment  identi- 
fied several  persons  who  had  either  treatable  or 
non- treatable  advanced  life  threatening  disease. 
In  the  non-treatable  category,  two  cases  of  lung 
cancer  were  identified,  and  one  abdominal  an- 


FIGURE  2 

COMPUTATION  OF  THE  CARDIAC  RISK  INDEX  (GOLDMAN) 


Criteria* 

1.  History: 

(a)  Age  >70  years 

(b)  MI  in  previous  6 mo. 

2.  Physical  examination: 

(a)  S3  Gallop  or  JVD 

(b)  Important  "VAS 

3.  Electrocardiogram: 

(a)  Rhythm  other  than  sinus  or  PAC's  on  last 
preop.  EGG 

(b)  > 5 PVC’s/min.  documented  at  any  time 
before  operation 

4.  General  status: 

P02  < 60  or  PC02  > 50  mm/Hg. 

K < 3.0  or  HC03  < 20  meq/liter. 

BUN  > 50  or  CR  > 3.0  mg/dl. 

Abnormal  SGOT.  signs  of  chronic  liver  disease 
or  patient  bed  ridden  from  noncardiac  causes 

5.  Operation: 

(a)  Intraperitoneal,  intrathoracic  or  aortic 
operation 

(b)  Emergency  operation 
Total  possible 


Multivariate  Discriminant 


Function  Coefficient  “Points” 

0.191  5 

0.384  10 

0.451  11 

0.119  3 

0.283  7 

0.278  7 


0.132  3 


0.123  3 

0.167  4 

53  points 


* (MI)  denotes  myocardial  infarction,  (JVD)  jugular-vein  distention,  (VAS)  valvular  aortic  stenosis,  (PAC)  premature 
atrial  contractions,  (ECG)  electrocardiogcam,  (PVC)  premature  ventricular  contractions,  (P02)  partial  pressure  of  oxygen, 
(PC02)  partial  pressures  of  carbon  dioxide,  (K)  potassium,  (HC03)  bicarbonate,  (BUN)  blood  urea  nitrogen,  (CR) 
creatinine,  and  (.SCOT)  serum  glutamic  oxalacetic  transaminase. 
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•curysin  involving  the  renal  arteries  tvere  found. 
'Those  treatable  eases  identified  and  referred  for 
other  surgery  prior  to  elective  cataract  surgery 
included  six  cases  of  ischemic  heart  disease,  five 
cases  of  advanced  carotid  obstructive  disease,  and 
four  cases  needing  a permanent  pacemaker.  One 
case  of  subaortic  hypertrophic  aortic  stenosis  was 
discharged.  Mild  to  moderately  severe  adult  onset 
diabetics  iccre  included  in  the  series.  Several 
unusual  and  severe  diseases  were  identified, 
and  included  such  entities  as  primary  hyper- 
]jarath)Toidism,  Paget’s  disease,  lymphoma  and 
leukemia. 

Results 

One  thousand  one  (1001)  geriatric  patients 


underwent  intraocular  lens  implantation  surgery 
under  general  anesthesia.  No  patient  suffercil 
intraoperative  or  perioperative  death.  Nineteen 
patients  experiencetl  one  or  more  non-fatal  but 
life  threatening  problems.  \'entricular  tachycar- 
dia was  documented  in  eight  instances.  Hyperten- 
sive crisis  was  experienced  in  twelve  instances. 
Pulmonary  edema  was  detected  in  two  cases.  No 
documented  cases  of  myocardial  infarction  de- 
veloped, but  postoperative  ischemic  ECO  changes, 
with  angina  developed  in  eleven  cases. 

Referencing  Goldman's  nine  significant  risk, 
variables.  Table  I shows  the  uni  variant  relation 
between  the  variables  reported  by  Goldman  as 
compared  to  this  series. 


TABLE  I 

UNIVARIANT  RELATIONS  BETWEEN  THE  INDEPENDENT  RISK  VARIABLE 
AND  DEVELOPMENT  OF  CARDIAC  COMPLICATIONS 

Cardiac  Complications  Newton  Goldman  Newton  Goldman 

Risk  Factors  — Newton  Goldman  Life-Threatening  But  Nonfatal*  Cardiac  Deaths-j-  — 

1.  3rd  heart  sound  or  jugular  vein  distention 


No 

994 

966 

17(2)+  + 

34  (3.5)  + + 

0(0) 

12(1.2) 

\'es 

7 

35 

2 (29) 

5(14) 

0(0) 

7(20) 

2.  Recent  infarction 

No 

1001 

979 

19  «3) 

36  (3.7) 

0(0) 

14  (1.4) 

Yes 

0 

22 

0(0) 

3(14) 

0(0) 

5 (2.3) 

3.  Rhythm  other  than  sinus  or  PAG  on  last  EGG 

No 

912 

889 

14  «2) 

28  (3) 

0(0) 

9(1) 

Yes 

89 

112 

5(6) 

11  (10) 

0(0) 

10(9) 

4.  >,5P.V.G. 

min.  at 

any  time 

No 

962 

957 

15  «2) 

32  (3.3) 

0(0) 

13  (1.4) 

Yes 

39 

44 

4(10) 

7(16) 

0(0) 

6(14) 

5.  Intraperitoneal,  intrathoracic  or  aortic  operation 

No 

1001 

564 

19  (2) 

7(1.2) 

0(0) 

8 (1.4) 

Yes 

0 

437 

0(0) 

32  (7) 

0(0) 

11(2.5) 

6.  Age  over  70 

years 

No 

393 

677 

7(2) 

20(3) 

0(0) 

3 (0.4) 

Yes 

608 

324 

12  (2) 

19(6) 

0(0) 

16(5) 

7.  Important  t 

,'alvular 

aortic  stenosis 

No 

968 

978 

19  (2) 

38  (4) 

0(0) 

16  (1.6) 

Yes 

33 

23 

0(0) 

1(4) 

0(0) 

3(13) 

8.  Emergency  operation 

No 

1001 

804 

19(2) 

23  (3) 

0(0) 

9(1) 

Yes 

0 

197 

0(0) 

16  (8) 

0(0) 

10(5) 

9.  Poor  general  medical  condition 

No 

934 

639 

7«1) 

14(2) 

0(0) 

6(1) 

Yes 

67 

362 

12  (18) 

25  (7) 

0(0) 

13(4) 

•Documented  intraoperative  or  postoperative  myocardial  infarction,  pulmonary  edema  or  \entricular  tachycardia  or 
hvpertensive  crisis  without  progression  to  cardiac  death  (39  patients  of  Goldman  and  19  patients  of  Newton)  . 

•}-19  patients. 

- - Figures  in  parentheses  denotes  %. 
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Patients  in  tliis  series  were  classiiietl  in  accord- 
ance with  the  Innctional  I)ri])]:)s-.\merican  Society 
ol  .Vnesthesiology  Classification.  Table  II  shows 
the  correlation  betweeti  the  classification 

and  the  post  atiesthetic  otitcomes  in  this  series. 

Table  HI  shows  the  correlation  between  the 
Cardiac  Risk  Index  (Goldman)  and  the  post 
anesthetic  outcomes  in  this  series. 

The  observed  Irecjiiency  ol  no  or  only  minor 
complications  in  the  Xewton  series  ttsing  the 
l)riijps-.\merican  Society  of  Anesthesiology  classi- 
fication was  compared  to  the  expected  fretpiency 


ttsing  the  Goldman  et  al.  experience.  Table  1\" 
shows  the  chi  stpiare  analysis. 

The  observed  fretpiency  or  no  or  only  minor 
complications  in  the  Xewton  series,  using  the 
Cardiac  Risk  Index  tvas  compared  to  the  expected 
fretpiency  using  the  Goklman  et  al.  experience. 
Table  \'  shows  the  chi  stpiare  analysis. 

In  onr  review  we  tvere  not  able  to  impose  a 
stantlard  diagnostic  evaluation  on  all  ejection 
systolic  mmmnrs.  Many  cases  did  receive  echo- 
cardiography in  an  effort  to  tpiantitate  the  degree 
of  aortic  stenosis.  In  general,  we  tlefinetl  a .systolic 


TABLE  II 

CORRELATION  BETWEEN  PREOPERATIVE  DRIPPS-AMERICAN  SOCIETY  OF  ANESTHESIOLOGY 

CLASSIFICATION*  AND  CARDIAC  COMPLICATIONS 

Life  Threatening 


Classification 

No  or  Only 

Complications 

Cardiac  Deaths 

N 10(11 

Minor  Com|)lications 

N = Ut 

N = 0 

I (X  = 72) 

71  (99)  + + 

1 

0 

11  (X  = 551) 

548  (99) 

■H«l) 

0 

III  (X  = 361) 

349  (97) 

12  (3) 

0 

IV  (X=  17) 

*Scc  methods  for  del  ini  lion  of  classes. 

• • Figures  in  parentheses  ilenotes  % 

14  (82) 

TABLE  III 

CARDIAC  RISK  INDEX 

3 (18) 

I.ifc  Threatening 

0 

Point 

No  or  Onl) 

Complications* 

Cardiac  Deaths 

( lass 

Fotal 

Minor  Complications 

N = 19 

N = 0 

I (X  = 451) 

0-5 

450  (>99)  + 

1 «1) 

0(0) 

II  (X  = 245) 

6-12 

239  (99) 

6 (2) 

0 (0) 

HI  (X  = 303) 

13-25 

292  (97) 

11  (4) 

0 (0) 

IV  (X  = 2) 

>26 

1 (50) 

1 (50) 

0 (0) 

*I)ocuinented  inlraoperalite  or  postoperative  inyotarilial  infarction,  pulmonary  edema,  or  rentricular  tachycardia  or 
hvpcrten.sire  crisis  icithout  progression  to  cardiac  death. 

■ • Figures  in  ]jarentheses  denotes  %. 


TABLE  IV 


Dhserved  Frecpiency  of  No  or  Onh  Minor  Complications 
(Neu  toni  Csing  the  Dripps  .\merican  Suigical  .Association 
Experience  Classification 


1 (X  = 72)  71 

II(X=r.h51)  548 

ill  (X  = 361)  316 

1\'(X=  17)  If 


Expec  ted  Fretpiency  of  .No  or  ()nl\  Minor  Complications 
Csing  the  Goldman  et.  al. 

72 

537.5 

337.54 

13.21 


c;hi  stpiare  analysis:  (ohserced  frecinency:  expected  frequency). 

X-’  = .h5.5,‘i 

Using  the  l)i  ipps-.Vmerican  .Soc  iety  of  .Anesthesia  classification  the  expected  freepience  of  no  or  only  minor  complications 
is  almost  idenlical  to  the  ohseryed  fretpiency.  There  is  no  significant  difference  using  the  CHI  square  analysis. 
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ejection  mill  nun  ol  at  least  Cirade  2 ol  (i  actoiii- 
jianied  by  carotid  artery  and  cardiac  lindings 
consistent  ivith  aortic  stenosis  as  being  “j^rolialily 
important  aortic  stenosis".  Cieniral  cenons  pi  es- 
snre  was  estimated  l)v  the  internist  and  anesthesi- 
ologist sim])ly  at  the  bedside.  I’rematnre  \enlricn- 
lar  contractions  greater  than  lice  per  ininnte  was 
determined  be  means  ol  history  reciew,  medical 
record,  and  preoperative  KCXl  and  preoperative 
E(Xi  inonitoring  just  prior  to  snrgerc'.  We  re- 
\ iecvecl  all  available  patient  records  to  corroborate 
historical  and  examination  lindings  and  labora- 
tory data  preoperatively  and  postoperat ively.  Kx- 
cejit  lor  KCXi  monitoring  in  recocery  or  ICiU,  and 
for  symptomatic  jxitients,  postoperative  IXXf's 
were  not  routinely  oirtainecl.  FXXf  tracings  and 
cardiac  en/ymes  cvere  obtained  in  all  cases  clecel- 
oping  postoperative  ECXf  ichemia  01  angina. 
Cioldman's  statistically  insignificant  variables 
were  noted  by  way  of  review  and  were  jtulge- 
mentally  included  in  the  internal  medical  sub- 
jective categori/ation  or  Dripps-A.S.V  assessment. 
Ehese  mathematicallv  neglected  variables  in- 
clude: hyperlijddemia,  smoking,  diabetes,  hyper- 
tension, periplieral  atherosclerotic  vasetdar  dis- 
ease, stable  angina,  old  myocardial  infarction  by 
history  or  electrocai  cliography,  .ST-segment  or  'E 
evave  changes,  carcliomegaly,  mitral  calve  disease, 
bundle  branch  block,  and  congestive  heart  failure 
in  the  absence  of  third  heart  sound  or  jugular  vein 
distention.  Wdiile  few  in  nnmber,  sick  sintis 
syndrome,  idiojjathic  hypertrophic  aortic  stenosis 
and  Cdass  1\^  angina  cases  were  likeevise  cnllecl  out 
of  the  study  by  internal  medical  preoperative 
evaluation.  Cases  lonnd  to  have  significant 


caiolid  Irrnits  ci  ith  symptoms  of  cercbial  ischemia 
cveie  likewise  relerred  lor  surgical  treatment.  .Sev- 
eial  previously  muliagnosed  vascular  jtroblems. 
cvere  picked  np  in  the  sindy  and  jnclged  to  have  a 
surgically  treatable  vascular  disease.  A nnmber 
of  the.se  cases  recciceci  one  of  several  operations 
inclnding  caiotid  endai  terectomy,  resection  of 
aneurysms,  coronary  artery  bypass,  and  pace- 
makers. ^^ost  cvere  then  readmitted  for  lens  im- 
plantation follocving  treatment  evith  improvement, 
in  anesthetic  risk  classification. 

Of  the  twelve  patients  e.xjteriencing  postojreia- 
live  hypertensive  crisis,  with  blood  pie,ssnre.s  of 
220  I 10  or  over  and  generally  with  tachycardia, 
seven  of  these  ocenrred  in  the  group  receiving  the 
modified  Eivcr|)ool  type  of  anesthesia. 

Aside  from  cai cliovascidar  life  threatening  com- 
jdications,  several  other  statistically  insignificant 
non-cardiac  complications  arose:  one  case  of  ])Osi 
operative  bronchopnenmonia,  one  case  ol  acute 
cholescystitis,  and  one  seveie  antibiotic  allergic 
reaction  cvere  doenmented. 

Discussion 

I’he  subjective  E)ripps-,\merican  .Society  of 
• Vnesthesiology  |)hysical  status  classification  and 
the  Cxoldman  Cardiac  Risk  Index  were  compared 
as  predictability  indicators  for  life  threatening- 
complications  and  death  in  a series  of  1001  intra- 
ocidar  lens  implantation  operations  compared  to  a 
similar  series  of  general  surgical  cases.  No  deaths 
and  leever  lile  threatening  emergencies,  nineteen 
(10),  were  experienced  in  the  elective  eye  singery 
(lOL  ca.ses  of  Newton)  group  as  compared  to  the 
general  surgical  group  of  Coldman  et  al,  or  thirty- 
nine  (80)  c a.ses. 


TABLE  V 

COMPARISON  OF  NEWTON  EXPERIENCE  WITH  GOLDMAN  ET.  AL. 

Olj.sfivcd  l ic'(|ueiuy  of  \o  or  Only  Minor  C.omplicatioiis  l-,X[)vcti(i  l're(|uc‘iuy  of  No  or  Oiilv  Minor  C.oinplications 

I'.sing  Cardiac  Risk  Index  Using  Cioldinan  experience 

C..\R1)I.\C  RI.SK  INDEX 


1. 

(N  r 

= 1.51) 

450 

445.81 

11. 

(N  = 

= 245) 

289 

220.84 

III. 

(N  = 

= 808) 

292 

199.77 

IV. 

(N  = 

= 2) 

1# 

.44* 

*Too  few  cases  to  be  valid. 

Clii  scpiare  analcsis;  (observeil  frecpiency:  expected  frecpiency). 

X2  = 13.2720 
p = <.001 

Using  tlic  cardiac  risk  index  as  conipnled  by  (ioldnian  et.  al.  the  observed  frecjnency  of  no  or  only  minor  complication  was 
higher  for  all  classes  of  Newton  patients.  1 he  difference  is  significant  (P  < .001)  however,  most  all  of  the  difference  seems 
to  be  concentrated  in  Class  111. 
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Univariant  relations  between  the  independent 
risk  variables  of  Goldman’s  general  surgical  group 
with  respect  to  the  development  of  cardiac  com- 
plication rates  are  comjiared  to  the  elective  geri- 
atric lOL  cases  of  Newton.  Each  series  was  exact 
as  to  size,  1001  cases  each.  The  average  age  in  the 
eye  group  was  somewhat  older  than  the  general 
surgical  group,  70.3  years  compared  to  64.5  years 
in  the  Goldman  series.  The  groups  differed  sig- 
nificantly in  several  important  respects.  By  the 
Gardiac  Risk  Index  analysis,  only  two  Class  IV 
patients  were  identified  in  the  lOL  group  com- 
pared to  eighteen  Class  IV  patients  in  the  general 
surgical  group.  Three  risk  categories  were  elimi- 
nated altogether  in  the  lOI.  group  compared  to 
the  surgical  group  (i.e.  (1)  myocardial  infarction 
in  preceeding  six  months,  (2)  intraperitoneal  or 
intrathoracic  or  aortic  operation,  and  (3)  emer- 
gency operation).  The  Cardiac  Risk  Index 
allowed  a significantly  greater  percentage  of 
])atients  to  be  classified  in  Class  I without  showing 
an  increase  in  life  tlneatening  complications  in 
that  group. 

By  chi  .square  analysis  which  was  significant 
(p  = <.001),  the  expected  fretpiency  of  no  or  only 
minor  complications  was  greater  for  all  classes  of 
the  eye  surgical  cases  (lOL  cases  of  Newton)  as 
compared  to  the  expectetl  frequency  using  the 
cardiac-risk  index  as  computed  by  Goldman  et  al. 
Likewise,  using  the  I)i  ipps-American  Society  of 
Anesthesiology  class! ficai ion,  the  expected  fre- 
quence of  no  or  only  minor  complications  is 
greater  than  expectations  in  all  classes  for  the  eye 
surgical  cases.  It  is  felt  that  several  important 
factors  may  mitigate  lavorably  to  reduce  anes- 
thesia risk  for  the  lOL  group. 

Elimination  of  recent  myocardial  infarction 
cases  from  the  lOL  study  is  probably  related  to 
the  reduced  number  of  patients  in  three  other 
important  risk  categories  ( (1)  S3  gallop  of  jugular 
vein  distention,  (2)  rhythm  other  than  sinus  and 
(3j  premature  ventricular  contractions  greater 
than  5/min). 

Prior  medical  and  surgical  treatments  may  have 
improved  the  risk  in  the  elective  lOL  group  as 
compared  to  the  surgical  group.  Nine  patients  in 
the  lOL  group  had  pacemakers.  Eour  of  these  had 
prior  discharge  from  the  lOL  study  group  and 
readmission  for  eye  surgery  after  correction  of 
arrythmia.  Nineteen  (19)  patients  similarly  were 
treated  prior  to  eye  surgery  with  successful  coro- 


nary artery  by-pass  operations.  Eleven  patients 
had  recovered  from  successful  carotid  endarterec- 
tomy surgery.  Conversely,  none  of  these  condi- 
tions might  not  have  received  prior  treatment 
in  the  event  of  a general  surgical  emergency 
admission. 

Eurthermore,  average  duration  of  anesthesia 
time  varies  between  the  two  groups,  being  gen- 
erally briefer  for  the  lOL  surgery. 

Patient  selection  may  bear  upon  the  compara- 
tive results.  It  is  difficult  to  estimate  the  per- 
centage of  patients  actually  “culled  out”  in  the 
selection  process  for  elective  lOL  surgery.  Most 
genuinely  poor  risk  patients  are  generally  not 
referred  for  eye  surgery  in  the  first  instance.  The 
ophthalmologist  further  trims  the  number  of 
surgical  candidates  with  his  surgical  judgement. 
Partially  sighted  extreme  risk  patients  are  simply 
not  admitted  for  elective  surger)'  under  general 
anesthesia.  Finally,  of  those  admitted  some  were 
discharged  from  the  study  without  eye  surgery,  or 
received  surgery  with  regional  block  only. 

Other  unidentified  factors  may  bear  upon  the 
demonstration  of  greater  fretpiency  of  no  or  only 
minor  complications  in  the  lOL  group  of  Newton 
as  compared  with  the  general  surgery  group  of 
Goldman.  However,  from  a risk  standpoint,  it 
appears  that  preoperative  identification  of  certain 
serious  cardiac  risk  variables  and  physical  factors 
can  be  used  to  great  advantage  for  patient 
selection. 
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Family  Practice,  A New  Perspective* 


Ernie  J.  Chaney,  M.D.** 


\/\/^ lien  people  talk  alioul  gaining  a new 
peispect ive,  they  are  talking  about  a dynamic 
process.  It  implies  moving  around  tor  another 
look.  It  connotes  relusal  to  accept  the  Hat,  static 
\ iew  ot  a situation.  When  yon  see  another 
perspective,  \on  alsc)  discover  an  additional 
dimension. 

This  morning  1 will  s|iend  a few  minntes  telling 
yon  about  the  dimensions  and  perspectives  ot 
lamily  practice  that  have  jiositive  implications  lor 
nil  ol  medicine.  In  addition,  I have  some  survey 
data  on  the  subject  ot  stress,  which  we  certainly 
all  lecognize  as  a significant  dimension  of  life. 

^Vhen  family  practice  became  tbe  2()th  nnijoi 
medical  specialty  I f years  ago,  it  comprised  a new 
perspective  in  medicine.  Before  that,  young  men 
and  women  had  to  accpiire  the  attributes  ot  the 
well-ronnded  family  physician  largely  through 
their  own  efforts  and  insights  following  a self- 
selected  postgradnatc  process.  I'he  American 
.Academy  of  Family  Physicians,  with  membership 
contingent  npcm  lidfilling  C.\IE  recpiii ements, 
jclayed  an  important  part  in  making  this  a feasible 
lonte  to  continned  competence. 

Howevei,  the  establishment  of  three-year  resi- 
dency programs  in  the  recognized  specialty  erf 
lamily  |)ractice  created  an  opjrortnnity  lor  medi- 
cal gradnates  to  participate  in  an  engani/ed  course 
of  study  and  experiences  built  on  traditional 
medical  cornerstones— drawing  most  heavily  o!i 
internal  medicine,  pediatrics,  obstetrics  and  gyne- 
cology, smgery,  and  psychiatry.  I’he  specialty  of 
family  jrractice,  then,  is  based  on  the  heritage  cd 
general  jjractice,  but  has  gradnate  programs  (resi- 
dencies) for  physicians  whose  training  encom- 
passes first  contact  care,  contimions  care,  compre- 
hensive care,  personal  care,  family  care,  and 
comjcetence. 

.\long  with  formalization  of  the  edncational 
prc)ce,ss,  we  also  benefitted  from  the  formalization 
of  board  certification.  And  the  very  process  of 
struggling  for  establishment  of  the  American 
Board  of  Family  Practice  resulted  in  significant 
innovations  that  continue  evorking  to  keep  the 
specialty  dynamic. 


* Presented  at  the  annual  meeting  of  the  Arkansas  Medical  S<)ciei\. 
May  5*8.  1983,  rayetteville,  Arkansas. 

**Imniediate  Past  President.  American  .Academy  of  Family  Physi- 
cians. P.  O.  Pox.  2.^9.  Belleville,  Kansas  6(>935. 


1 hose  of  you  who  ]:)ractice  in  the  other  medical 
siiecialties  are  entitled  to  know  about  our  train- 
ing, CiME  and  certification— our  perspectives,  it 
you  will— and  those  of  you  in  family  practice  are 
entitled  to  take  jtricle  in  them. 

I'here  are  387  accredited  lamily  practice  resi- 
dency progratns.  Ivach  provides  supervised  in- 
hospital  clinical  training  as  well  as  experience  in 
an  ambulatory  facility  that  emulates  titi  office 
jnactice.  Mere  the  residents  learn  the  jjragmatics 
of  giving  comprehensive  medical  care  to  individ- 
uals in  the  context  of  their  family  relationships. 

1 hese  family  jjractice  centers  are  located  near 
the  sponsoring  institutions.  At  presetit.  the  387 
residency  programs  have  the  bases  shown  on  this 
slide:  little  more  than  half  (.53.7  ])ercent)  are 

based  in  community  hospitals  and  afliliaied  with 
medic al  schools.  About  I 1 percent  are  community 
based,  but  administered  by  medical  schools. 
.\nother  12  jiercent  in  community  hospitals  are 
not  so  affiliated.  About  16  percent  of  the  resi- 
dency programs  are  loctited  in  medical  schools. 
The  linal  component  of  location  is  in  aimed  forces 
facilities. 

.Mthough  many  lamily  jji  actice  residencies  have 
developed  their  curricttla  to  reflect  an  educational 
process  based  upon  knowledge  which  must  be 
obtained  rather  than  the  amount  ol  litiic  reejuired 
to  obtain  such  knowledge,  most  family  practice 
residencies  still  divide  the  time  spent  in  the  pro- 
gram into  the  number  of  months  spent  on  various 
rotations.  All  family  practice  residencies  are  re- 
cpiirecl  to  include  in-hospital  education  in  apjirox- 
imately  the  following  amounts: 

Internal  Medicine  — 8 to  12  months 
Obstetrics-Gynecology  — 3 months 
General  .Surgery  — 2 months 
Pediatrics  — 4 to  5 months 

.Additionally,  there  must  be  educational  exper- 
ience, either  in  block  rotations  or  through  some 
other  mechanism  in  the  curriculum,  in  the  fol- 
lowing areas:  Community  .Medicine,  Emergency 
.Medicine  (including  Cardiopulmonary  Resuscita- 
tion), Flmuan  Behavior,  Neurology,  Ophthalmol- 
ogy, Orthopeilics,  Otolaryngology,  Practice  Man- 
agement, Psychiatry,  Radiology  and  Urology. 

Upon  completion  of  their  residency,  the  young 
men  and  women  hopefully  embody  the  attributes 
that  make  up  the  definition  of  family  practice 
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tlial  is  espoused  by  the  Anu'rican  Academy  ol 
Family  l*h\siciaiis  and  die  American  lioaicl  ol 
Family  Practice; 

• '‘Famils  I’laciice  is  c ompi e!iensi\c  mediced 
care  ..." 

• "...  w ith  paiticnlar  empliasis  on  die  lamily 
emit  ..." 

• "...  in  nliicli  the  physici;ni'.s  ccmdnning  re- 
sponsihilits  lor  liealth  care  is  not  limited  b\ 
the  patient's  age  or  sex  nor  by  a particular 
organ  system  or  disease  entity  ..." 

• "Family  Practice  is  the  specialtc  in  bre  ichh 
which  builds  njicm  a core  of  knowledge  cle- 
livecl  Irom  other  disciplines— drawing  most 
heacily  on  internal  medicine,  pediatrics, 
obstetrics  and  g\  iiecology,  surgery  and 
|)sychiatry  ...” 

e "...  and  rvhich  establishes  a cohesice  unit 
combining  the  behavioral  sciences  widi 
the  traditional  biological  and  clinical 
sciences  ..." 

9 “ Fhe  core  of  knowledge  encompassed  by  the 
discipline  of  Family  Practice  prepares  the 
Family  Physician  for  a nnicpie  role  in  patient 
management,  problem  sohing,  counseling 
and  as  a personal  physician  who  coordintites 
total  health  care  delivery.” 

\ he  graduates  sit  for  the  certifying  examinat ion 
of  the  American  Board  of  F'amily  Practice,  d’he 
.VBF'P  is  proud  of  the  innovations  it  established 
at  its  inception  14  years  ago,  as  well  as  others 
that  contintie  to  evolve.  Among  those  are  the 
foilcnv'ing: 

(1)  It  was  the  first  to  include  directors  from 
other  boards. 

(2)  There  was  no  “grandfathering"  in  the 
AlfFP. 

(3)  4 he  ABFP  was  the  first  special t\  board  to 
recpiire  re-certification. 

(4)  The  ABFP  was  the  first  to  reepnre  review 
of  office  records. 

(.5)  It  was  the  first  to  provide  immediate  feed- 
back after  in-training  assessment  exam. 

\ow  to  expand  briefly  on  these  innovations: 

In  addition  to  10  family  physicians  on  the 
.VBFP's  1,5-member  Board  ol  Directors,  there  are 
live  directors  from  other  specialty  boards:  one 
each  from  jcediatrics,  surgery,  internal  medicine, 
obstetrics  and  gynecology  and  psychiatry.  4'his 
jjracticalh  guarantees  a dynamic  atmosphere 
within  the  certifsing  i)rc)cess. 


1 he  spechdly  ol  l:miily  pciclice  was  the  liist 
evei  to  lecpiire  extmiinal  ion  lor  ;dl  those  who 
;i((puie  cliplomate  sltitus.  I here  ;ue  no  “gi;md- 
hitheis"  in  lamily  pi  act  ice.  Every  boaid  cerlilied 
hnnily  physician  has  |)assecl  the  tough  two-da\ 
examination  gi\en  liy  the  .\merican  Botird  of 
Family  Practice. 

Family  Practice  was  also  the  lirst  to  recpiire 
periodic  rc-certification.  4 he  recertification 
process  is  not  merely  tin  extnnintttion.  It  is  a 
process  of  four  major  elements;  (1)  continuing 
eductition;  (2)  licensure:  (.5)  cognitive  extunina- 
tion;  and  (4)  office  reccncl  review.  F'.very  six  yetirs 
we  comjilete  this  process.  (It’s  ;im;i/ing  how 
cjuickly  six  yetirs  can  pttss.) 

I he  ABFP  was  the  first  to  htive  in-clc])th  ;mcd\- 
sis  of  olfice  records  as  ptirt  of  the  recertifictition 
piocess.  Every  physician  partic i|)ating  in  the 
recertification  process  must  submit  a certain  num- 
ber ol  copies  of  patient  chtirts  (with  ptitient 
identification  deleted)  to  the  .VBFP  to  Ire  reviewed 
by  chart  analysts.  Candidates  lor  recertification 
must  demonstrate  appropriate  data  in  their  pa- 
tients' charts.  1 his  review  procedure  itself  is 
being  updated  through  a research  project  which 
does  it  more  thoroughly  and  extensively  through 
the  use  of  the  computer. 

4 he  ABF4*  was  the  first  certifying  board  to 
give  residents  immediate  teedback  from  their 
in-training  assessment  exam.  LIpon  handing  in 
their  answer  sheets,  residents  are  immediately 
given  a criticpie  booklet  llnit  contains  an  explana- 
tion of  the  individual  test  cpiestiems  and  problems, 
with  the  proper  answers  and  the  justification  ol 
those  answers.  It  also  is  relerenced  with  an  exact 
bibliographic  source  Irom  the  current  meclic;d 
literature. 

I he  entire  process  of  certilication  and  recertili- 
cation— cognitive  exams,  record  review,  in-training 
assessment— is  subject  to  constant  evaluation  and 
review.  4'here  are  more  than  27.000  physicians 
currently  certified  in  this  specialty.  .About  hall 
ol  the.se  cpialified  to  sit  for  the  exam  in  the  early 
70's  through  documented  CME.  and  other  creden- 
tials, before  that  avenue  was  closed  in  107H.  I he 
other  half  are  residency  graduates. 

We  are  determined  to  continue  development  as 
the  specialty  with  di]jlomates  who  have  demon- 
strated excellence  and  proficiency  in  cognitive 
knotviedge,  procedural  skills,  and  interpersonal 
skills. 
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I submit  that  perspectives  such  as  these  promise 
new  dimensions  of  accomplishment  for  all  of 
medicine. 

Moving  onto  a Inoader  plane,  I have  some 
information  to  share  this  morning  on  the  sidoject 
of  stress.  We  in  family  practice  certainly  do  not 
claim  exclusive  interest  in  the  effect  of  stress  on 
people’s  health.  It’s  a growing  awareness  through- 
out the  medical  profession,  as  well  as  the  public 
at  large. 

.\s  the  emphasis  grows,  and  words  like  “life- 
style,” “wellness,”  and  “stress  management”  be- 
come part  of  the  popular  vocabulary,  we  find 
increasing  relevance  to  a survey  conducted  in 
1979  l)y  the  American  Academy  of  Family 
Physicians. 

The  survey  was  titled  “Lifestyles/Personal 
Health  Care  in  Different  Occupations.”  We 
sought  information  from  approximately  4,500 
individuals  in  si.v  occu|)ational  groups:  physicians, 
farmers,  gaiment  workers,  secretaries,  business 
exec  utives  and  teachers. 

In  the  next  few  moments,  I would  like  to  show 
you  some  of  the  findings  in  terms  of  stress  and 
people’s  understanding  of  it.  I want  to  emphasize 
this  is  perceived  stress,  as  reported  in  answers  to 
a survey— not  actual  stress  as  measured  in  clinical 
terms  or  professional  observations.  It  seems  ob- 
vious that  we  need  to  understand  this  perception 
of  stress  as  a tool  in  bringing  about  reduction  in 
visks. 

I Iiis  first  slide  indicates  that  everyone  except 
the  farmers  feels  a significant  degree  of  stress  on 
the  job.  And  yet,  as  the  unshaded  bars  indicate, 
most  say  that  they  like  their  job.  From  this  we 
can  conclude  that  stress  is  not  necessarily  looked 
upon  as  an  inherent  evil,  but  rather  as  more  of  a 
stimulus  in  the  work  ])lace. 

.\s  individuals  responsible  for  helping  people 
handle  stress,  you  will  be  interested  in  our  find- 
ings about  the  specific  factors  reported  as  par- 
ticularly stressful:  We  asked,  “If  you  find  your 
job  stressful,  which  of  the  following  contribute?" 
1 hese  are  residts. 

.\nother  cpiestion  was,  “If  you  are  unhappy 
rvith  your  job,  which  of  the  following  contribute?” 
Fhe  leading  cause,  you  can  see,  is  lack  of 
appreciation. 

^V^e  also  asked  the  respondents  to  identify  the 
factor  most  important  in  ccmsiclering  a change  in 
their  line  of  work. 

When  we  asked  what  the  people  did  to  cope 


with  stress,  we  found  that  talking  to  a friend  and 
exercising  led  the  list  of  methods.  Additional 
figures  not  shown  on  this  slide  indicate  that  very 
lew  (2.7%)  said  they  talked  to  professionals  such 
as  a physician,  clergyman  or  therapist.  Several 
methcxls  are  practices  detrimental  to  health  which 
we  need  to  help  people  deal  with.  We'll  return  to 
those  specifics  in  a moment. 

The  Lifestyles  study  clearly  indicates  that  for 
the  most  of  the  six  occufjational  groups  surveyed, 
the  workplace  generates  more  stress  than  the 
home.  clear  majority  in  all  six  groups  say  they 
are  very  content  with  their  living  arrangements— 
including  two-thirds  of  the  executives,  three- 
fourths  of  the  physicians,  and  nearly  four-fifths  of 
the  farmers.  Slightly  less  than  60  percent  of  the 
teachers,  garment  workers  and  secretaries  report 
a comparable  degree  of  high  satisfaction.  Even 
so.  better  than  95  percent  of  all  six  groups  indi- 
cated they  are  at  least  fairly  content  with  their 
living  arrangements. 

Two-thirds  of  the  garment  workers  and  teach- 
ers, almost  85  jjercent  of  the  executives,  and 
nine-tenths  or  better  of  the  farmers  and  physicians 
are  married.  Secretaries  constitute  the  “least 
married”  sample  (59%),  with  the  highest  propor- 
tion of  divorced  as  well.  Roughly  one-fifth  of  the 
secretaries  and  teachers  are  single. 

The  general  level  of  satisfaction  with  home  life 
may  be  indicated  by  the  much  smaller  percentages 
who  checked  off  specific  “Problems  at  home”  than 
checked  off  specific  “job  stress  factors.”  For  ex- 
ample, whereas  “workload”  was  checked  by  49 
percent  of  the  physicians  and  48  percent  of  the 
secretaries  as  a job  stress  factor,  the  highest  per- 
centages of  either  group  who  checked  off  any  one 
home  problem  was  16  percent  of  the  physicians 
(spouse  conflicts)  and  19  percent  of  the  secretaries 
(money). 

This  slide  shows  the  home  problems  acknowl- 
edged by  each  of  the  six  groups.  The  overall 
consistency  of  most  of  these  samples— money, 
spouse  conflicts  and  sexual  difficulties  leading 
most  lists  without  great  gaps  between  them— is 
perhaps  as  noteworthy  as  the  differences  that  do 
exist.  Additional  information  shows  that  % of 
the  farmers  indicate  no  home  problems  and  that 
more  than  half  of  the  doctors  and  executives 
followed  suit. 

Overall,  home  problems  do  not  loom  as  large 
for  the  six  occupational  groups  as  work  problems. 
The  exception  is  among  the  garment  workers,  for 
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■whom  salary  is  the  chief  reason  to  consider 
changing  jobs,  the  major  source  of  job  stress  and 
job  nniiappiness,  and  tlie  largest  j)roblem  at  home 
besides. 

Returning  to  the  sid)ject  of  how  these  indi- 
A idnals  cope  with  stress,  and  that  a number  of  the 
methods  are  detrimental  to  one’s  health,  onr 
survey  reveals  interesting  figures  about  the  use  of 
cigarettes  and  alcohol.  There  are  marked  dif- 
ferences between  the  six  samples  regarding  the  ex- 
tent of  cigarette  smoking,  .\lthough  non-smokers 
outnumber  smokers  in  all  six  samples,  the  propor- 
tion ranges  from  91%  non-smokers  for  farmers 
down  to  76%  for  garment  tvorkers. 

.\s  you  continue  viewing  the  general  propor- 
tions of  smokers-to-non-smokers,  I will  tell  you 
that  a very  different  pattern  emerges  when  the  six 
samples  are  compared  with  reference  to  the  in- 
tensity of  their  cigarette  smoking;  that  is,  com- 
paring heavy  smokers  to  light  smokers  within  each 
group.  For  purposes  of  this  study,  heavy  smokers 
are  defined  as  those  who  smoke  a pack  or  more 
per  day,  and  the  following  data  applies  only  to 
smokers. 

.\mong  garment  cvorkers,  the  light  smokers 
outnumber  the  heavy  by  a majority  of  eight  to 
one.  Amcmg  physicians  and  farmers,  the  two  types 
of  smokers  are  about  ecjual.  Light  smokers  pre- 
dominate somewhat  among  teachers,  while  heavy- 
smokers  predominate  somewhat  among  secre- 
taries. Among  the  executives,  the  predominance 
of  heavy  smokers  is  even  more  pronounced,  where 
they  lead  by  a margin  of  about  five  to  two. 

In  terms  of  cigarettes  smoked  per  day,  garment 
workers  are  no  longer  the  “highest”  users  (as  they 
were  when  considering  the  fact  of  smoking  per  se), 
but  the  lowest:  the  garment  workers  who  smoke 
reported  using  approximately  eleven  cigarettes 
per  day— about  half  the  number  used  by  physi- 
cians (21)  and  secretaries  (22).  Their  consumption 
was  somewhat  less  than  half  the  rate  for  smoking 
executives,  who  average  26  cigarettes  per  day. 
Those  farmers  and  teachers  who  smoke  fall  in  the 
middle  in  terms  of  how  many  cigarettes  smoked 
per  day,  at  about  19. 

Here  again  there  is  an  interesting  relationship 
between  degree  of  usage  and  the  likelihood  of 
cpiitting.  While  executives  may  be  the  heaviest 
smokers  at  26  cigarettes  a day,  the  survey  found 
that  they  are  also  the  most  successful  at  quitting; 
53  percent  of  the  non-smoking  executives  are  ex- 
smokers. .^bout  half  of  the  non-smoking  physi- 


(ians  are  also  “(putters.”  Garment  workers  have 
the  smallest  [terc'entage  who  have  been  able  (jr 
motivated  to  cpiit— possibly  because  of  their  low 
intensity  of  use-per-day.  Perhaps  11  cigarettes  per 
day  is  not  perceived  as  a health  risk  in  the  same 
way  as  is  the  executives’  26  per  day.  The  heavier 
a smoker  one  is,  the  greater  the  motivation  may 
be  to  (piit. 

As  health  professionals,  then,  we  can  learn  that 
on  the  subject  of  smoking  we  cannot  make  broad 
assumptions  about  the  correlation  between  use, 
intensity,  and  the  ability  to  (piit  smoking. 

^Vhen  it  comes  to  alcohol,  personal  belief  comes 
clearly  into  focus  as  a factor  in  reducing  risk. 
.\lthough  there  is  a general  agreement  among  the 
groups  that  drinking  alcohol  can  be  physically 
and  psychologically  harmful,  there  is  wide  di- 
vergence between  them  on  the  question  of  im- 
morality of  alcohol  use.  Only  10  percent  of  the 
executives  and  15  percent  of  the  teachers  consider 
its  use  immoral,  but  -15  percent  of  the  garment 
tvorkers  and  47  percent  of  the  farmers  do  so. 
Teetotalers  are  numerous  only  among  those  two 
latter  groups:  the  farmers  (47  percent)  and  the 
garment  workers  (45  percent).  There  is  an  ob- 
vious correlation  between  belief  of  immorality 
and  abstinence. 

On  the  other  hand,  there  is  almost  no  correla- 
tion between  abstinence  and  a belief  in  the  physi- 
cal and  psychological  harmfulncss  of  alcohol,  as 
shown  at  the  upper  reaches  of  this  graph.  Despite 
the  high  levels  of  agreement  that  alcohol  is  poten- 
tially harmful,  91  percent  of  the  executives,  66 
percent  of  the  physicians  and  82  percent  of  the 
teachers  and  secretaries  are  at  least  moderate 
drinkers. 

Incidentally  heavy  drinkers— defined  as  those 
rvho  take  seven  or  more  drinks  a week— are  most 
prevalent  among  executives,  where  they  constitute 
about  a third  of  the  sample.  You  will  remember 
that  executives  were  also  the  group  reporting  the 
heaviest  cigarette  usage. 

We  have  other  figures  that  confirm  the  dis- 
crepancy between  what  people  know  is  healthful 
and  what  they  are  doing  about  it.  For  instance, 
almost  two-thirds  of  the  respondents  in  each 
group  want  to  lose  weight,  but  no  more  than  10 
{rercent  of  any  sample  group  had  followed  a diet 
during  the  six  months  prior  to  answering  the 
questionnaire— with  the  sole  exception  of  female 
physicians. 

Of  those  who  had  tried  to  lose  weight,  physi- 
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cians  did  best,  with  some  ()8  percent  of  them 
rejxtrting  success.  Least  siiccesslul  in  recent  diets 
were  garment  wot  kers  (38%)  and  teacliers  (39%,). 

In  tlie  matter  ot  exercise,  also,  our  sinsey  con- 
firms the  difference  between  knowing  wliat  is 
liealthfnl  and  doing  it.  Belief  in  the  importance 
(jf  exercise  is  nearly  unanimous,  ranging  from 
86%,  of  the  garment  workers.  Nonetheless,  fewer 
than  half  of  the  farmers,  garment  woikers  and 
secretaries  and  only  slightly  more  than  half  of  the 
teachers  claim  to  exercise  twice  a week  or  more. 
.\hout  2%  of  the  doctors  and  executives  claim  to 
do  so.  All  six  gronjjs  agreed  oti  the  numher  one 
activity:  wtilking. 

Out  lifestyles  study  revealed  ;i  numher  of  other 
interesting  patterns  among  tlie  six  occupational 
groups.  I'here  is  not  time  to  pursue  each  of  them. 


1 he  overriding  me.ssage  that  comes  through  the 
clatii  of  onr  study  is  that  ocenjration  and  the  work- 
place are  highly  significant  factors  affecting  life- 
styles and  health  care  practices. 

Also,  we  have  interesting  data  that  indicates 
the  degree  of  disparity  between  what  people  in  all 
occupations  knoxv  to  he  good  for  their  health  and 
what  actions  they  actually  take  in  their  own 
itehalf. 

1 find  it  sobering  that  so  few  of  the  individuals 
in  onr  survey  sought  jrrofessional  help  in  dealing 
evith  stress.  Clearly,  eve  must  he  aggressive  in 
presenting  the  concepts  of  w'ellness  and  preventive 
medicine  so  that  ])eople  identify  us  as  viable 
scjiirces  of  help  in  these  areas,  as  well  as  the  more 
traditional  situations  of  disease  and  accidents. 
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The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 

(See  Answer  on  Page  599) 


HISTORY:  J.  B.  is  a 52-year-old  woman  known  to  have  obstructive  lung  disease  who  experienced  a recent  three 
hour  long  episode  of  severe  substernal  chest  pain.  Her  routine  physical  examination  was  suggestive  of  COPD. 
The  cardiac  examination  revealed  a prominent  left  parasternal  impulse,  proper  splitting  of  $2,  and  an  S3  which 
failed  to  vary  with  respiration.  Of  the  following  choices,  which  is  least  likely  to  be  present? 

1.  Anterior  infarction. 

2.  Inferior  and  true  posterior  infarction. 

3.  Right  bundle  branch  block  and  left  posterior  fasicular  block. 

4.  Right  ventricular  hypertrophy. 


Randy  Jordan,  M.D.,  and  John  W.  Watson,  M.D. 
UAMC-LRVAMC  Division  of  Cardiology 
Little  Rock,  Arkansas 
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Post-Traumatic  Cyst  of  the  Tibia 
A Case  Report 

Philip  H.  Johnson,  M.D.* 


J_  his  case  report  represents  an  unusual  frac- 
ture complication.  A 28-year-old  healthy  white 
male  motorcycle  mechanic  was  seen  in  our  clinic 
seven  weeks  post-injury  primarily  as  a result  of  a 
strange  appearing  x-ray.  What  appeared  to  be  a 
cyst  was  present  in  the  louver  tibia  as  seen  on  the 
lateral  view  (Fig.  1). 

This  patient’s  history  began  seven  weeks  earlier 
when  he  sustained  an  injury  to  his  right  ankle 
while  starting  a motorcycle.  The  single  cylinder 
Honda  500  backfired  at  the  time  of  a kick-start 
compressing  his  leg  between  the  starter  and  the 
handle  bars.  He  sustained  a bruise  to  the  top  of 
his  knee  and  an  extremely  sore  ankle.  He  con- 
tinued to  work  for  the  remainder  of  the  day.  He 
consulted  his  physician  two  days  later  because  of 
persistent  ankle  pain  and  swelling.  X-rays  were 
made  (Fig.  2)  and  carefully  evaluated.  They  were 
read  as  negative.  No  treatment  was  felt  necessary 
and  the  patient  continued  to  work  and  ambulate 
normally  on  his  painful  ankle.  One  week  later 
he  returned  to  his  physician’s  office  because  his 
pain  and  swelling  were  increasing.  A second  x-ray 
was  taken  of  the  ankle  (Fig.  3)  which  showed  a 
small  linear  fracture  of  the  distal  tibia  in  the 
coronal  plane  (arrow),  without  displacement.  Fre- 
quently osteolysis  at  the  fracture  margins  during 
the  first  week  make  a hairline  fracture  more 
obvious  on  follow-up  x-rays.  The  patient  at  that 
time  was  placed  in  a short  leg  nonweight  bearing 
cast.  When  the  cast  was  removed  six  weeks  post- 
injury, an  alarming  cystic  lesion  was  seen  in  the 
distal  tibia  on  the  oblique  lateral  x-ray  (Fig.  1). 

•Little  Rock  Orthopedic  Clinic,  9500  Lile  Drive,  P.  O.  Box  5270, 
Little  Rock,  Arkansas  72215. 


At  this  point  the  patient  was  referred  for  ortho- 
pedic consultation.  Wdien  repeat  films  were 
examined,  it  appeared  that  the  patient  had  a cir- 
cular shadow  in  the  distal  tibia  with  a halo  of  new 
bone  about  its  periphery  (Fig.  4).  Could  this  be 
a growth  of  new  tumor  tissue,  or  could  it  represent 
a jjreviously  existing  tumor  rendering  the  bone 
more  vulnerable  to  fracture?  Tumors  in  the  distal 
tibia  near  the  epiphysis  were  considered.  The 
patient  was  referred  to  the  hospital  for  tomograms 
(Fig.  5).  It  was  obvious  from  these,  that  what  was 
suspected  initially  to  be  a round  cystic  lesion  in 
the  epiphysis,  was  actually  a semicircular  defect 
sitting  on  top  of  the  old  fused  epiphyseal  plate. 
The  bone  below  in  the  epiphysis  was  normal.  It 
then  became  apparent  after  reviewing  his  benign 
initial  x-rays  that  this  cyst  represented  a hema- 
toma in  the  distal  tibia  on  top  of  the  fused 
epiphyseal  plate.  Blood  gained  access,  deep  with- 
in the  bone,  through  an  undisplaced  coronal 
fracture  in  the  distal  tibia.  At  that  point,  the 
patient  w’as  replaced  in  a boot  walking  cast.  He 
was  next  x-rayed  ten  weeks  post-injury  (Fig.  6),  at 
which  time  it  appeared  that  some  “filling-in”  of 
the  lytic  defect  had  occurred.  The  cast  was  dis- 
carded and  the  patient  was  allowed  resumption 
of  normal  activities.  At  four  months  post-injury 
(Fig.  7)  definite  evidence  of  healing  had  occurred. 
By  this  time  the  patient  was  pain  free  and  working 
normally.  At  six  months  (Fig.  8)  complete  dis- 
appearance of  the  lesion  was  observed. 

Computer  search  of  the  literature  for  the  last 
twenty  years  failed  to  reveal  any  report  of  such  a 
cystic  lesion  complicating  a fracture.  No  doubt 
the  patient’s  continued  weight  bearing  during  the 
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lirst  week  alter  injury  produeeil  c onipression  of 
joint  blooel  across  the  Iracinre  protlncing  lliis 
cyst,  riie  bone  of  the  distal  epiphysis  ninst  Iiavc 
been  more  elensely  coni|)act  and  resisted  extrtivasa- 
tion  below  tlie  old  epiphyseal  plate.  .\  layering  ol 
the  blood  therefore  occurred  above  this  level 
rvhich  at  six  weeks  post-injury  had  produced  an 
obvious  peripheral  osteoblastic  resjtonse.  .Snbse- 
cpient  x-rays  revealed  complete  healing  of  this 
lesion. 

.\fter  the  origintil  x-rays  were  obtained,  which 


revealed  a normal  distal  tibia  at  the  time  of  the 
accident,  it  .seemed  reasonable  to  assume  that, 
these  changes  were  produced  by  his  injury.  Even 
though  no  tissue  diagnosis  was  obtained  to  sub- 
stantiate the  exact  nature  of  this  lesion,  I feel  that 
it  is  sale  to  assume  that  the  lesion  represented  an 
unusual  interos.seous  hematoma  produced  by  con- 
tinued weight  bearing  on  this  coronal  fracture. 
Complete  obliteration  of  the  lesion  over  a period 
(j1  months  gives  credence  to  this  thesis. 


Volume  80,  Number  12  — May,  1984 


585 


PUBLIC  HEALTH  AT  A GLANCE 


PH 


Hearing  Loss  In  Infancy:  An  Arkansas  Perspective 


Fred  R.  Beggs, 

J J earing  impairment  occurring  in  infancy 
has  life-long  effects.  Lack  of  auditory  stimulation 
can  result  in  neurophysiological  changes  along  the 
auditory  pathways.  Speech  and  language  develop- 
ment are  significantly  affected.  Consequently,  the 
hearing  impaired  child  is  effected  emotionally, 
socially  and  academically.  Family  members  en- 
counter numerous  problems  that  continue  for 
many  years. ^ 

The  promotion  of  good  hearing  and  the  identi- 
fication of  hearing  imj^airment  should  be  the 
responsibility  of  the  primary  health  care  providers 
of  the  child.  I’hese  people  maintain  the  trust  of 
parents  to  lead  them  if  a problem  is  suspected  or 
there  is  a concern.  Identification  of  significant 
hearing  loss  at  birth  and  early  infancy  presents 
more  difficulty  to  these  health  care  providers. 

Proper  prenatal  care  can  serve  as  a preventative 
for  congenital  hearing  loss.  Specific  care  activities 
should  include: 

• Pre-pregnancy  immunizations  to  rubella  or  a 
rubella  titer 

• Exercise  caution  in  prescribing  drugs  having 
ototoxic  potential  to  pregnant  women 

• Checking  pregnant  women  for  Rh  blood 
factor  incompatibility 

• Cautioning  pregnant  women  to  avoid  ex- 
posure to  cytomegalovirus  and  toxoplasmosis 

• Potential  parents  known  or  suspected  of 
carrying  hereditary  genes  affecting  hearing 
should  be  referred  for  genetic  counselling.^ 

Prescreening 

Identification  of  significant  hearing  loss  at 
birth  and  early  infancy  presents  more  difficulty 
to  health  care  providers.  The  High  Risk  Register 
for  Hearing  Loss  has  been  found  as  an  effective 

*Fred  R.  Beggs,  Director  of  Hearing.  Speech  and  Vision  Services, 
Arkansas  Department  of  Health,  4815  West  Markham  Street,  Little 
Rock,  Arkansas  72201.  Mr.  Beggs  holds  a Master’s  degree  in  Audi- 
ology. He  is  currently  President-Elect  of  the  National  Directors  of 
Speech  and  Hearing  Programs  in  State  Health  Agencies. 


M.S.,  C.C.C.* 

prescreening  device.  This  concept  and  a pilot 
project  in  Arkansas  have  previously  been  pre- 
sented in  this  Journal  by  Colclasure,  et  ah,  in 
1980.^  A register  provides  the  means  to  initially 
identify  75%  of  all  significantly  hearing  impaired 
newborns.^  It  is  a cost  efficient  method,  prefer- 
able over  general  mass  screening  of  all  newborns. 

Idle  Joint  Committee  on  Infant  Hearing  is 
presently  comptised  of  representatives  from  the 
American  Academy  of  Pediatrics,  American  Acad- 
emy of  Oiolaryngology— Head  and  Neck  Surgery, 
the  American  Nurses’  Association,  the  American 
Speech-I.anguage-Hearing  Association  and  the  Di- 
rectors of  Speech  and  Hearing  Programs  in  State 
Health  and  Welfare  Agencies.  A Committee  Po- 
sition Statement  rvas  last  issued  in  1982.  Accord- 
ing to  the  statement,  the  incidence  “of  moderate 
to  profound  hearing  loss  in  the  at  risk  infant 
group  is  2.5%  to  5.0%,  audiologic  testing  on  this 
group  is  rvarranted’’.- 

Risk  factors  as  determined  by  this  Committee 
are: 

• Family  history  of  childhood  hearing  impair- 
ment 

• Congenital  perinatal  infection  (e.g.,  cytome- 
galovirus, rubella,  herpes,  toxoplasmosis, 
syphilis) 

• Anatomic  malformations  involving  the  head 
or  neck  (e.g.,  dysmorphic  appearance  includ- 
ing syndromal  and  non-syndromal  abnorm- 
alities, overt  or  submucous  cleft  palate, 
morphologic  abnormalities  of  the  pinna) 

• Birthweight  less  than  1500  grams 

• Hyperbilirubinemia  at  a level  exceeding  in- 
dications for  exchange  transfusion 

• Bacterial  meningitis,  especially  H.  influenzae 

• Severe  asphyxia  which  may  include  infants 
with  Apgar  scores  of  0-3  or  who  fail  to  insti- 
tute spontaneous  respiration  by  10  minutes 
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and  those  with  hypotonia  persisting  of  2 
Iioins  of  ageA 

Screening 

Any  infant  lia\  ing  one  or  more  of  these  risk 
criteria  should  receive  a hearing  screening  by  at 
least  three  months  and  no  later  than  six  months 
of  age.  Screening  concepts  most  commonly  em- 
ployed are  hehaviortil  testing  in  a controlled 
environment  done  hy  an  audiologist.  Recently 
gaining  wide  resjject  is  electrophysiological  re- 
sponse to  sound. d’he  most  frequently  used  elec- 
trophysiological measures  are  the  Crib-O-Gram^ 
and  brainstem  auditory  evoked  potentials 
(B.\EP).  Suspect  infants  after  screening  should 
be  referred  for  diagnostic  testing.  The  diagnosis 
for  infants  should  include  a general  physical 
examination  and  history  and  comprehensive 
audiologic  evaluation. 

Incidence 

.Vrkansas  maintains  an  average  birth  rate  of 
3('),000  annually.  Generally,  l.'3%  of  all  newborns 
meet  at  least  one  of  the  high  risk  criteria  and 
would  be  placed  on  the  register. ^ This  means 
there  are  approximately  5,400  high  risk  infants 
born  in  Arkansas  each  year.  There  is  a national 
incidence  rate  of  1 to  liT  newborns  per  1,000 
births  who  will  have  a significant  degree  of  hear- 
ing loss.  Consequently,  there  are  36  to  54  hearing 
impaired  Arkansas  infants  born  annually.  As  was 
disctissed  previously,  the  High  Risk  Register  is 
expected  to  initially  identify  75%  or  27  to  41  of 
these  newborns.  Presently,  the  professional  esti- 
mate is  that  75%  of  the  hearing  impaired  children 
are  not  being  identified  until  between  18  months 
and  30  months  of  age. 

Present  Status 

I he  pilot  project  was  to  develop  a register  in 
one  Pulaski  County  hospital.  It  rapidly  expanded 
into  six  counties  in  the  eastern,  central  and  west- 
c£n  portions  of  the  .State.  High  risk  forms  were 
collected  on  all  newborns  and  those  meeting  the 
criteria  were  placed  on  the  register.  Through 
extensive  use  of  volunteers,  each  family  of  a high 
risk  infant  would  be  contacted  when  the  baby 
was  3 months,  6 months,  9 months  and  12  months 
of  age.  At  each  age,  the  volunteer  would  ask  ques- 
tions regarding  auditory,  speech  and  language 
development.  Parents  were  also  asked  if  they  had 
concerns.  If  at  any  time  there  were  negative 
answers  regarding  development  or  response  to 
sound,  a referral  to  an  appropriate  resource  was 
made  for  further  investigation. 


d4ie  program  was  closely  monitored  for  two 
years.  It  was  evalu.ited  and  various  problems 
were  clearly  evident.  Primary  problem  areas 
were:  (1)  Parents  tended  to  move  often  and  con- 
tact was  lost;  (2)  Families  did  not  have  telephones, 
making  it  impossible  to  make  personal  contact; 

(3)  Volunteers  did  not  find  the  activity  rewarding 
and  con.sec|nently,  dropped  from  the  jjtogram; 

(4)  Arkansas  did  not  have  easily  accessible  means 
to  test  the  hearing  of  these  infants. 

T1  le  Pulaski  County  high  risk  program  was 
modified  beginning  in  May,  1982.  Prescreening 
utili/ing  the  high  risk  criteria  continues  in  four 
county  hospitals.  Parents  of  high  risk  infants  are 
notified  to  schedule  their  infant  for  a hearing 
screening  at  three  weeks  of  age.  4 he  hearing 
screening  is  free  and  is  conducted  in  the  Children's 
Hearing  and  Speech  Clinic  of  the  .Vrkansas  De- 
partment of  Health.  VMlnnteers  [xuticipate  in  the 
actual  testing  and  an  audiologist  interjjrets  the  re- 
sidts.  Infants  judged  passing  the  screening  will  be 
contacted  as  a follow-up  measure  at  12  months  of 
age.  1 ho.se  with  jtositive  or  (juestionable  results 
are  managed  on  an  individual  basis  through  the 
primary  health  care  provider. 

The  screening  method  tised  is  brainstem  audi- 
tory evoked  potential  (B.VEP).  More  specifically, 
a micro-processor  averaging  computer  is  used. 
Each  infant  is  tested  at  two  intensities  (40  dB  HE 
and  70  dB  HL)  for  each  ear.  There  are  1200 
high  frequency  centered  clicks  presented  through 
TDH-39  phones  at  a rate  of  16  per  second.  Gold 
cuj)  electrodes  are  placed  on  the  forehead  at  the 
hair  line  and  each  earlobe.  Testing  is  accom- 
pished  while  the  infant  is  asleep  or  very  cpiiet.  A 
trained  volunteer  monitors  the  baby  for  move- 
ment. Also,  the  computer  alerts  the  examiner  of 
movement.  As  this  occurs,  the  testing  is  tempo- 
rarily put  on  hold. 

During  the  first  16  months  of  conducting  the 
screening,  the  following  residts  were  obtained: 

227  High  risk  infants  were  screened 

2 Confirmed  severe  to  profound  hearing 
losses 

1 Confirmed  moderate  hearing  loss 

2 .Suspected  losses— parents  refused  follow-up 
17  Could  not  be  tested  due  to  too  much 

activity. 

For  infants  who  cannot  be  tested,  the  parents 
are  counselled  about  the  importance  of  obtaining 
an  as.sessment  of  hearing  at  a later  date.  Usually, 
they  are  encouraged  to  return  to  the  Children’s 
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Hearing  and  Speech  Clinic  when  the  infant  is 
tliree  to  six  months  of  age.  Beliavioral  testing  can 
1)C  performed  with  good  reliability. 

Future  Directions 

Ifeginning  in  1984,  BAP'P  screening  will  be 
implemented  in  the  Intensice  Care  Nursery  ol 
a Pulaski  Count)  hospital.  The  incidence  of 
heating  loss  has  been  estimated  to  be  20  to  50 
times  greater  in  the  (Kh\)  than  in  the  newborn 
nursery. 8. Screening  will  be  conducted  on  infants 
who  are  stable  enough  for  the  procedure  and 
.special  pediatric  referral.  4'he  same  test  protocols 
as  mentioned  above  will  be  utilized. 

I'he  efficiency  and  cost  effectiveness  of  the 

j 

prescreening  and  screenitig  jjrocedure  tvarrant 
further  investigation  into  its  expansion.  In  the 
next  few  months,  a project  will  be  implemented 
into  the  feasibility  of  a statewide  newborn  identi- 
fication program  for  hearing  loss. 

44ie  eventual  development  of  a state  platt  and 
its  success  will  depend  on  the  ititerest  and  pat  tici- 
jjation  of  physicians,  nurses,  hospital  and  jjarent- 
support  groups.  Inptit  from  these  grotips  will  help 


assure  a workable  plan  for  Arkansas.  If  it  can  be 
implemented,  Arkansas  should  have  a model 
program  for  matiy  other  states. 

BIBLIOGRAPHY 

1.  Northern,  J.  L.,  and  Downs,  M.  P.:  Hearing  in  Children. 
tVillianis  and  \Vilkins  Co.,  1974. 

2.  Downs,  M.  P.:  Hearing  Develo]nnent  During  Infancy. 
Ross  Lal)oratories,  1983. 

3.  Colclasure,  J.  B.,  et  al.:  Arkansas’  High  Risk  Registry: 
Early  Identification  of  Deafness.  Journal  of  the  Arkan- 
sas Medical  Society,  77,  .August,  1980. 

4.  Downs,  M.  P.,  and  Herrenway,  ^V.  G.:  Report  on  the 
hearing  screening  of  17,000  neonates.  Int.  .\udiology, 
8:72-70,  1969. 

5.  Joint  C.oininittee  on  Infant  Hearing:  Position  .Statement. 
Pediatrics,  70:3.  1982. 

6.  Shannon,  D.  A.,  et  al.:  Hearing  Screening  of  High  Risk 
Newborns  tvith  Brainstem  .\uditory  Evoked  Potentials: 
.\  Eollow-Up  .Study.  P-diatrics,  73:22-26,  1981. 

7.  Simmons.  F.  B..  and  Ru.ss.  E.  tV.:  .\utomated  Xewlrorn 
Hearing  Screening:  I lie  Ch  ih-(4-(,ram.  ,\rch.  of  Otol., 
100:1-7.  1974. 

8.  Simmons,  E.  B.:  Patterns  of  Deafness  in  Xeivhorns. 
Laryngoscope,  90:448,  1980. 

9.  Schulman-Galamhos.  C..,  and  (.alamhos.  R.:  Brainstem 
Evoked  Response  .Xudiometry  in  Newborn  Hearing 
Screening.  .\rch.  of  Otol..  lO'nSti.  1979. 


588 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


iiMiiiiitiiiiiiiiiMMitiiiiMiMiiiMiiiiiiMMiiiiiMiiiiiintHiMuiiiiniiitiiMniiiiiiiiiiiiHiiiiiininiluinMiliiiiiiiinii 


PediaMc  t(/i4ate: 


Near-Drowning 

Debra  H.  Fiser,  M.D.* 


Abstract 

Drowning  is  tlic  tliird  leading  cause  of  acci- 
dental tleath  and  is  pai ticnlarly  common  in 
teenage  males.  Diowning  may  occur  with  or 
without  aspiration  of  water.  Management  of  the 
near-drowning  victim  includes  evaluation  for 
associated  injuries  or  disorders,  respiratory  sup- 
port with  continnons  positive  airway  pressnre 
(CPAP)  lot  signilicant  pulmonary  edema,  and 
treatment  lor  cerebral  edema  and  increased  intra- 
cranial pressnre.  The  prognosis  is  best  in  cokl 
water  near-tlrownings.  Patients  who  resume  spon- 
taneous breathing  after  initial  rescue  and  resusci- 
tation before  arriving  in  the  Emergency  Room 
have  a distinctly  better  prognosis  than  those  who 
do  not.  Prevention  remains  the  key  to  further 
lowering  morbidity  and  mortality  from  this 
accident. 

Drowning  accounts  tor  more  than  .5,()()()  deaths 
a year;  it  is  the  third  leading  cause  of  accidental 
death. Ehere  arc  even  more  accitlents  which 
result  in  near-drowning.  By  definition,  near- 
tlrowning  denotes  survival  for  at  least  21  horns 
following  an  acute  submersion  incident  whereas 
drowning  denotes  that  death  occurred  within  21 
hours.-  Drowning  may  be  further  subdivided  into 
dry  drowning  or  wet  tlrowning.  Dry  drowning  is 
tlealh  caused  by  laryngospasm  and  asphyxiation 
immediately  following  immersion  in  fluid  with- 
out aspiration  of  water  while  wet  drowning 
denotes  death  by  aspiration  of  water. 

Epidemiology 

The  iticident  precipitating  the  drowning  varies 
statistically  with  the  age  of  the  child.  Drownitig 
is  most  common  in  1.5  to  19-year-old  males.'*  Chil- 
dren oser  10  years  of  age  are  usually  involved  in 
swimming,  while  those  under  10  years  of  age  are 
usually  standing,  walking,  or  playing  near  the 
water  when  they  accidetitally  fall  in.**  The  most 
common  sites  are  minor  lakes,  pomls,  reservoirs, 
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dren’s Hospital,  804  Wolfe  Street.  Little  Ro(k.  Arkansas  72202,  (.'>01) 
370-1845. 


rivers,  and  swimming  pools.'*  Forty  percent  of 
swimming  pool  drownings  are  in  home  pools 
usually  invoh  ing  children  between  one  and  four 
years  of  age  and  fre(]nently  associated  with  inade- 
(juate  i)Ool  .security.'*  In  contrast,  drowning  in 
children  under  two  years  of  age  is  common  during 
bathing  activities  supervised  by  an  older  sibling 
or  father.*  In  up  to  one-third  of  all  drownings, 
alcohol  is  an  important  contributory  factor.-* 

It  is  not  surprising  that  teenage  males  are  so 
commonly  involved  in  near-drowning  accidents. 

fretpient  scenario  involves  the  child  who  brags 
on  the  distance  he  can  swim  under  water  while 
holding  his  breath.  Typically,  the  child  hyper- 
ventilates and  lowers  his  PaCOj  prior  to  diving 
into  the  water.  I’hen,  the  combitiation  of  breath- 
holding and  exercise  while  swimming  lowers 
PaO^,.  .\s  long  as  the  PaCiOo  is  low  the  child  can 
consciously  suppress  his  hypoxic  tlrive  to  breathe. 
I’he  brain  develops  hypoxia  prior  to  the  time 
when  the  PaCOo  rises  enough  to  cause  the  child 
to  surface.  The  child  loses  consciousness  under 
water  and  aspirates.  After  hyperventilation  this 
may  occur  as  soon  as  85  seconds  after  immersion. 

Pathophysiology 

By  autopsy  diagnosis,  80*’^,  of  all  drownings 
appear  to  be  wet  tlrownings,  while  10  to  20*’(,  are 
dry  drownings.  However,  it  is  nnnsnal  lor  large 
(piantities  of  water  to  be  aspirated.  In  most  ca.ses, 
it  is  estimated  that  less  than  22  ml  kg  are 
aspirated.'* 

d he  pulmonary  [xithophysiology  differs  be- 
tween salt  water  ami  fresh  water  near-drowning. 
In  salt  water  near-drowning,  the  hypcrtonicity  ol 
the  fluid  present  in  the  alveoli  draws  fluid  from 
the  plasma  into  the  lung  causing  jnilmonary 
edema  and  shunting.  Iti  Iresh  water  near-drown- 
ing, hypotonic  fluid  is  rapidly  absorbetl  and  the 
surface  tension  jn'operties  of  surfactant  are  altered 
causing  atelectasis  and  shunting.  The  end  result 
in  both  cases  is  hypoxia.'*' 

Other  derangements  which  may  be  pre.setit  in- 
clude acid  base  problems,  shifts  in  blood  \olume. 
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and  electrolyte  abnormalities.  However,  it  is  said 
that  electrolyte  changes  rarely  occur  unless  more 
than  44  ml/kg  of  water  are  aspirated.  This  occurs 
in  less  than  15%  of  all  drownings.*  Anemia  is 
lately  present;  if  anemia  is  noted,  other  injuries 
with  internal  bleeding  must  be  ruled  out.  Reual 
function  and  neurologic  function  may  be  dis- 
ordered secondary  to  the  hypoxic-ischemic  insult. 
Significant  cerebral  edema  and  increased  intra- 
cranial pressure  may  result. 

Management 

\Vhen  confronted  with  a near-drowning  victim 
in  the  emergency  room,  a history  should  be  care- 
fully taken  to  include  the  type  of  water  aspirated, 
the  temperature  of  the  water,  the  time  of  sub- 
mersion, the  time  lapse  since  the  incident  oc- 
curred, type  of  resuscitation  given,  and  how  the 
accident  occurred.  It  is  necessary  to  rule  out 
associated  injuries  such  as  cervical  spine  fractures 
from  diving,  scuba  diving  accidents,  intracranial 
injuries,  and  associated  animal  bites  or  stings. 

1 he  management  of  the  near-drowning  victim 
includes  mandatory  admission  for  observation. 
Room  air  arterial  blood  gas  and  chest  x-ray  are 
excellent  prognosticators  of  the  thild’s  clinical 
course.  Fandel  found  that  all  patients  who  re- 
(juired  more  than  40%  oxygen  for  adequate 
oxygenation  eventually  needed  mechanical  ven- 
tilatory support.'*  Noncardiogenic  pulmonary 
edema  with  significant  hypoxia  usually  responds 
prom|rtly  to  continuous  positive  airway  pressure 
(CP.\P).  If  the  salt  water  near-drowning  patient 
does  not  recpure  hyperventilation  for  treatment 
of  cerebral  edema,  he  may  be  allowed  to  breath 
spontaneously;  however,  periodic  lung  inflation 
has  l)een  shown  to  improve  hypoxemia  in  fresh 
water  near-drowning.^**’ By  increasing  the  CPAP 
incrementally,  it  is  possible  to  correct  the  hypoxia 
and  allow  the  patient  to  do  his  own  work  of 
Itreathing  with  minimal  effort.  The  optimal  level 
of  CPAP  is  said  to  be  that  which  reduces  the 
shunt  fraction  to  approximately  15%  without 
interfering  with  cardiac  output  and  oxygen  de- 
livery.Patients  with  fresh  water  near-drowning 
usually  recpiire  ventilatory  support  for  a mini- 
mum of  24  to  72  hours  since  it  may  take  from  18 
to  20  hours  for  the  lung  to  regenerate  surfactant. 
.Salt  water  near-drownings,  in  general,  improve 
faster  recpiiring  support  for  less  than  24  hours  in 
some  cases. 

Other  significant  points  in  the  management  of 


the  near-drowning  patient  include  placement  of 
a nasogastric  tube  to  remove  what  may  be  a 
massive  amount  of  swallowed  water  which,  if  ab- 
sorbed, contributes  to  electrolyte  derangements.^^ 
It  will  also  allow'  checks  of  gastric  pH  and  antacid 
therapy  as  necessary  to  prevent  stress  gastritis  or 
ulcers.  The  use  of  a Foley  catheter,  central  venous 
catheter,  Swan-Ganz  catheter,  or  an  arterial  line 
may  be  desirable  depending  on  the  severity  of  the 
patient’s  illness. 

Antibiotics  are  not  recommended  as  part  of  the 
initial  therapy  unless  grossly  contaminated  W'ater 
has  been  aspirated. If  a secondary  infection  de- 
velops, antibiotics  may  be  started  at  that  time 
although  this  is  unusual  before  the  second  or  third 
tlay  of  illness.  It  is  very  common  for  the  patient 
without  any  secondary  infection  to  be  febrile  and 
to  have  leukocytosis  for  the  first  couple  of  hospital 
days.  .Steroids  are  not  recommended  as  routine 
treatment  for  near-drowning  either,  unless  the 
patient  has  a significant  cerebral  insult. 

Freatment  for  the  cerebral  edema  begins  with 
endotracheal  intubation  for  airway  protection  if 
the  patient  is  comatose.  Hyperventilation  may  be 
desirable  to  control  cerebral  edema  with  the  Pa02 
kept  at  ^ 100  mniHg.  Temperature  should  be 
controlled  to  avoid  hyperthermia.  Osmotherapy 
with  mannitol  and  fuixtsemide  may  prevent  free- 
water accumulation  in  the  brain.  In  some  cases, 
intracranial  pressure  monitoring  may  be  desirable 
with  more  aggressive  therapy  for  cases  w’ith  severe 
intracranial  hyptension.^'^'*** 

Prognosis 

d he  prognosis  for  the  child  with  near-drowning 
is  excellent.  In  one  series,  50%  of  admissions 
exhibited  spontaneous  respiration  after  initial 
GPR.  .\11  of  these  patients  recovered  with  little 
or  no  cerebral  insult  despite  early  neurologic 
findings  such  as  posturing  or  flacciclity.  The 
otlier  50%  of  admissions  were  apneic  after  GPR; 
09%  of  these  patients  died  and  survivors  exhibited 
spasticity  or  persistent  coma.i**  A good  prognosis 
is  also  indicated  by  a spontaneous  gasp  within  5 
minutes  of  extraction  from  the  water.-**  Poor 
prognosis  is  evident  if  apneic  or  in  need  of  GPR 
on  arrival  in  the  emergency  room,  if  comatose  on 
admission,  or  if  the  initial  arterial  pH  is  < 7.0 
('Fable  I).®  In  general,  good  cerebral  results  are 
seen  in  patients  who  have  experienced  less  than 
5 to  10  minutes  of  warm  water  submersion  or 
less  than  10  to  20  minutes  of  very  cold  water 
submersion. 
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TABLE  I 

Factors  Associated  With  a Poor  Prognosis 
In  Recovery  From  Near-Drowning 

On  arrival  in  Kincigcncy  Room: 

Absence  ol  spontaneous  respiration 

Need  lor  CPR 

Comatose 

Initial  arlei  ial  pH  less  than  7.0 

Hypotheiinia  has  been  ionnd  to  be  protec- 
ti\e.-i  --  This  probably  potentiates  the  effective- 
ness in  young  children  of  the  diving  reflex.-^  This 
is  a neurogenic  reflex  independent  of  baroreecp- 
tors  and  ehemorecejttors  which  shunts  blood  away 
from  nonessential  organs  to  the  heart  and  brain. 
It  is  associated  with  marked  bradycardia.  The 
reflex  is  triggered  by  cold  water,  usnally  < 20°C, 
and  is  potentiated  by  fear. 

Neurologic  and  psyehometi  ic  follow-np  after 
fresh  water  near-drowning  has  been  enconraging. 
No  correlation  has  been  found  between  the  time 
under  water  and  the  follow-up  IQ.  In  fact,  the 
median  IQ  of  near-drowning  victims  in  one  series 
Avas  greater  than  that  of  the  general  population.-^ 

Psychological  sequelae  are  rare  in  children.  In 
one  series  50  of  54  patients  had  total  amnesia  for 
the  event  later  on.  Only  3 of  54  exhibited  fear  of 
water  later.  One  of  54  was  severely  brain  damaged. 
None  of  the  54  children  exhibited  increased 
caution  with  tvater  hazards  in  the  future.  In  fact, 
2 of  the  54  had  a second  serious  immersion  inci- 
dent, one  of  which  was  fatal.-^  It  is  not  uncom- 
mon to  see  psychologicttl  sequelae  in  the  parents, 
however.  Usually  at  least  one  parent  is  nearby 
when  the  accitlent  occurs:  most  drownings  occur 
within  10  yards  of  safety.** 

Prevention 

Prevention  technit|ues  center  around  communi- 
ty education  programs  with  enconragement  of 
safety  fences  around  pools  ami  high  water  levels 
in  pools  so  that  even  the  young  child  may  pull 
himself  to  safety.-**  Drownproofing  or  aqnakinet- 
ics  are  encouraged,  though  swimming  lessons  of 
any  sort  are  not  advocated  by  the  American  Acad 
emy  of  Pediatrics  in  children  under  three  years  of 
age.-**  .Security  while  bathing  is  also  important  for 
the  young  infant. 

Safe  water  rescue  techniques  must  also  be  en- 
couraged. In  particular,  it  is  desirable  to  throw 
a life  preserver  to  the  victim,  if  conscious,  rather 
than  to  attempt  to  swim  to  the  victim.  1 he  latter 
techniejue  fretjuently  results  in  two  near-drowning 


patients.  (lartlio])ulmon;n y resuscitation  shoidd 
Ite  staited  while  the  patient  is  still  in  the  water  if 
at  all  po.ssible  for  best  results.  I he  technitpie  of 
gra\  ity  di  aimtge  of  tvater  bom  the  lung  may  be 
uselul  with  salt  tvater  near-di owning,  but  not  with 
liesh  water.  Hotvever,  there  is  ;i  risk  of  inducing 
gastric  contents  aspiration  with  this  techniepte— a 
problem  which  worsens  the  patient's  jnognosis. 

Drowning  is  a preventable  pioblem  and  a high- 
ly treatable  problem  in  childien  with  a good 
piognosis  if  treated  early  and  aggressively. 
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Update  in  Demiatolop; 

Atopic  Dermatitis 

Jere  D.  Guin,  M.D.* 


topic  ilcriiKUitis  is  a witles|)rcacl  iicuro- 
dermatitis  that  shortly  alter  birth  involves  the 
cheeks  and  extensor  sniiaces  of  the  extremities 
and  in  older  children  and  adults  localizes  in 
flexural  areas  and  the  neck,  (ienerally  it  is  clin- 
ically recognizable  although  contact  dermatitis  to 
ragweed,  Wiskott-Aldrich  syndrome,  hyper-IgK 
syndrome,  [dienylketonm  ia,  and  other  conditions 
can  minuc  atopic  eczema.  Diagnostic  criteria  have 
been  outlined  by  Hanifin  and  Lobitz'  (Table  1). 

Many  factors  inllnence  the  development  and 
aggravation  of  atopic  eczema,  which  perhaps  ex- 
plains the  lack  ol  a clear-cut  genetic  pattern. 
Ibilortnnately,  there  is  no  absolute  test  or  indi- 
cator for  atopic  dermatitis,  just  as  there  is  jMob- 
ably  no  single  underlying  cause. 

Persons  with  atopic  eczema  have  a number  ol 
])hysiologic  and  pharmacologic  differences.  Foi 
example,  white  dermogr;i])hism  (Table  1)  is  a 
linear  pallor  that  raindly  replaces  the  usual  reil 
line  where  the  skin  is  stroked.-  A delayed  blanch 
rather  than  an  axon  reflex  flare  to  cholinergic 
agents'^  is  considered  an  atopic  hyperreactivity  to 
cholinergic  agents,^  jjerhaps  mediated  by  norepi- 
nephrine.'" .\topic  individuals  also  show  a more 
])ronounced  vasodilation  from  histamine  iti  the 
same  areas  that  one  normally  sees  the  skin 
eruption,'’  and  a reduced  threshold  for  histamine 
release  from  mast  cells'  (even  though  IgE  stimula- 
tion of  basophilic  leukocytes  is  normal).  .Szenti- 
vanvi'^  jnoposed  a mechainsm  involving  blockade 
of  beta  receptors  to  explain  the  physiologic  and 
pharmacologic  abnormalities  in  atopic  dermatitis, 
but  it  did  not  explain  all  of  the  findings.  Inllam- 
matory  cells  have  lower  levels  than  expected  of 
c.\.\IP  following  stimulation  not  only  by  beta-2 
adrenergic  agonists  but  also  histamine  (Ho)  and 
jaostaglanclin  E.  All  of  this  is  [rrobably  secondary 
to  excessive  cellular  phosirhodiesterase'^  which 
reduces  celbdar  levels  of  c.V.MP  despite  adecpiate 
formation. 

Eighty-four  percent  of  indivicluafs  with  ato|nc 

*l)ept.  of  Dcnnalology,  rni\ersitv  of  Arkansas  for  Medical  Sci- 
ences, 4301  West  Markham  Street,  l ittle  Rock,  Arkansas  7220.'). 


del  inatitis  have  dry  skin  (at  least  at  some  areas), 
and  histologic  examination  of  these  dry  skin  areas 
shows  increased  cohesion  of  cells  with  the  stratum 
corneum,  increased  total  epidermal  thickness, 
patchy  parakeratosis,  and  in  places  slight  hyper- 
granulosis, which  prompted  the  o|nnion  that  the 
ichthyotic  change  is  not  true  autosomal  dominant 
ichthyosis,  but  rather  an  eczematous  process.” 
rids  remains  to  be  [iroved. 

TABLE  1 

Required: 

I ) Presence  of  pruritus 

2)  Eypical  nior|)hology  and  distribution 

3)  Tendency  toward  chronicity  or  a relapsing 

pattern 

In  addition:  Two  or  more  of  the  following: 

1 ) Personal  or  family  history  of  atopy 

2)  Immediate  skin  test  reactivity 

3)  Wddte  dermographism  or  delayed  blanch 

4)  .\nterior  subcapsular  cataracts 

Or  at  least  four  of  the  following  features: 

1)  Xerosis /ichthyosis/hyperlinear  palms 

2)  Keratosis  pilaris 

3)  Facial  pallor 'infraorln'ttd  darkening 
1)  Dennie-Morgan  infraorbital  fold 

5)  Elevated  sernm-IgE 
b)  Keratoconus 

7)  4 etidency  toward  nonspecilic  hand  dermatitis 

8)  Tendency  toward  repeated  entaneous 

infections 

Caption: 

Criteria  for  the  diagnosis  of  atopic  eczema  fiom 
Haidfin  and  Eobitz.^ 

A number  of  immunologic  changes  occur. 
There  is  a 4'-lymphoc yte  delicit,  w'ith  the  mean 
percentage  of  I -lym|)hocytes  lower  than  controls, 
but  B-lymphocyte  levels  are  normal  in  .some 
studies  and  abnormal  in  others,”  while  levels 
of  eosinophils  and  serum  IgE  are  increased. 
.\topics  have  depressed  cell-mediated  immune 
responses  to  an  e.xtract  of  C.iniadida  all>i((ni.s  and 
to  streptokinase-streptodorna.sei'^  w'hich  correlates 
with  the  extent  of  the  dermatitis  and  the  magni- 
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tude  ot  the  serum  IgE  concentration.  Clinically 
atopies  have  less  tendency  for  development  of 
poison  ivy  clermatitisi^  but  have  more  warts^*^  and 
molluscum  contagiosum.i^ 

A recent  report  shou  ed  benefit  from  administra- 
tion of  essential  fatty  acids  (in  the  form  of  evening 
primrose  seed  oil)  which  contain  linoleic  and 
gamma  linoleic  acids),  particularly  in  adults  af- 
flicted with  atopic  eczema. This  is  unconfirmed, 
and  the  probable  mechanism  for  this  is  uncertain, 
but  it  could  be  related  to  the  funttion  of  essential 
fatty  acids  either  in  cell-membrane  formation  or  in 
precursors  of  prostaglandin  derivatives.  Linoleic 
acid,  the  main  dietary  source  of  essential  fatty 
acids,  must  be  first  converted  to  gamma-linoleic 
acid,  which  is  already  present  in  evening  primrose 
oil,  and  this  may  by-pass  some  enzymatic  defect. 
Another  idea  is  that  there  is  a Ijlock  in  converting 
linoleic  acid  to  gamma-linoleic  acid.^®  Voorhees^^ 
in  a review  felt  that  such  dietary  changes  could 
alter  inflammatory  resjtonse  since  linoleic  acid 
may  cause  competitive  inhibition  of  the  pro- 
duction of  2-series  jDrostaglandins  and  4-series 
leukotrienes-*^  and  dihomo  gamma-linoleic  acid 
blocks  leukotricne  formation. 

Most  atopies  respond  favoral)l\  to  very  simple 
forms  of  therapy.  Avoidance  of  soap  and  other 
drying  agents  is  important,  and  lubrication  of 
the  skin  shoidd  be  preceded  by  application  ol 
water  to  restore  normal  hydration.  Lower  envir- 
onmental humidity  reduces  the  incidence  of  sweat 
retention.  Some  atopies  do  not  tolerate  propylene 
glycol  in  topical  corticosteroids,  or  in  emolients. 
Emolients  containing  lanolin  are  acceptable  pro- 
vided the  patient  is  not  lanolin  sensitive.  Some 
recommend  using  Cetaphil  in  place  of  soap.-- 

Modern  therapy  for  atopic  eczema  is  usually 
effective,  so  nonresponsive  patients  should  be 
evaluated  for  noncompliance,  sensitivity  to  medi- 
caments or  emolients,  misunderstanding  of  the 
routine,  excessive  bathing  or  the  presence  of  de- 
tergents in  clothing,  and  sweat  retention. 

Some  younger  children  with  extremely  severe 
recalcitrant  eczema  benefit  from  avoidance  of 
milk  and  milk  products,  but  routine  avoidance  is 
not  indicated.  Topical  corticosteroids  are  ex- 
tremely helpful  in  controlling  itching  and  the 
inflammatory  changes,  and  the  appropriate  topi- 
cal agent  is  the  least  potent  effective  preparation. 
Hopefully  the  principles  of  topical  corticosteroid 
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therapy  can  be  covered  in  a later  article. 
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Pulmonary  Edema 

Alfred  Kahn,  Jr.,  M.D. 


jP ulmonary  edema  is  id)i(|uitous.  It  is  a most 
set  ions  complication  in  both  medical  and  surgical 
illnesses.  I'liere  has  been  a recent  UCLA  School 
of  Medicine  Conference  entitled  "Recent  Devel- 
opments in  Pulmonary  Edema"  by  Crandall, 
Statd),  (ioldberg,  and  Elfros  (Aiituils  of  Inlevmil 
Medicine,  Volume  99,  page  808,  December,  1983). 

Crandall,  in  his  opening  remarks,  highlighted 
the  importance  of  this  disorder  by  stating  that 
edema  might  be  nncomfortaltle  in  various  places, 
but  that  it  could  be  lethal  in  the  Inain  and  Iting; 
obviously,  ptilmonary  edema  causes  a major  dis- 
turbance in  the  absorption  and  release  of  gases. 
In  this  same  introduction,  four  mechanisms 
are  projected  as  a cause  of  pidmonary  edema  — 
“elevated  microvascidar  hydrostatic  pressure,  in- 
creased capillary  permeability,  obstruction  to 
lymjdiatic  drainage,  and  low  vascidar  oncotic 
pressure."  I'he  discussants  oriented  their  remarks 
around  the  fact  that  to  have  pidmonary  edema 
there  has  to  be  fluid  in  the  interstitial  space  of  the 
alveoli  and  it  had  to  reach  these  areas  by  crossing 
some  anatomic  barriers.  Dr.  N.  C.  Stauh,  in  his 
presentation  discussed  the  endothelial  harrier  as 
the  primary  bnller  against  distention  of  the  lung 
with  extra  vascular  fluid.  He  described  the  fact 
that  the  microvascidar  pressure  in  the  lung  can 
l)e  measured  in  unaneslheti/ed  sleep.  Based  on 
the  use  of  Starling’s  ecpiation,  a good  deal  of 
derivative  information  can  be  oljlained  from 
studies  suc’n  as  this.  He  found  that  lymph  flow 
in  the  lung  is  present  even  when  the  microvascidar 
pressure  was  low.  If  the  microvascidar  pressure  is 
raised,  it  is  said  that  the  filtration  rate  will  in- 
crease and  eventually  a steady  state  of  lymph  flow 
occurs.  In  the  above-described  situation,  the  pro- 
tein concentration  of  lymph  is  said  to  decrease  and 
this,  in  turn,  will  affect  the  l)mph  flow.  In  so- 
called  high  pressure  edema,  Staid)  says  that  the 
concentration  of  protein  in  the  edema  fluid  is 


roughly  50%  of  that  of  the  plasma;  he  goes  on  to 
say  he  had  a recent  patient  who  had  pulmonary 
edema  and  this  patient  had  only  15%  as  much 
protein  in  his  edema  fluid  as  in  his  plasma:  he 
interjireted  this  to  mean  that  the  alveolocapillary 
bari  ier  also  acted  as  a barricade  to  the  passage  of 
approximately  85%,  of  the  protein  molecules 
which  were  attempting  to  pass  through  the 
barrier.  Slaub  goes  on  to  say  that  “successive 
elevations  of  microvascidar  pressure  lead  to  suc- 
cessive declines  in  the  jierimicrovascidar  protein 
osmotic  pressure”— this  is,  so  to  speak,  a feedback 
mechanism  in  Staidi's  opinion.  On  the  most  in- 
teresting points  which  this  discussant  brought  up 
were  five  safety  factors  that  he  outlined  as  protec- 
tive functions  in  combating  pulmonary  edema: 
Lymphatic  systems,  low  microvascidar  barrier 
liipiitl  conductants,  very  low  microvascidar  barrier 
protein  conductants,  plasma  protein  concentra- 
tion, perimicrovascular  liejuid  pressure.  All  of  the 
above  points  reflect  factors  pertaining  to  high 
jnessure  edema.  Stauh  also  discussed  increased 
permeability  edema,  d’his  can  be  exjjerimentally 
produced  by  injection  of  certain  bacteria.  In 
this  situation,  liquid  and  protein  substances  go 
through  the  endothelial  barrier  in  much  larger 
(|uanlities  than  usual.  This  can  occur  at  times 
with  only  mild  to  moderate  endothelial  barrier 
damage;  Staid)  states  this  is  a very  important 
reason  for  ])hysicians  to  make  an  all-out  effort  to 
keep  the  systemic  arterial  concentration  high— 
re|)air  can  occur  in  these  circumstances.  Stauh 
re])orts  that  the  distinguishing  feature  hetween 
increased  permeability  edema  and  high  pressure 
edema  is  the  high  protein  concentration  in  the 
lymph  in  increased  permeability  edema.  He  also 
discussed  endothelial  barrier  injury  which  he  sub- 
tlivided  into  those  caused  by  direct  action  on  the 
endothelium  and  those  which  are  the  result  of  an 
interaction  of  some  agent  or  agents  on  endothelial 
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cells.  Stauh  iiuhules  in  his  discussion  some  intor- 
niation  al)out  ihe  ireatmeiu  ol  j)ulmonary  edema, 
■evideh  is  to  maintain  a hi>>li  level  ol  at  lerial  oxygen 
concentiation  ;md  measures  to  diminish  all  the 
fac  tors  which  cause  lic|uid  liltituion.  S])ec ific ally, 
it  evas  suggested  that  cardiac  function  he  improved 
— tc:)  obtain  a low  end  diastolic  piessure,  the  use  of 
diuretic  agents  to  decrease  the  total  bodv  Avater 
content,  metisures  which  would  decrease  lung 
microvascidar  pressure,  and,  lastly,  positive  pres- 
sure breathing  which  is  said  to  work,  by  inflating 
loAV  volume  alveoli. 

.\nother  discussant  in  this  interesting  symposi- 
um was  Dr.  Howard  S.  Cfoklberg,  who  outlined 
the  role  of  the  interstitium  in  lung  fluid  balance. 
He  states  that  the  interstitial  tissue  of  the  lung 
has  an  obvious  function  in  pulmonary  edema  by 
limiting  the  transudation  into  the  extra  vascular 
space;  it  is  alscr  said  to  move  the  fluid  to  areas 
Avhere  the  lung  Avill  not  be  harmed.  Cioldberg 
describes  how  fluid  can  move  from  the  vascular 
channels  into  the  interstitium  by  crossing  the 
vascular  endothelium.  If  the  hydrostatic  pressure 
rises  in  the  small  \essels  of  the  lung,  fluid  tends  to 
move  into  the  interstitium— the  amount  of  fluid 
is  said  to  be  small  because  of  a lack  of  compliance 
in  the  interstitium.  He  goes  on  to  say  “interstitial 
hydrostatic  pressure,  under  normal  conditions,  is 
less  than  alveolar  ])ressure.  d'his  difference  allows 
the  normallv  low  interstitial  compliance  to  protect 
the  air  s])aces  against  significant  edema  until  a 
positive  Indrostatic  pressure  gradient  for  fluid 
movement  into  the  alveoli  is  created.  Ciompliance 
of  the  interstitium  is  capable  of  increasing  and  it 
is  said  that  this  may  be  the  result  of  Iluid  moving 
toward  the  hilum  of  the  lung;  several  mechanisms 
are  possible  determining  factors  in  this  migration 
of  fluid  from  the  periphery  of  the  lung  to  the 
hilum.  I,ymphatic  flow  Avas  largely  fluid  from  the 
interstitium  of  the  lung  and  the  author  states  that 
lymph  floAv  in  the  lung  can  increase  ten-fold. 
Cioklberg  states  that  chemical  and  energy  fac  tors 
can  influence  the  function  of  the  lung  interstitium 
and  cites  one  example  of  the  osmotic  pressure 
difference  acrcjss  the  Aascular  endothelium;  it  is 
of  interest  that  the  interstitial  space  is  not  ecpitdly 
open  to  Avater  and  to  the  chemical  solutes  that 
pass  into  the  interstitial  space.  It  is  said  that 
albumin  can  occupy  only  tibout  .50%  of  the  inter- 
stitial space  Avhich  is  available  to  Avater;  it  is 
further  pointed  out  that  a healthy  lung  inter- 
stitium is  able  to  prevent  the  accumulation  of 


■ dbuinin  molecnles,  but  a damaged  intcistitium 
cannot  do  so.  It  is  postulated  that  actin  .iiid 
myosin  lihimetits  ;ue  presetit  in  some  of  the  cells 
in  the  lung  and  these  contract  altei  being  ajj- 
jAropriately  stimnhited;  the  result  of  this  is  to,  so 
to  s|)eak.  Avail  off  certtiin  areas  ol  the  interstitium, 
I’lthnonary  edema  ujAsets  the  gas  exchange  in  the 
lung  ;mcl  the  discussant  recommends  increasing 
the  functional  residual  capacity  of  the  lung  Avith 
use  of  ]JOsitive  endothelial  expiratory  pressure. 

The  role  of  the  ejtithelium  in  lung  fluid  balance 
Avas  the  basis  of  E.  1).  (irandaH's  discussion— and 
he  began  his  discourse  by  stating  that  the  principle 
problem  in  pulmonary  edema  is  fluid  filling  up 
the  cAjten  spaces  of  the  aheoli,  thus  preventing 
proper  gas  exchange.  He  states  th;it  the  problem 
of  net  fluid  floAv  across  the  alveolar  epithelium 
has  been  studied  but  the  results  do  not  clearlv 
explain  this  physiologic  phenomenon,  d'his  is 
the  case,  despite  the  fact  that  hydrostatic  and 
osmotic  |ne.ssure  in  the  blood  \essels  and  the  snr- 
rouncling  tissues  can  be  estimated.  Similar  pres- 
sures can  be  measured  in  almost  every  area  of  the 
lung  tissue— except  alveolar  fluid;  this  latter  sub- 
stance is  effected  by  many  factors,  .\mong  the 
problems  in  making  some  of  the  measurements 
pertaining  to  osmotic  and  hydrostatic  pressure 
iiiAohes  the  alveolus  is  the  matter  of  surfactants, 
air  space  pressure,  surface  tension,  etc.  Ehe  lymph 
lloAV  in  the  interstitium  should  be  regarded  as  a 
mathematical  A'ector  betAveen  the  substances  floAv- 
ing  out  of  the  alveoli  into  the  interstitium  and 
from  the  interstitium  into  the  capillary,  and  vice 
versa.  The  author  states  that  there  are  tAvo  major 
characteristics  of  the  alveolar  epithelium  Avhich 
are  imjtortant— “First,  the  resistance  of  the  epithe- 
lium to  the  passive  flow  ol  solutes  ami  Avaier"— 
and  “active  transport  of  solute  by  alveolar  epi- 
thelium”. .\t  this  point.  Crandall  divides  his 
discussion  into  two  parts;  the  passive  barrier 
pro]Aerties  of  alveolar  epithelium  and  the  active 
transport  pro])erties  of  ah'eolar  epithelinm.  He 
states  that  Avith  regard  to  passive  barrier  proper- 
ties, lung  epithelium,  Avhen  examined  by  electio- 
micioscopy,  shoAvs  the  cells  to  be  connected  by 
high  density  strands— which  Avould  tend  to  make 
the  i^assage  of  liquid  diflicuh.  In  other  Avoids, 
the  relationship  betAveen  alveolar  epithelium  cells 
is  “tight”.  Other  less  important  causes  of  |>assive 
barrier  properties  are  discussed  by  the  author. 
.\ctive  transport  properties  of  aheolar  epithelium 
haAC  been  demonstrated  in  fetal  lung  fluid.  For 
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example,  soclium  lemls  lo  be  cleared  trom  the 
fetal  alveolus  area  in  life  and  this  is  thought  to 
relate  to  the  clearance  of  Iluid  which  is  in  the 
alveolus  at  birth.  Iti  addition,  there  has  been 
proved  an  active  chloride  secretion  in  some  ani- 
mals and  this  is  rellected  in  a mv  spontaneous 
potential  difference  in  the  tissue  under  discussion. 
Tissue  cultures  of  epithelial  cells  suggested  that 
solute  can  be  reabsorbed  from  lumen  to  inter- 
stitiuni.  Caandall  suggests  that  the  active  trans- 
port process  is  ]jrol)ably  capable  of  moving  large 
volumes  of  fluid  from  the  alveolar  lung  spaces. 
In  relating  Ids  physiologic  studies  to  pulmonary 
edema,  Crandall  goes  on  to  state  that  the  type 
barrier  in  the  pulmonary  epithelium  tends  to 
prevent  fluid  How  out  of  the  interstitium  into  the 
pulmonary  alveoli  and  this,  in  turn,  helps  prevent 
ptihnonary  edema.  Despite  this  barrier,  il  the 
fluid  jiresstire  in  tlie  interstitium  gets  high 
enough,  fluid  could,  so  to  speak,  lie  pushed  from 
the  interstitium  into  the  alveoli.  In  serious  injury 
to  the  pulmonary  ej)ithelium,  interstitial  fluid 
could  pass  from  the  interstitium  to  alveoli  and 
carry  protein  with  it.  Once  fluid  is  in  the  pulmo- 
nary alveolus,  it  takes  both  active  and  passive 
transport  to  move  the  fluid,  according  to  the 
author. 

R.  M.  Effros  presented  a portion  of  this  sym- 
jjosium  entitled  “Noninvasive  Measurements  of 


Pulmonary  PLdenia  and  Epithelial  Permeability.” 
He  states  that  it  is  very  difficult  to  measure  fluid 
accumulation  in  the  lung,  especially  using  dilu- 
tion principles— horvever,  these  procedures  are 
being  done  and  the  substances  studied  can  be 
introduced  into  either  the  vascular  tree  or  the 
inhaled  air.  He  states  that  a limitation  of  the  gas 
dilution  method  of  study  is  that  it  cannot  measure 
the  amotint  of  fluitl  in  an  area  filled  with  fluid 
jrrior  to  the  study— and  thus  not  ventilated;  he 
goes  on  to  say  that  unventilated  areas  can  be 
studied  better  by  blood  stream  injection  of  indi- 
cators. Other  technitpies  used  to  study  lung  water 
are  transthoracic  impedance  and  certain  types  of 
radiologic  studies.  Recently,  lung  water  has  been 
studied  by  nuclear  magnetic  resonance.  Some 
studies  have  been  made  using  liquid  indicators 
tvhich  are  put  into  the  hmg  airway.  The  diffusion 
of  these  indicators  is  then  measured  and  studied 
as  a means  of  evaluating  epithelial  permeability; 
in  this  context,  the  litpiid  can  contain  soluble 
solutes,  radioactive  material,  or  other  substances. 

Studies  using  radioactive  material  seem  to  show 
the  greatest  promise  for  measuring  epithelial 
permeability  and  pulmonary  edema  at  the  present 
time. 

All  in  all,  this  is  a most  intriguing  sympositim 
on  pidmonary  edema. 
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‘'From  Olhcr  Years  i\ill  ])ul)li.sh  some  biographies  of  \rell  known  Arkansas  pliysirians,  in  adtlition  to  inleresling  items  from 
Medical  Society  meetings  from  many  years  ago." 

Ida  Josephine  Brooks,  M.D. 

Fred  O.  Henker,  M.D.* 


P^orn  .\|)iil  2H,  1S53,  at  Mescatiiie,  Iowa, 
fourth  of  six  chiklicn  of  Methodist  minister, 
Joseph  Brooks,  of  Brooks- Ifaxter  \Var  fame.  Early 
schooling  at  .St.  Louis  tvith  B..\.  degree  at  the 
old  Little  Rock  khiiversity  anti  Masters  at 
Drury  Ciollege.  Ditl  educational  work  foi  several 
years  becoming  first  president  of  Arkansas  State 
Teachers  .Association  in  1877.  Soon  titrned  to 
medicine,  obtaining  her  .M.l).  tlegree  at  Boston 
Ihiiversity  in  1891.  t hereafter,  she  held  positiotis 
of  .Assistant  Supei  ititendent  at  Massachusetts  Ale- 
morial  Hos[ntal,  Superintendent  at  Minneapolis 
Maternity  Hospital,  Superititendent  at  Sjning 
Lake  New  Jersey  Hospital,  and  Consultant  at 
Chicago  Lincoln  Park  Sanatorium,  llpoti  return- 
ing to  Little  Rock  she  established  a practice  in 
children’s  diseases  until  1903  when  she  returned 
to  .Massachusetts  to  specialize  in  nervous  and 
mental  disorders.  Back  in  I.ittle  Rock  she  estab- 
lished a practice  in  psychiatry  along  with  some 
general  pediatrics.  She  graduated  from  Bryant 
Stratton  Business  Ciollege  in  Chicago  in  1907.  In 
1914  she  was  appointed  associate  professor  in  the 
medical  department  of  .Arkansas  State  ITniversity, 
lecturing  oti  “social  hygiene,’’  the  first  woman 
faculty  member  in  that  facility.  During  World 
War  I she  served  in  uniform  as  consuhatit  at 
Camp  Pike,  the  local  military  post.  Later  she 
became  .Assistant  Surgeon  in  the  LI.  S.  Public 
Health  Service.  In  1919  she  was  appointed  pnblic 
health  director  and  psychiatrist  for  the  school 
system,  a position  she  held  until  her  retirement  in 
1933.  She  was  also  psychiatrist  for  the  juvenile 
court. 

Dr.  Brooks  died  at  age  8.3,  March  13,  1939,  after 
a long  illness  precipitated  by  a hip  fracture  and 
complicated  by  “weak  heart.’’  Burial  was  at  St. 
Louis. 

REIKRENCKS 

Obituary  Arkansas  Democrat  .March  13,  1939. 

.Arkansas  IWV  Coordination  Committee,  "Some  Remark- 
able Women  of  .Arkansas,"  1977. 

Interview  with  niece  Mrs.  Mary  Hint  Nash,  I.ittle  Rock,  ,AR. 


•Department  ot  I’svduatrv,  fniversity  of  .Vrk.iiibas  lor  Mcdiial 
Sciences,  4301  West  Markliam,  l ittle  Rotk,  .\ikansas  72205. 


ANSWER— Electrocardiogram  of  the  Month 

DISCUSSION:  The  patient's  physical  examination  suggests 
right  ventricular  hypertrophy  with,  by  her  history,  COPD 
being  a possible  cause.  The  S3  as  described  is  compatible 
with  left  ventricular  dysfunction.  The  electrocardiogrom 
shows  the  patient  to  have  sinus  tachycardia,  marked  right 
axis  deviation,  small  Q waves  in  II,  III,  and  AVF,  and  QS 
complexes  from  V4  through  V5  with  ST  elevation  from 
V2  through  V4.  Additionally,  the  QRS  is  of  normal  dura- 
tion and  a prominent  R wave  which  greatly  exceeds  the  S 
wave  in  net  deflection  is  noted  in  V^.  These  changes  are 
most  compatible  with  anterior  infarction  and  right  ventri- 
cular hypertrophy.  One  can  not  call  right  bundle  branch 
block  with  the  QRS  being  normal  nor  could  one  diagnose 
left  posterior  fasiculor  block  with  so  much  clinical  and 
electrocardiographic  evidence  of  RVH.  Of  the  tendered 
choices,  number  3 is  least  likely  to  be  present.  The  feature 
editor  wishes  to  thank  Dr.  Randy  Jordan  of  the  UAMS- 
LRVAMC  Division  of  Cardiology  for  his  ossistance  with  this 
month's  feature. 
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THE  MONTH  IN  WASHINGTON 

# * # * 

New  Lease  On  Medicare's  Life? 

'The  predicted  bankruptcy  by  1990  in  the  Medi- 
care liospital  trust  fund  may  be  held  at  bay  for 
a few  years  past  that  time  if  some  recent  improve- 
ments in  the  status  of  the  fund  liold  up. 

The  new  projections  from  the  Congressional 
Budget  Office  (CBO)  were  issued  along  with 
another  CBO  report  on  the  federal  deficit,  how- 
ever, which  projects  that  Medicare  and  Medicaid 
will  consume  3%  of  the  gross  national  product  by 
1990  and  suggests  options  for  holding  down  Medi- 
care spending.  In  addition  to  a Medicare  fee 
freeze  or  fee  schedules,  the  alternatives  include 
freezing  surgical  fees  or  restricting  fees  for  physi- 
cian services  in  the  hospital  to  tire  fee  that  would 
have  been  charged  if  the  service  had  been  done  on 
an  outpatient  basis. 

As  recently  as  last  November,  CBO  had  esti- 
mated that  the  Medicare  hospital  fund  would  be 
down  to  $8  billion  in  1989.  Now,  CBO  says  that 
the  fund  is  likely  to  show  a balance  of  $30  billion 
in  1989.  Bankruptcy  is  not  projected  until  an 
unspecified  date  in  the  “early  1990s.” 

* # * # 

PRO  Regulations,  Finally 

Final  regulations  needed  to  open  the  bidding 
])rocess  for  Medicare’s  new  review  system  were 
published  by  the  government  in  late  February. 

Medicare  officials  say  that  will  give  them  plenty 
of  time  to  get  the  new  peer  review  organizations 
(PROs)  up  and  running  before  the  October  1 
deadline  imposed  by  law.  But  the  architect  of  the 
law  and  |)hysicians  who  will  be  called  upon  to 
work  under  it  contend  that  Administration  foot- 
dragging  has  jeopardized  physician  participation 
in  the  reviews  and  threatened  the  credibility  of 
Medicare’s  prospective  pricing  system. 

The  White  House  Office  of  Management  and 
Budget  bad  objected  to  the  regulation  as  written 
by  HHS,  not  because  of  the  substance  but  because 
of  differences  over  the  “scope  of  work.”  The  regu- 
lations had  been  scheduled  for  publication  in 


mid-February,  but  the  squabble  held  up  their 
release. 

# * # # 

Physicians  and  Seniors  Groups 
Building  New  Ties 

Despite  some  very  real  differences  of  opinion, 
physicians  and  the  nation’s  elderly  appear  lately 
to  be  moving  toward  serious  reconciliatory  efforts. 

warming  of  relations  between  organizations 
representing  the  two  groups  was  obvious  in  recent 
Senate  hearings  and  at  a meeting  of  the  country’s 
largest  organization  of  senior  citizens— the  Ameri- 
can Association  of  Retired  Persons. 

The  new  attitude  seems  based  in  part  on  a 
belief  by  both  groups  that  it  will  be  up  to  physi- 
cians to  assure  that  their  elderly  patients  continue 
to  receive  all  the  care  they  need  under  Medicare  s 
diagnosis  related  groups  (DRGs)  pricing  system. 

One  signal  of  possible  new  cooperation  between 
the  two  groups  came  during  a Senate  Finance  Sub- 
committee investigation  into  the  Reagan  Admin- 
istration’s implementation  of  the  peer  review 
organizations  that  are  to  scrutinize  care  under  the 
DRGs.  Physician  members  of  the  .American  Medi- 
cal Peer  Review  Association  and  the  .American 
■Medical  Association  along  with  AARP  repre- 
sentatives all  criticized  the  .Administration  for 
dragging  its  feet  in  issuing  the  regulations  and 
bids  needed  to  get  the  PROs  underway.  .All  three 
groups  said  they  want  physicians— not  insurance 
companies— to  do  the  review.  .A.ARP  President- 
Elect  Abta  Ostrander  complimented  the  .AMA  on 
its  interest  in  the  issue. 

Repeating  similar  sentiments  a day  later  at 
.AARP’s  Legislative  Council,  Ostrander  asked 
■AMA  Executive  Abce  President  James  Sammons, 
M.D.,  whether  the  .AMA  “will  assist  PROs  in 
collecting  data  on  dumping”  of  patients  under 
DTTCis  and  whether  the  Association  will  “extend 
this  commitment  to  state  associations.” 

I'he  answer,  responded  Dr.  Sammons,  is  “an 
unecjuivocal  yes.”  The  AM.A  “believes  strongly” 
in  the  PRO  effort  and  has  “insisted  that  the  state 
medical  society  shoidd  be  the  agency  that  applies 
for  designation  as  the  PRO”  in  order  to  assure 
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that  the  review  process  becomes  a “(juality  ol  care 
measure"  rather  than  strictly  a cost  issue.  “Cilearly 
there  has  to  be  a cost  lactor,”  he  said,  but  “we 
don’t  want  to  lose  sight  of  quality. 

* # # # 

Warm  Hill  Reception  for  Heckler 

mis  Secretary  Margaret  Heckler  got  a gen- 
erally friendly  reception  in  Senate  Finance  Com- 
mittee hearings  on  the  President’s  lOSrt  budget 
proposal. 

Only  Republicans  attended  the  hearing  at 
which  Heckler  noted  that  her  Department  will 
spend  more  than  SSb  million  an  hour  and,  in  a 
dejKirture  from  previous  years,  several  members 
said  they  thought  changes  proposed  for  Medicare 
may  not  be  extensive  enough. 

Most  of  the  budget’s  bealth  proposals  are  re- 
cycled from  last  year,  with  the  most  significant 
change  in  the  .Medicare  and  Medicaid  area  being 
the  absence  this  year  of  a proirosal  to  increase 
Medicare  Part  A cost-sharing  for  short  hospital 
stays  while  eliminating  it  for  illnesses  lasting 
longer  than  60  days,  d’he  budget  again  includes 
a freeze  on  jjhysician’s  Medicare  fees. 

Heckler  said  the  copayment  restructuring  was 
dropped  because  she  believes  it  unwise  in  view  of 
the  prospective  payment  plan’s  incentives  for 
lower  hospital  utilization.  Sen.  Steve  Symms 
(R-ID)  expressed  disappointment  that  the  Admin- 
istration chose  to  remove  the  copayment  changes 
and  Sen.  John  Chaffee  (R-RI)  suggested  that  the 
budget  proposals  don’t  go  far  enough  toward 
solving  Medicare’s  financial  problems. 

“I’m  afraid  we  may  undermine  public  confi- 
dence” in  our  seriousness  about  dealing  with  the 
Medicare  program  if  we  just  enact  these  changes, 
Chaffee  said.  “It  is  nice  to  say,  ‘oh,  you  can  get 
it  from  the  doctors  or  you  can  get  it  from  pros- 
pective payment’,  but  the  truth  is  that  benefici- 
aries are  going  to  have  to  share.” 

# * # # 

HCFA  Official  To  Head  PROPAC 

The  new  executive  director  of  the  Prospective 
Payment  Assessment  Commission  (PROPAC)  is 
Donald  Young,  M.D.  Dr.  Young  previously  was 
Deputy  Director  of  the  Flealth  Care  Financing 
Administration’s  Bureau  of  Eligibility,  Reim- 
bursement and  Coverage. 

* * # # 

Pepper  Proposes  Changes  In  Medicare 

Rep.  Claude  Pepper  (D-FL)  thinks  hospitals 
should  share  their  profits  or  losses  under  Medi- 


care’s new  diagnosis  lelaled  gioups.  The  proposal 
is  part  of  a five-part  plan  for  solving  Medicare’s 
financial  problems  Pepper  outlined  on  the  House 
floor.  Other  parts  of  the  plan  would  clamp  down 
on  Medicare’s  payments  to  clinical  labs;  freeze 
hospitals’  depreciable  value  to  Medicare;  elimi- 
nate an  intensity  growth  factor  from  the  formula 
for  increasing  DRG  payments;  and  retpiire  the 
establishment  of  DRCs  or  related  controls  on 
hosjtital  outpatient  care. 

# # # # 

Finance  Budget  Deficit  Plan 

At  the  behest  of  Chairman  Robert  Dole  (R-KS). 
the  Senate  Finance  Committee  has  begun  con- 
sideration of  a font-year,  SI 00  billion  deficit  re- 
duction plan  that  includes  a three  month  freeze 
on  fees  for  all  and  a two-year  freeze  on  Medicare 
increases  for  physicians  who  choose  not  to  accept 
100%  of  Medicare  claims  on  assignment. 

On  February  27,  AMA  Executive  Vice  President 
James  H.  Sammons,  M.D.,  wrote  to  Sen.  Dole  out- 
lining AMA’s  call  for  a voluntary  fee  freeze  of  one 
year  and  asking  the  Committee  to  reconsider  its 
“participating”  physician  proposal  until  physi- 
cians could  show  that  a voluntary  effort  would 
work. 

The  eventual  enactment  of  the  plan  of  any  of 
the  Senate  Finance  provisions  is  far  from  certain, 
since  the  committee  has  stipulated  that  its  deficit- 
trimming offering  is  contingent  on  similar  action 
in  other  areas,  including  the  defense  budget. 

About  $1.6  billion  of  the  ajtproximately  $5.5 
billion  w'orth  of  Medicare  cuts  would  come  from 
the  physician  fee  freeze.  Similar  to  one  advanced 
in  the  committee  before  Congress  recessed  last 
fall,  the  proposal  would  affect  all  physicians  fox- 
three  months.  As  of  April  1,  1984  Medicare’s  pre- 
vailing fees  would  be  tolled  back  to  the  June  30, 
1983,  level  and  frozen  until  July  1,  1984. 

After  that  time,  the  freeze  would  be  discon- 
tinued for  physicians  who  signed  an  annual  agree- 
ment to  assign  claims  and  accept  Medicare’s 
allowable  fee  as  payment  in  full  for  all  services  to 
Medicare  patients.  Although  physicians  who  re- 
fused to  sign  the  agreements  could  continue  to 
take  assignment  on  a claim  by  claim  basis,  their 
Medicare  fees  would  remain  frozen  for  np  to  two 
years,  one  year  at  a time. 

Another  major  spending  cut  proposed  for  con- 
sideration would  have  eliminated  a so-called  1% 
“intensity  factor”  used  in  calculating  permissible 
increases  in  Medicare  payments  to  hospitals.  A 
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laiget,  rate  system  in  ellect  since  1982  limited 
annual  increases  in  hospital  payments  to  1%  pins 
the  percentage  increase  in  the  cost  of  the  “market- 
hasket”  of  goods  and  services  purchased  by  hos- 
])itals.  The  “markethasket  jihis  1%”  limit  was  to 
continne  under  the  new  diagnosis  related  groujrs 
system  until  1986,  after  which  time  the  HHS 
Secretary  is  to  determine  increases  in  DRG 
jtayments. 

Sen.  David  Durenberger  (R-MN)  refused  to 
endorse  the  committee  proposal  which  rvould 
ha\e  limited  increases  in  1985  and  1986  to  the 
markethasket  increase.  Instead  Durenberger  of- 
fered a modification  which  eliminates  the  1% 
intensity  (actor  only  in  the  jjortion  of  a hospital's 
costs  reimbursed  uuder  the  old  (pre-DRCx)  system, 
for  a sa\iugs  of  Sl.l  hilliou  instead  of  .52. 5 billion 
ovei  lour  years. 

Other  provisions  agreed  to  by  the  committee 
include; 

—an  increase  in  the  .Medicate  Part  B premium 
each  year  begitmitig  iti  1985  itntil  by  1990  it  wottld 
ecptal  of  the  total  Part  B benefit  costs.  Pretni- 
ums  wottld  he  S45  pet  couple  per  month  higher  itt 
1990  thati  they  would  have  been  under  citiretit 
law. 

—a  delay  iti  the  eligibility  for  Medicare  etititle- 
metit  utitil  the  first  clay  of  the  motith  followitig 
the  itidividitars  65th  birthtlay. 

—a  provisioti  making  Medicare  the  secotulary 
jrayer  itt  instatices  where  a Medicate  beneficiary 
is  also  covered  by  a workitig  spouse's  etnployet 
plati. 

— establislmietit  of  a lee  schedule  for  clittical 
lab  services.  1 he  fee  would  he  set  at  62%  of  the 
prevailing  charge  levels  and  would  apply  to  hos- 
])ital  oittpatietit  labs  as  well  as  indepetident  labs, 
althoitgh  Seti.  ]ohti  Heitiz  (R-PA)  was  at  jiress 
titne  consideritig  au  amendment  to  further  reduce 
that  rate  to  60%,. 

—extension  of  the  citrretit  3%,  reductioti  itt  fed- 
eral Afedicaid  payments  to  states  for  another  three 
years. 

# * * * 

'Baby  Doe'  Legislation  Passes  House; 

Setback  Seen  To  Physician  Groups 

Oppotients  of  “Baby  Doe”  legislation  suffered 
a major  setback  itt  Congress  in  February,  when 
the  House  of  Represetitatives  passed  legislation  to 
establish  treatment  reejuirements  for  handicapped 
newborns. 

The  bill,  approved  by  a large  52-vote  margin. 


redefines  child  abuse  to  include  withdrawal  of 
nutrition  of  medically-indicated  treatment.  States 
must  set  up  procedures  to  ensure  that  newborns 
get  jiroper  care  and  attention  in  cases  of  suspected 
neglect. 

States  that  choose  not  to  comply  risk  the  loss  of 
all  child  abuse  funding.  Parents  or  jihysicians 
who  do  not  follow  state  regulations  could  be 
charged  with  child  abuse. 

Debate  on  the  bill,  described  by  one  House 
member  as  “the  most  personal,  gut-wrenching 
issue  we'll  face  this  year,”  was  repeatedly  delayed 
by  election-conscious  legislators.  Once  on  the 
floor,  however,  it  won  the  broad  suppoi  t of  all 
but  3(1  Repidilicans,  including  such  key  figures  as 
Jack  Kemp  (R-NY),  Henry  flyde  (R-IL),  and 
Robert  Michel  (R-IF). 

A last  minute  attempt  to  delete  Baby  Doe  pro- 
visions from  the  bill  by  Rep.  Rod  1).  Ohandler 
(R-AV5-\)  and  others  failed  to  win  support  in 
the  House.  Because  this  substitute  amendment 
offered  federaf  assistance  and  information  rather 
than  regidations,  it  earned  the  broad-based  eti- 
<lorscment  of  the  medical  community. 

d he  infant  care  debate  then  expanded  into  an 
open  forum  on  abortion,  euthanasia  and  other 
“right-to-life”  issues.  “ The  law  now  says  that  the 
jtre-born  fetus  is  not  human.  .Should  we  go  the 
next  step  and  say  that  the  newborn  is  also  not 
quite  human?  How  about  at  the  other  end  of 
life?  Can  we  also  make  life-or-death  decisions  for 
jieople  because,  having  become  senile,  they  are 
not  tpiite  human,  either?”,  challenged  Rep.  Hyde. 

Countered  Chandler:  “My  philosophy  is  not 
that  we  believe  there  is  anything  less  human  about 
handicapped  infants.  Instead  we  face  a situation 
where  we  must  decide  whether  there  should  he 
unlimited  treatment  in  an  attempt  to  sustain  life.” 

The  American  Medical  Association,  the  Ameri- 
can College  of  Obstetricians  and  Cynecologists, 
and  other  members  of  the  medical  commtmity  fear 
that  this  legislation  will  encourage  the  govern- 
ment to  second-gne,ss  parental  and  jihysician  de- 
cisions. It  may  also  increase  the  stress  and  trauma 
when  an  infant  is  born  with  life-threatening  con- 
genital impairments,  without  the  promise  of  real 
benefit  in  treatment,  they  say. 

Meanwhile  in  New  York,  the  U.  S.  Court  of 
Appeals  has  ruled  that  the  federal  law  which  pro- 
hibits discrimination  of  the  handicapped  does  not 
ajjply  to  treatment  decisions  of  handicapped  new- 
borns. Neither  the  language  nor  the  intent  of  the 
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law— Section  501  ol  the  letleral  Kehabilitation  Act 
<)l  197!'5— gives  the  Department  ol  Health  and 
Unman  Services  (HHS)  the  authority  to  conduct 
an  investigation  based  on  medical  records  ol  Baby 
Jane  Doe,  the  three-jndge  panel  concluded. 

“Ciongress  ne\er  contemplated  that  the  Reha- 
bilitation .\ct  would  apply  to  treatment  decisions 
involving  tlelective  newborn  inlants.  Until  Uon- 
gress  has  spoken,  it  would  be  an  unwarranted 
exercise  of  judicial  power  to  approve  the  type  ol 
investigation  that  has  precipitated  this  lawsuit,” 
the  -IS-page  opinion  said. 

# * # # 

HHS  Budget  Hit  Hard 

The  liscal  1985  budget  that  President  Reagan 
presented  to  Congress  in  February  would  boost 
the  Health  and  Human  Services  (HHS)  authority 
to  $32-1.8  billion,  an  alter-inllation  increase  ol 
5.5%.  Ibider  this  budget,  HHS  will  spend  $36.3 
million  an  hour  in  benelits  lor  more  than  60 
million  .\mericans. 

However,  the  once-skyrocketing  rate  ol  HHS 
growth  has  declitied  signilicantly,  lalling  Irom  an 
increase  ol  17.7%  in  1981  to  7.5%  in  1985.  “We 
are  strising  to  do  more  with  less,”  explained 
HFIS  Secretary  Margaret  M.  Heckler  in  a press 
conlerence. 

.Major  entitlement  programs  lor  the  elderly, 
disabled  and  poor  would  increase  slightly;  dis- 
cretionary programs  in  disease  and  drug  research 
would  lose  support. 

In  the  large  entitlement  programs,  relorms  such 
as  DRCs  are  credited  with  the  slowed  spending. 
In  the  smaller  discretionary  programs,  no  new 
projects  will  be  undertaken  lor  the  remainder  ol 
the  decade,  uidess  programs  ol  etjual  cost  are 
eliminated. 

“It  is  vital  that  we  spend  wisely,”  said  Secretary 
Heckler.  “We  have  a role  to  ])lay  in  the  battle 
against  a higher  delicit,  increaseil  taxes,  ami  the 
threat  ol  renewed  inllation,  wliich  would  erode 
the  very  benelits  we  provide  to  people. 

# # # * 

Organ  Transplant  Bill  Opposed  By  AMA 

Congress  lias  unveiled  one  solution  to  the  organ 
transplant  problem:  HR.  1080,  the  National 
Organ  Fransplant  Act.  It  is  eyed  nervously  by 
members  ol  the  medical  community,  however, 
who  lear  it  will  boost  government  costs  and  au- 
thority over  all  medical  procedures. 

1 he  bill,  introduced  by  Rep.  Albert  Gore 
(D-'FN),  would  provide  grants  lor  organ  pro- 


curement organi/,at ions  and  a 21-houi  teleplione 
"tians|)lant  hotline.”  It  would  also  provide  a data 
legistiy  ol  patients  wlio  have  leceived  transplants. 

Furthei more,  it  would  insti  net  the  Department 
ol  Health  and  Human  Services  (HHS)  to  set 
ciiteria  lor:  patient  selection,  cpialilications  ol 
tr.insplant  personnel,  and  tlie  lacilities  where 
transplants  are  peilorined.  Unauthori/ed  lacili- 
ties would  receive  no  Medicare  or  Medicaid 
reimbursement. 

llie  l)ill  is  strongly  opposed  by  the  A.MA,  which 
says  it  would  provide  new  and  unprecedented 
autlioi  ity  to  HHS.  HHS  ollicials,  oppose  the  l)ill 
as  well. 

* * # * 

Senators  Turn  On  DRGs 

Flanked  by  subordinates  with  boxluls  ol  briel- 
ing  materials,  HHS  Secretary  Margaret  Fleckler 
set  out  in  a recent  appeal ance  belore  the  Senate 
Bndget  Committee  to  delencl  the  President's 
1985  budget  proposals.  Instead,  she  louncl  herselt 
justilying  her  department's  implementation  ol 
.Medicare's  new  diagnosis  related  groups  (DRGs) 
payment  plan. 

Fhe  Senators'  cpiestions  rellect  criticisms  hos- 
jiitals  have  been  levelling  at  the  new  program 
since  its  details  were  lirst  unveiled  last  bill.  I'hey 
involve  the  lack  ol  any  specitil  adjustment  lor 
hosjjitals  treating  large  numbers  ol  indigent  pa- 
tients, perceived  inadecpiac  ies  in  the  wage  index 
used  to  adjust  DRG  payments  lor  each  hospital, 
and  alleged  inecpiities  in  the  assignment  ol  hos- 
pitals to  either  an  urban  or  rural  category. 

Other  areas  ol  concern  include  the  department's 
a]jparent  reluctance  to  aiijirove  waivers  Irom  the 
lederal  DRG  plan  lor  certain  state  rate  programs 
and  the  need  lor  |)hysitian  cooperation  il  the 
program  is  to  work. 

# * # # 

Pathologists  vs  HHS 

Fhe  duties  ol  pathologists  were  dissected  in  a 
Washington,  D.  C.  lederal  courtroom  in  February. 
.\t  issue  in  the  case  ol  The  College  of  American 
Pathologists  vs  U.S.  Department  of  Health  and 
Human  Serx’ices  is  whether  pathologists'  services 
should  be  lumped  together  with  other  hosjjital 
services  or  considered  separately  as  “physician's 
services.” 

1 he  dispute  revolves  around  reimbursement 
levels.  11  pathology  services  are  considered  part 
ol  a lujspital's  general  services,  they  are  covered 
by  Part  ol  Medicare;  under  the  new  prospective 
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j>ayment  system,  a hospital  will  only  pay  what  it 
chooses  to  pay.  But  if  a pathologist’s  job  is  con- 
sidered to  be  a physician’s  service,  he  or  she  may 
charge  for  services  like  any  other  physician. 

The  government  argues  that  pathologists’  clini- 
cal lab  services  are  not  usually  furnished  for  an 
individual  patient,  do  not  contribute  directly  to 
diagnosis  or  treatment,  and  do  not  necessarily 
base  to  be  performed  by  a physician.  The  pa- 
thologist is  a ‘physician’s  physician’  and  thus 
should  not  charge  j)atients  directly,  HHS  says. 

The  pathologists,  on  the  other  hand,  contend 
that  members  of  their  profession  perform  a per- 
sonal service  every  time  they  themselves  analyze 
or  intcrjiret  test  results.  Technologists  may  per- 
form routine  work,  but  the  pathologist’s  opinion 
is  important  in  cases  of  unexpected  or  abnormal 
test  results.  The  pathologist’s  decision  is  an  im- 
portant part  of  a patient’s  diagnosis,  said  CiAP 
attorney  jack  Bierig. 

# # * * 

Package  Insert  On  'Pill'  To  Change 

The  patient  package  insert  of  oral  contracep- 
tives received  a facelilt  in  February,  reflecting  the 
growing  body  of  information  about  the  dangers 
and  benefits  of  the  jhll. 

Physicians  and  the  jnililic  are  unlikely  to  see 
these  revisions  anytime  soon,  however.  Earlier 
changes,  proposed  more  than  two  years  ago,  still 
languish  within  the  Food  and  Drug  Administra- 
tion’s (FDA)  regulatory  pipeline.  Newer  changes 
proposed  at  last  week’s  meeting  of  the  FDA  Fer- 
tility and  Maternal  Health  Drugs  Advisory  Com- 
mittee face  similar  delays. 

1 he  new  label  will  omit  warnings  about  breast 
cancer,  inclnded  in  jtrevions  versions.  After  a 
review  of  recent  studies,  committee  members 
decided  that  there  is  insufficient  evidence  linking 
the  pill  with  the  disease. 

It  strengthens  language  about  cervical  cancer, 
however.  For  the  first  time,  it  recommends  that 
pill  users  receive  close  clinical  surveillance,  in- 
cluding annual  Pap  smears. 

Other  warnings  also  receive  new  emphasis. 
Three  high  risk  factors— heavy  cigarette  smoking, 
over  35  years  of  age,  and  conditions  such  as  high 
blood  pressure,  obesity,  diabetes,  and  high  choles- 
terol levels— are  prominently  placed  in  the  insert’s 
opening  section.  AV’omen  are  instructed  that  “as 
a general  principle,  no  drug  should  be  taken 
during  jtregnancy  tmless  it  is  clearly  indicated’’ 


and  “if  possible,  do  not  use  oral  contraceptives 
while  breast  feeding.’’ 

And  for  the  first  time,  women  are  provided 
with  a list  of  special  medical  conditions— such  as 
migraine,  depression,  breast  nodules,  and  gall 
bladder,  heart  or  kidney  disease— that  should  be 
brought  to  the  attention  of  their  physicians. 

One  section,  the  first  of  its  type  to  appear  in 
inserts,  describe  the  benefits  of  using  the  pill; 
lighter  menstrual  cycles,  decreased  menstrual  pain 
and  tension,  reduced  risk  of  fibrocystic  breast 
disease,  ovarian  cysts,  pelvic  inflammatory  disease, 
ectopic  pregnancy,  ovarian  cancer,  endometrial 
cancer,  and  rheumatoid  arthritis. 

Some  new  deletions  are  also  conspicious:  the 
new  insert  will  not  caution  DES  daughters  against 
estrogen  use:  there  is  no  mention  of  temporary 
infertility,  increased  risk  of  miscarriage,  or  “post- 
pill”  symptoms  experienced  after  stoj^ping  use;  a 
comparison  with  alternative  forms  of  birth  con- 
trol is  omitted;  and  women  with  family  histories 
of  diabetes,  stroke,  and  heart  attack  are  no  longer 
advised  of  jtossible  risk.  Several  other  conditions 
possibly  linked  to  pill  use— myocardial  infarction, 
hemoblobinpathies,  and  melanoma— have  been 
left  off  the  insert  until  more  information  is 
available. 

# * # * 

Cancer  Death  Rates  Declining 

The  nation’s  overall  death  rate  for  cancer  de- 
clined between  1950  and  1979,  despite  a sharp 
increase  in  lung  and  other  smoking-related  can- 
cers, according  to  data  published  in  Eebruary  by 
the  Environmental  Protection  Agency  (EPA)  and 
the  National  Cancer  Institute  (NCI). 

Excluding  lung  cancer,  death  rates  for  all 
cancers  decreased  5%  in  white  males,  12%  in 
white  females,  and  13%  in  nonwhite  females.  ’I’he 
rates  for  nonwhite  males  increased  15%. 

In  contrast,  lung  cancer  death  rates  increased 
116%  in  white  males,  199%  in  white  females, 
185%  in  nonwhite  males  and  188%  in  nonwhite 
females.  There  were  also  increases  in  deaths  from 
esophageal  and  laryngeal  cancers. 

The  new  data  appear  in  C.  S.  Cancer  Alortality 
Rates  a7id  Trends:  1950-1979,  a collaborative 
effort  between  EPA  and  NCI.  Death  rates  were 
based  on  death  certificates  received  by  the  U.  S. 
Department  of  Health  and  Human  Services,  Na- 
tional Center  for  Health  Statistics.  Rates  were 
computed  for  3,065  counties  in  49  states. 

“The  tabulations  help  identify  counties  with 
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iiiuisiial  cancer  mortality  patterns,  which  may  in 
turn  pro\  icle  etiologic  clues.  Similaries  between 
the  patterns  of  cancer  anti  distribution  of  risk 
factors  are  hel|)fnl  in  designating  high-iisk  com- 
mnnities,"  said  I homas  Afason,  of  NCI's 

Em  ironmental  Epidemiology  Branch  and  a co- 
author of  the  reference  text. 

* * * * 

FDA  Petition  To  Halt  Use  of 
Two  Anti-Inflammatory  Drugs 

The  Eood  and  Drug  Administration  was  peti- 
tioned in  February  to  suspend  immediately  use 
of  the  drugs  Butazolidin  (phenylbutazone)  and 
Tandearil  (oxyphenbutazone),  due  to  alleged 
adverse  reactions  associated  with  their  use.  The 
petitioner  is  Health  Research  Ciroup,  a Ralph 
Nader  organization. 

■Manufacturer  Oeigy  Pharmaceuticals  defends 
its  products,  saying  that  their  risks  are  exaggerated 
and  that  sudden  withdrawal  from  the  market 
would  be  “devastating”  to  physicians  and  patients. 

This  unusual  recjuest  for  sitdden  suspension- 
granted  by  FD.A.  once  before,  in  1977— is  justified 
due  to  the  seriousness  of  drug  reaction,  according 
to  Health  Research  Group.  The  usual  adminis- 
trative procedure  for  withdrawing  a product  takes 
between  six  months  and  several  years. 

In  a February  public  hearing  in  Washington, 
D.  C.,  HRG  urged  that  only  controlled  dis- 
tribution of  the  powerful  nonsteroidal  anti- 
inflammatory drugs  (NS.AIDS)  should  be  per- 
mitted. The  small  number  of  patients  who  need 
the  drug  could  get  it  by  asking  their  physicians  to 
file  an  Investigational  New  Drug  Application, 
according  to  HRG. 

The  drugs  have  caused  a total  of  3,100  deaths 
in  the  United  States  contends  HRG  medical 
director  Sidney  Wolfe,  M.D.  Safer  and  ecpially 
effective  alternatives  exist  for  virtually  all  condi- 
tions now  treated  with  the  drug,  he  says. 

The  risks  do  not  exceed  those  of  other  NSAIDS, 
counter  manufactitrers.  The  total  number  of 
adverse  reactions  “are  neither  unexpected  nor 
disproportionate,”  says  Marvin  \Vetter,  M.D., 
Geigy  spokesman,  d he  incidence  of  deaths  re- 
sulting from  use  of  Butazolidin  and  Tandearil  is 
.0000%,  lower  than  that  of  other  NSAIDS  Nal- 
fron,  Clinoril,  and  Naprosyn.  All  nine  of  the 
commonly  prescribed  NS.\IDS  cause  the  same 
reactions  as  Butazolidin  and  Tandearil,  he 
contends. 

Furthermore,  most  physicians  are  familiar  with 


the  risks.  Wetter  adds.  “ The  .Xmerican  medical 
community  is  well  aware  of  the  drugs’  adverse 

effects— this  is  no  new  information,”  he  said. 

# * # * 

Fetal  Pain  Controversy  Bared 

A coalition  of  physicians  have  rallied  behind 
President  Reagan,  supporting  his  contention  that 
aborted  fetuses  suffer  ‘‘long  and  agonizing  pain.” 

”.\  fettis  shows  the  precise  behavior  as  you  or 
I in  avoiding  paiiE  It  is  not  a reflex,  but  an  actual 
aversion  to  a needle  or  chemicals.  He  stpiirms 
away  from  any  noxious  influence,”  said  spokes- 
man \’incent  Gollins,  M.D.,  professor  of  anesthesi- 
ologv'  at  Northwestern  University  in  Chicago,  in 
a February  press  conference  in  Washington,  D.  C. 

The  physicians  delivered  a letter  to  Reagan, 
saying  that  “we  are  pleased  to  associate  ourselves 
with  you  in  drawing  the  attention  of  people  across 
the  nation  to  the  humanity  and  sensitivity  of  the 
human  unborn.  You  stand  on  firmly  established 
ground.”  Signatories  inclttde  former  American 
Gollege  of  Obstetricians  and  Gynecologists 
(■VCOCt)  presidents  Richard  T.  F.  Schmidt,  M.D., 
and  Fred  Hofmeister,  M.D.,  and  24  other 
physicians. 

The  dispute  remains  unsettled,  however. 
■\COG  spokesman  Ervin  E.  Nichols,  M.D.,  has 
perfortned  a National  Institutes  of  Health  litera- 
ture search  and  contends  there  is  no  legitimate 
scientific  evidence  showing  that  fetuses  feel  pain 
early  in  pregnancy.  In  fact,  scientific  literature 
suggests  just  the  opposite,  he  says:  the  fetal  spinal 
cord  is  not  adetptately  covered  until  the  fifth 
month  of  pregnancy,  atid  the  fetal  cerebellum 
is  not  sufficiently  developed  until  the  seventh 
month  of  pregnancy.  .V  sensation  of  pain  is  de- 
pendent u{X)n  these  two  processes,  he  says. 

# # # * 

Health  Groups  Fan  "Smokescreen" 
of  Cigarette  Manufacturer 

d wenty  years  after  the  now-famous  Surgeon 
(General’s  report  linking  smoking  atid  disease, 
tobacco  companies  have  decided  to  fight  back. 

In  a multi-million  dollar  campaign  to  detend 
smoking,  tobacco  manufacttirer  R.  J.  Reytiolds 
Industries,  Inc.,  is  running  advertisements  in 
newspapers  and  magazines  asking:  “Cian  we  have 
an  open  delnite  about  smoking?”  saying  that  not 
all  scientific  evidence  indicates  that  smoking  is 
hazardous. 

At  a February  tiews  conference  in  Washington, 
D.  G.,  three  health  organizations  have  launched 
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their  own  counter-ollensivc.  Leaders  of  the  Amer- 
ican Ciancer  Society,  American  Heart  Association, 
and  tlie  American  Lung  Association  called  the 
Reynolds  campaign  “a  smokescreen  " by  “a  des- 
perate indust'v."’ 

“This  is  one  of  tlie  most  misleading  and  irre- 
sponsible advertising  campaigns  any  of  tis  in  this 
room  can  remember,  " said  Edwin  B.  Fisher,  Jr., 
of  the  .\merican  Lung  Association.  “It"s  like 
opening  a debate  as  to  the  lethality  of  bullets."’ 

rite  health  hazards  of  smoking  “have  been 
([uestioned  by  vested  interests  Imt  never  reptidi- 
ated  by  science,’’  said  .\ntonio  M.  Ciotto,  .M.l).,  a 
Houston  cardiologist  and  cnrrent  jtresident  of  the 
.American  Heart  Association.  “We  are  appalled 
that  an  attemjtt  is  being  made  to  reopen  the  case 
against  cigarette  smoking.’’ 

riiey  also  criticized  the  tobacco  companies’  use 
of  mountain  climbers,  ballet  dancers,  skiers,  and 
other  athletes  to  sell  cigarettes,  saying  they  vio- 
late an  inditstry  code  that  advertising  not  show 
smokers  engaged  in  physical  activity  “beyond  that 
of  normal  recreation.’’  The  Eobacco  Institute,  a 
traile  group,  says  these  ads  meet  the  code,  adding 
that  interpretation  of  their  (otitent  is  subjective. 

Insiders  note  that  manufacttirers  are  getting 
tiervotis  about  the  increasing  unpopularity  of  the 
habit,  atid  giowitig  restrictions  on  where  and 
when  to  smoke. 

# * * # 

Rx  Drug  Ads  Nixed  By  Consumers,  CBS  Finds 

AVhat  is  likely  to  be  an  infhiential  report 
on  direct-to-constnner  advertising  of  preset  iption 
drugs  was  unveiled  by  CBS  'Eelevision  researchers 
in  Eeltruary.  Its  findings,  presented  to  the  medi- 
cal community  and  the  POod  and  Drug  Adminis- 
tiation,  will  be  tised  to  guide  IV  advertising 
jtolicy  once  the  P'DA’s  moratorium  is  lifted. 

rite  sttidy’s  results  are  based  on  40-minute  in- 
home  interviews  with  1233  consttmers  and  are 
jnojectible  to  the  77.4  million  U.  S.  households 
believed  to  use  prescription  drugs.  By  knowing 
consumer  attittides  abottt  drugs,  CBS  can  then 
suggest  the  most  responsible  and  effective  ad 
giudelines,  researchers  say. 

Hie  central  conclusion  is  that  consumers  need 
more  information  about  drtigs.  Nearly  three- 
quarters  of  all  interviewed  households  said  they 
wanted  to  Ite  better  informed  about  drugs.  Only 
one-third  said  they  were  well-informed  abottt  drug 
issties. 


* # # * 

Liver  Transplants  Next  for  Federal  Funding? 

The  Reagan  Administration  has  decided  to  rec- 
ognize liver  transplantation  as  a non-experimental 
procedtire  for  children  with  biliary  atresia  and 
other  rare  congenital  defects,  thtis  opening  the 
tloors  to  reimbtirsement  by  federal  programs  such 
as  CHAAfPUS. 

I'he  decision  is  also  expected  to  encourage  states 
to  change  their  reimbursement  policies  under 
Medicaid.  Some  states  already  reimbttrse  for  liver 
transplantation. 

“This  decision  reflects  the  ad\  ances  in  medical 
science  which  offer  ne\v  hope  for  children  afflicted 
with  biliary  atresia,"  said  Health  and  Human 
SciT  ices  Secretary  Margaret  Heckler.  “Lifting  the 
experimental  label  is  a signilicant  advance.’’ 

Ptiblic  focus  on  improved  stirvival  rates— result- 
ing from  Congressional  hearings  and  a National 
Institutes  of  Health  consenstis  conference— is  cred- 
ited witli  the  government’s  change  in  position. 

* * # 

NIH  Warns  Aga  inst  Ultrasound  Misuse 

Diagnostic  ultrasound  shonld  be  used  oidy 
when  medically  indicated  and  not  administered 
routinely  to  all  pregnant  women,  according  to  a 
report  issued  in  Febrtiary  by  a National  Institutes 
of  Health  jtanel  of  physicians. 

No  actual  adverse  effects  have  ever  been  asso- 
ciated with  ultrasound,  the  panel  agreed.  But 
“hypothetical  risks’’  should  not  be  ignored  or 
overlooked,  said  panel  chairman  Fredric  Frigo- 
letto,  M.D.,  professor  of  obstetrics  and  gynecology 
at  Harvard  Medical  School. 

Ultrasotmd  technology  has  improved  dramat- 
ically in  recent  years:  its  high-frequency  sound 
waves  can  detect  minute  fetal  abnormalities, 
observe  the  valves  in  a fetal  heart,  and  note 
the  motion  of  fetal  breathing.  It  is  particularly 
useful  in  detecting  multiple  or  ectopic  preg- 
nancies, thus  improving  outcome.  An  estimated 
]5-H)%  of  all  pregnant  women  have  been  exposed 
to  ultrasotmd. 

Routine  screening  is  not  justified,  however, 
saiil  the  NIH  panel.  Ultrasound  is  believed  to 
give  off  heat  when  sent  through  tissues.  Thus, 
exposure  to  a large  amount  of  tiltrasound  energy 
for  long  periods  of  time  coidd  produce  cell 
damage. 

Physicians  should  not  perform  ultrasound 
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exams  lo  sim|)l\  satisly  the  lainily’s  desire  to 
view  tlie  letiis,  leai  ii  llie  leial  sex,  or  show  the  pie- 
tiire  to  li  ieiids.  Addit ionalls , physic  i. ms  should 


not  perlorm  ultiasoimd  lor  ediuational  oi  com- 
meicial  purposes,  sudi  ;is  demonstrtitiiig  new 
ecpiipment. 


DR.  KOI.R  ACCEPTING  PE AQl'E  FROM  DR.  COURT 


DR.  KOLB  ACCEPTS  PLAQUE 

Dr.  James  M.  Kollr,  Jr.,  of  Russellville,  recently 
represented  the  Arkansas  Medical  Society  at  the 
Xiitional  Leadership  Cionlerence  of  the  American 
.Medical  .Association  (.A.MA)  in  Chicago. 

During  the  conference.  Dr.  KoUt  received  a 
platpie  from  Dr.  John  J.  Coury,  Chairman  of  the 
Board  of  I'nistees  of  the  A.M.A.  The  jilatpie 
recognized  the  .Arkansas  Medical  Society  for  a 
seventh  consecutive  year  of  increased  membership 
in  the  .AM.A. 


The  Leadershij)  Conference  theme  was  “Bold 
New  Directions".  The  program  was  designed  to 
help  medical  letiders  understand  tleve  loping 
trends  in  the  delivery  of  health  care.  Spetikers 
included  futurist  .Alvin  Tofller,  the  United  States 
.\ssistant  Secretary  for  Health  Edward  N.  Brandt, 
|r.,  political  commentator  Hugh  Sidey,  Sentitor 
Lloyd  Bentson  and  (iongre-ssman  Newt  Gingrich. 

Dr.  Kolb  is  treasurer  of  the  .Arkansas  Medical 
Society. 
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LETTERS 

TO  THE  EDITOR 

- IMPORTANT  NOTICE  - 

March  19,  1984 

Allred  Kahn,  Jr.,  M.D.,  Editor 
Arkansas  State  Medical  Journal 
1300  West  6th  Street 
Little  Rock.AR  72201 

Dear  Dr.  Kahn: 

4'here  is  an  alarming  threat  developing  in  the 
jjopulation  at  risk  from  phenylketonuria.  Tlie 
detection  program  is  now  about  20  years  old. 
Several  thousand  babies  have  been  detected  as 
Inn  ing  this  defect  and  treated  successfully.  How- 
ever, the  earlier  females  are  reaching  pubertal  age 
and  are  capable  of  having  children.  Almost  all 
have  long  since  abandoned  their  diet  restrictions 


and  have  blood  phenylalanine  levels  of  30  to  40 
milligrams  percent  or  more.  Thus  their  prospec- 
tive babies  will  be  subjected  to  poisonous  levels 
of  phenylalanine  from  conception  to  delivery. 
Some  of  these  babies  will  be  victims  of  the 
metabolic  defect,  more  tlnm  half  of  them  will  be 
carriers,  and  all  will  be  affected  by  their  intra- 
uterine environment. 

LTnfortunately,  these  women  were  most  often 
cared  for  by  pediatricians  who  have  long  since  lost 
contact  with  them.  It  is  also  suspected  that  some 
of  them  have  never  been  told  by  their  parents  of 
the  ])roblem  in  an  attempt  to  hold  secret  a family 
flaw. 

The  situation  requires  that  each  physician 
make  an  effort  to  “recall”  and  alert  these  patients 
to  the  potential  hazard  and  urge  attention  to  this 
matter  with  their  present  physician.  The  present 
physician  should  offer  them  all  available  resources 
of  genetic  counseling  and  planned  parenthood 
which  woidd  include  assistance  in  deciding  wheth- 
er a pregnancy  should  even  be  allowed.  There 
have  been  suggested  precedents  for  litigation  in 
the  failure  of  this  action. 

Sincerely, 

Wilbur  G.  Lawson,  M.D.,  F.A.A.P. 

Northwest  Arkansas  Birth  Review 
Committee 

Fayetteville,  AR  72701 


keeping  up 


Category  1 

Continuing  Medical  Education 
Programs  Available  in 
Arkansas 


OPHTHALMOLOGY  RESIDENTS'  DAY 

Presented  by  Dr.  Don  Gass,  June  1,  registration 
7:^0,  meeting  S:00,  University  of  Arkansas  for 
Medical  Sciences.  No  other  information  available. 

1984  PEDIATRIC  UPDATE 

June  S-10,  Fairfield  Bay.  Fifteen  hours  Cate- 
gory 1 credit. 

REVIEW:  DIABETIC  RETINOPATHY 

Presented  by  Richard  Henry,  M.D.,  June  18, 


6:30  p.m,,  Dining  Room,  Memorial  Hospital, 
North  Little  Rock.  One  hour  Category  I credit. 
No  registration  fee. 

COMPARATIVE  VASODILATOR  THERAPY 
IN  HEART  FAILURE  AND  HYPERTENSION 

Presented  by  Lofty  Basta,  M.D.,  June  19,  7:30 
p.m.,  Bella  Vista  Country  Club,  Bella  Vista.  Spon- 
sored by  LIAMS  AHEC-NW.  One  hour  Category 
I credit.  No  registration  fee. 


.^s  organizations  accredited  for  continuing  medical  education  by  the  Liaison  Committee  on  Continuing  Medical  Education,  the  organizatioiis 
named  certify  that  these  continuing  medical  education  activities  meet  the  criteria  for  the  credit  hours  specified  in  Category  I of  the  Physician’s 
Recognition  Award  of  the  American  Medical  .Association. 
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RECURRING  EDUCATION  PROGRAMS 

I'lik'vs  otherwise  indicated,  pvogiaiiis  are  for  one  to  two  hours  Category  I Credit.  ' -.r  r 

EL  DORADO  — AHEC-SOUTH  ARKANSAS 

Surgical  Conference,  first,  .secoiul  anti  third  Montfav.  12:4.')  p.in.  to  1:30  jt.in.,  AH  F.C  - .South  Arkansas. 

Pathology  Conference , Tuesday,  12:30  p.in.  to  1:30  ]).in.,  .\f  fFC  - StMith  Arkansas. 

Colposcopy-Pap  Smear  Clinic,  fourth  Tuesday,  12:00  noon  to  1:(M)  ]).ni..  .\HFC-South  Arkansas. 

Internal  Medicine  Conferetue,  first,  second,  and  fourth  3Vednesday,  12:45  p.in.  to  1:30  p.m.,  AHEC-South  .Arkansas. 

Chest  Conference,  third  W ednesday.  12:30  p.in.  to  1:30  p.in.,  Warner  Brown  Ffospital, 

Obstetrics-Cynecology  Conference,  second  and  fourth  Thursdav.  12:45  p in.  to  1:30  p.m.,  .\HEC-South  .Arkansas. 
Behax'ioral  Sciences  Conferences,  first  and  fourth  Fritlay,  12:45  p.m.  to  1:30  p.m..  .\HFC-South  .Arkansas. 

Pediatric  Conference,  second  and  third  Friday,  12:30  p.m.  to  1:30  p.m.,  (second  Friday,  4Varner  Brown  Haspital,  tliird  Friday, 
F’nion  Medical  Centcrl. 

FAYETTEV^ILLE  — AHEC- NORTHWEST 

Medicine  Teaching  Conference,  first,  third  and  fifth  Friday,  7:30  a.m.  to  8:30  a.m.,  Baker  Conference  Room,  W ashington 
Regional  Medical  Center. 

FAYETTEVILLE  — VA  .MEDICAL  CENTER 

Radiology  Conference,  first  and  third  Thursday,  1:00  p.m,.  Conference  Room. 

Pathology  Conference,  second  1 hur.sday,  3:00  p.m.,  Conference  Room. 

Peer  Exchange,  June:  “Pulmonary". 

FORT  SMITH -AHEC 

Cancer  Conference,  e^xch  1 uesdav.  12:00  noon.  Fourth  Floor  Conference  Room,  .Sjrarks  Regional  5[edical  Center. 

HOT  SPRINGS  — ST.  .lOSEPH’S  REGIONAL  HEALTH  CENTER 

June  5:  “Coagulation".  12:30  p.m.  One  hour  Category  I credit. 

Jidy  3:  "Geriatrics",  12:30  p.m.  One  hour  Categorv  1 credit. 

JONESBORO  — AHEC- NORTHEAST 

Interesting  Case  Conference,  second  and  fourth  4 uesday,  12:00  noon,  .St.  Bernard's  Dietars  Conference  Room. 

Methodist  Hospital  of  Jonesboro  CME  Staff  Conference,  second  Tuesday,  7:30  p.m.,  Methodist  Hospital  of  Jonesboro 
Cafeteria. 

Monthly  Medical  Lecture  Scries,  third  Tuesday,  7:30  p.m.,  rotates  each  month  between  Walnut  Ridge  and  PcKahontas. 
Monthly  Perinatal  Conference,  second  4Vedncsday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room. 

Tumor  Conference,  fourth  'Wednesday,  12:00  noon,  St.  Bernarifs  Dietary  Conference  Room. 
tCeekly  Medical  Lecture  Series,  each  Friday,  12:00  noon.  Stroud  Hall,  St.  Bernard's  Annex  Building. 

Chest  Conference,  third  Friday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room. 

.irkansas  Methodist  Hospital  CME  Conference,  last  Friday,  7:fHJ  a.m.,  AMH,  Paragould. 

LITTLE  ROCK  — ARKANSAS  CHILDREN’S  HOSPITAL 

Child  Xeurology  Conference,  first  Monday.  8:00  a.m..  Second  Floor  Classroom. 

Pediatric  Radiology  Genetics  Conference,  each  Afonday,  12:00  noon.  Second  Floor  Classroom. 

Pediatric  Grand  Rounds,  each  I'uesday,  8:00  a.m..  Second  Floor  Classroom. 

Respiratory  Care  Case  Conference,  each  AVednesday,  1:00  p.m.,  Polly  Thomas  Dining  Room. 

Infectious  Disease  Conference,  second  AVednesday,  12:00  noon.  Second  Floor  Classroom. 

Pediatric  Pharmacology  Conference,  third  AA'ednesday,  12:00  noon.  Second  Floor  Classroom. 

Problem  Case  Conference,  each  Thursday,  12:00  noon.  Second  Floor  Classroom. 

Primary  Care  Seminar  and  Case  Presentation,  each  Friday,  12:00  noon.  Second  Floor  Classroom. 

LITTLE  ROCK  — BAPTIST  MEDICAL  CENTER 

Surgery  Conference,  each  1 nesday,  8:00  a.m.  to  9:(X)  a.m..  Conference  Room  #1 . C.  AX  CELLED  FOR  JULY  AND  ALt.l’S  T. 
Pulmonary  Conference,  each  1 iiesday,  12:00  ncx)n  to  1:00  p.m.,  Shuffield  Auditorium. 

Grand  Rounds,  each  AA'ednesday,  12:00  noon  to  1:00  p.m..  Conference  Room  #1. 

Anesthesiology  Conference,  third  Thursday,  7:00  a.m.  to  8:00  a.m..  Conference  Room  #2. 

Cardiopulmonary  Resuscitation  Course,  fourth  Lhursday,  6:00  p.m.  to  midnight,  Shuffield  Auditorium.  Six  hours  Category 
I credit.  (Pre-registration  with  Department  of  Medical  Education  recpiired,  phone  227-2672.) 

LITTLE  ROCK  — ST.  VINCENT  INFIRMARY 

Interhospital  GI  Problems  Conference,  first  Monday,  6:00  p.m.  to  7:30  p.m..  Room  E-155.  Education  AVing. 

Pediatric  Conference,  first  Tuesday,  12:30  p.m.  to  1:30  p.m..  Room  F-159,  Education  AVing. 

Interhospital  Urology  Grand  Rounds,  first  l uesday,  5:30  p.m.  to  6:30  p.m.,  Room  E-159.  Education  AVing. 

Cardiology  Conference,  second  Tuesday  in  June.  7:00  a.m.  to  8:00  a.m..  Room  E-159.  Education  AA’ing. 

Neuropathology  Conference,  third  Luesday,  5:30  p.m.  to  6:30  p.m..  Room  S-1169,  Laboratory. 

Peripheral  Vascular  Disease  Conference,  third  Tuesday,  6:00  p.m.  to  7:00  p.m..  Room  E-159,  Education  AVing. 

Pulmonary  Conference,  first  and  third  'Lhursday,  12:00  noon  to  1:00  p.m..  Room  E-159.  Education  AVing. 
Hematology-Oncology  Conference,  second  Thursday,  12:00  noon  to  1:00  p.m..  Laboratory  Library. 

LITTLE  ROCK  — UNIVERSITY  OF  ARKANSAS  FOR  MEDICAL  SCIENCES 

Ophthalmology  Morning  Conference,  each  Monday,  AA'ednesday,  and  Friday,  7:30  a.m.,  F.D  II  G 101a. 
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Orthopaedic  hartine  Conjereuce,  cacli  I iicsday,  7:00  a.ni.,  ED  II  Gl/135. 

Medicine  Research  Conference,  cacli  Tuesday,  8:00  a.m..  El)  II  8 105. 

Orthopaedic  Grand  Rounds,  cacli  I uesdav.  10:00  a.iii..  ED  II  (,l  135. 

Medicine-Pathology  Conference,  each  Wcdnc.sday.  12:30  p.m.,  3E00. 

GI-Radiology  Conference,  each  Wednesday,  8:00  a.ni..  Radiology  Conference  Room. 

\euro-Radiology  Case  Conferetue,  each  Wednesday.  1:00  p.m..  .Ml  2fl3. 

Medicine  Grand  Rounds,  each  I liuisdaN,  8:00  a.m..  Shorev  .Vuditorinm. 

Phychiatry  Grand  Rounds,  each  'nuiisclay,  12:00  noon,  Clhild  Stuciv  Center  .\uditorinm. 

GI  Problem  Case  Conference,  each  Ehursday,  3:30  p.m.,  3D29. 

Ophthalmology  Problem  Case  Conference,  each  Ehursdar,  4:00  p.m..  .\CC3/ 150. 

Surgery  Grand  Rounds,  each  .Sainrday.  9:00  a.m.  to  12:00  noon,  ED  II  (r  131  afL-lj. 

PINE  BLUFF  — AHEC 

Sub-SI>ecialty  Conference,  first  Enesday,  12:30  p.m.  to  1:30  p.m..  Jefferson  Regional  Medical  Center. 

Obstetrics  (lynecology  Conference,  second  1 iiesday,  12:30  p.m.  to  1:30  p.m.,  Jefferson  Regional  Medical  Center. 
Radiology  Confereut  e,  third  rnesdav,  12:30  p.m.  to  1:30  p.m.,  Jefferson  Regional  Medical  Center. 

Southeast  Arkansas  .Medical  Lecture  Series,  third  I iie.sday,  0:30  jxm.,  Rosstvood  Coimtrv  Club  (dinner  meeting). 
Lamily  Practice  Conference,  fouith  I uesday,  12:30  p.m.  to  1:30  p.m.,  Jefferson  Regional  Medical  Center. 

Surgery  Conference,  first  5VVdnesday.  12:30  p.m.  to  1:30  p.m.,  Jefferson  Regional  Medical  Center. 

Internal  Medicine  Conference,  second  and  fourth  'Wednesday,  I2:.30  to  1:30  p.m.,  Jeffer.son  Regional  Medical  Center. 
Pediatric  l.onference , third  Wednesday,  12:30  p.m.  to  1:30  p.m.,  Jefferson  Regional  Medical  Center. 
liehavioral  Science  Conference,  each  'Ehuisdav.  12:30  p.m.  to  1:30  p.m.,  Jefferson  Regional  Medical  Center. 

Chest  Conference,  second  and  fourth  Ericlay.  12:30  p.m.  to  1:30  p.m.,  Jetfer.son  Regional  Medical  Center. 

TEXARKANA  — AHEC  SOUTHWEST 

Tumor  Conference,  first  Wednesday.  7:00  a.m.,  St.  Michael  Hospital. 

Chest  Conference,  third  Wednesday,  12:30  ]).m.,  St.  Midiael  Hos|)ital. 


PERSONAL  AND  NEWS  ITEMS 


DR.  FISHER  ELECTED 

Dr.  R()l)eit  Fishci  ol  \'an  lUireii  lias  been 
elected  chief  exectitive  oificer  of  Htill-Krock 
Cdinic  in  Fort  .Smith.  Dr.  Fisher  has  also  been 
elected  to  the  board  of  Directors  of  the  Uiti/ens 
bank  itnd  I'l  iist  in  Van  bttren. 

DR.  WEATHERS 

Dr.  Larry  Weathers  of  Setircy  discitssed  heart 
disease  at  a meeting  of  the  Searcy  Lions  Cilub. 

DOCTORS  PARTICIPATE 

Drs.  |ohn  Baldridge,  Whtrren  Skaug  and  .Steve 
Woodruff  j)articij)ated  in  a Jonesboro  television 
j)rogram  “Aboitt  Diabetes.” 

MEDICAL  DIRECTOR 

Dr.  I imoihy  B.  Moritz,  formerly  of  Ohio,  h;is 
been  named  Medical  Director  of  Charter  Vista 
Hosj)ital  in  F'ayetteville. 

DR.  PORTIS  SPEAKS 

Dr.  Richard  Portis  of  Prescott  sj)oke  on  “F.thics 
and  k'.conomics  of  Organ  Transj)lants— A Broad 
and  Somewhat  Pessimistic  View”  to  Ouachita 


Ba])tist  University  students.  I'lie  sj)eech  is  one  of 
a series  of  six  based  around  tbe  theme  “1984  and 
Beyond.” 

DR.  DUNCAN  SPEAKS 

Dr.  Philijj  Duncan  of  F'ayetteville  sj)oke  on 
"Bronchoscoj))'”  at  a recent  meeting  of  the  Better 
Bretithers  Club. 

MEDICAL  STAFF  OFFICERS 

Dr.  William  I’ate  of  Fort  Smith  has  been  elected 
chief  of  staff  at  Sj)arks  Regional  Medical  Center. 
Other  officers  are  Dr.  Paul  'Whlls,  secretary;  Dr. 
Kent  .Mexancler,  chief  of  Fhnergency  Room;  Dr. 
|immie  .\tkins,  chief  of  Obstetrics/Gynecology; 
Dr.  Robert  Barker,  chief  of  Medicine;  Dr.  Pat 
Chambers,  chief  of  Psychiatry;  Dr.  John  Deaton, 
chief  of  Cardiology;  Dr.  Robert  Fisher,  chief  of 
.Anesthesiology;  Dr.  Roy  Ciirkin,  chief  of  Patholo- 
gy; Dr.  Robert  Hughes,  chief  of  EEN  F;  Dr.  James 
Long,  chief  of  Orthojtaedics;  Dr.  Joel  Parker,  chief 
of  Pediatrics;  Dr.  Charles  Reul,  chief  of  Neurolo- 
gy; Dr.  Rex  Russell,  chief  of  Radiology;  Dr. 
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Isobcrt  I liompsoii,  (hid  ol  Fiimily  Practice;  I)i. 
A\'illiani  riinic'i  , cliid  ol  Oncology;  I)r.  Row  land 
\'crnon,  chid  ol  Snigci\;  and  Dr.  Steve  ^\'ilson, 
c hied  ol  Uiolog) . 

DR.  ROBERTSON  PARTICIPATES 

Dr.  Fred  Robertson  re(cntl\  ])art ic  ipated  in  a 
eontinning  medical  education  |)rograin  on  ‘'Clini- 
cal Presentation  ol  .\ithritis  " in  I lot  Springs. 

DR.  HALL  IN  MORRILTON 

Dr.  .\nthon)  1).  llall  has  joined  Drs.  (r.  IF 
Owens  and  (diaries  Wells  in  Morrilton. 

DR.  GOODMAN  FELLOW 

Dr.  R.  Cole  (Goodman  ol  Fort  Smith  has  been 
awarded  the  honors  ol  Fellow'  ol  the  American 
Societ\  ol  Laser  Medicine  and  Surgery  and  Fellow 
ol  the  International  College  ol  Surgeons,  Section 
ol  Plastic  SurgciA.  Di . (.ooclman  has  also  been 
granied  membeiship  in  the  .\merican  Society  ol 
Maxillotacial  Surgeons. 

DR.  ROY  ON  PROGRAM 

Di.  F'.  Flamjiton  Roy  ol  Little  Rock  was  cjiie  ol 
the  speakers  lor  the  19<S  1 meeting  ol  the  .Arkansas 
Historical  .\ssoc iation;  his  topic  w’as  "Health 
Care." 

DR.  CHUDY  AND  SCHRATZ  APPOINTED 

Dr.  .Amail  Chud)  ol  North  Little  Rock  has 
been  appointed  to  the  Committee  on  Drugs  and 
Devices  ol  the  .American  .Academy  cjI  Family 
Physicians. 

Dr.  Bruce  Schratz  ol  North  Little  Rock  lias 
been  appointed  to  the  (iommission  on  Alemher- 
shijr  and  Member  Services  ol  the  .American  .Acade- 
my ol  Family  Physicians. 

DR.  PROSSER  SPEAKS 

Dr.  Robert  Prosser  ol  McGehee  spoke  on  “The 
AAoman’s  Right  to  be  Feminine”  at  a Health  and 
khtness  F’orum  s])onsorecl  by  the  McGehee-Desha 
County  Hosjrital  Auxiliary. 

DR.  OWENS  LOCATES 

Dr.  [.  Douglas  Owens  has  0])ene(l  his  ollice  ai 
403  West  Oak  in  FI  Dorado  lor  the  practice  ol 
Family  Aledicine,  including  Obstetrics. 

DRS.  RAULS  AND  HARMON  PARTICIPATE 

Dr.  Stephen  Raids  and  Dr.  Fhuvey  Flarmon  ol 
Blytheville  participated  in  a connty-wide  Slima- 
thon.  Drs.  Ranis  and  Flarmon  both  presented 
lectures  during  the  month-long  program. 


DR.  JOHNSON  SPEAKS 

Dr.  forge  johnson  ol  Fayetteville  presented 
"Medications  and  Fheir  Side  F.llects  on  Head 
Injured  Indixiduals”  at  a meeting  ol  the  North- 
west .Arkansas  Chapter  ol  the  .Arkansas  Head 
Injury  Foundation. 

DR.  BARNES  SEMINAR  SPEAKER 

Dr.  Ford  Barnes  ol  Fort  Smith  spoke  at  the 
lourth  annual  seminar  on  “Inlection  Control  lor 
the  Health  Care  I earn"  .s|)onsorecl  by  St.  Edward 
Mercy  Medical  Center.  Di.  Barnes'  topic  was 
" A.l.D.S.  " 

DR.  TOWNSEND  HONORED 

Di.  Font  Ed  Fownsend  ol  Pine  Blull  has  been 
inducted  into  .Alpha  Omega  .Aljilia.  Dr.  'Fown- 
send was  one  ol  two  alumni  ol  the  Ihiiversity  ol 
.Arkansas  College  ol  Medicine  inducted  into  the 
Society. 

DR.  STOLTZMAN  ASSOCIATES 

Dr.  Roger  K.  Stoh/man  has  joined  the  stall  ol 
Holt-Krock  Clinic  at  Fort  Smith  lor  the  jtractice 
ol  Psychiatry. 

DRS.  LOWERY  PUBLISHED 

.An  article  by  Drs.  Ben  and  Robeit  Lowery  has 
been  published  in  the  Jounitil  of  Onilar  TJieropy 
and  Siirgcry.  'Lite  article,  “Surgical  Correction  ol 
Large-. Angle  F.,sotr()pia:  Part  II"  appeared  in  the 
January-Febi  nary  198  1 issue.  Co-authoi  s were 
Drs.  AV'illiam  C.  Edwards  and  C.  Brnce  Hess  ol 
the  University  ol  South  Florida  in  'Fampa. 

DR.  BIGGERSTAFF  SPEAKER 

Dr.  Jerry  Biggerstall  ol  Osceola  was  guest 
speakei  at  the  Diabetic  'leaching  Clinic  cem- 
ducted  by  Osceola  Memorial  Hosjiital. 

JEFFERSON  COUNTY  HONORS  PHYSICIANS 

1 he  jellerson  County  Medical  Society  has  con- 
ii'ibuted  S2,()00  to  MedCamps  in  memory  ol  Drs. 
Cai  I .Adams  and  krank  Bryant  who  were  membeis 
ol  the  county  society. 

MedCamps  ol  .Arkansas  provides  a summer 
camjring  experience  lor  children  who  ha\e  medi- 
cal problems  lecjuiring  special  care— including 
spina  bilicla,  cerebral  palsy,  arthritis,  epilejisy, 
diabetes,  and  children  with  orthopaedic,  lung,  or 
hearing  jMoblems.  The  Camp  is  in  its  1 1th  year; 
it  is  a non-prolit  |)rc)ject  of  the  .Arkansas  Chapter 
ol  the  .American  .Academy  ol  Pediatrics.  . About 
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300  campers  are  expected  this  year  in  eight  weeks 
of  camp.  The  cost  per  child  is  $160.  Information 
on  the  project  may  be  obtained  by  waiting  Med- 
Camps  of  Arkansas,  Post  Office  Box  5341,  Little 
Rock  72215. 

CORRECTION 

In  the  March  issue  of  the  Journal,  it  w'as  er- 
roneously reported  that  Dr.  Samir  Sulieman  had 
moved  from  North  Little  Rock  and  joined  the 
Jacksonville  Specialty  Clinic.  Dr.  Sulieman  is  still 
in  the  practice  of  LJrology  in  North  Little  Rock 
and  has  not  relocated  as  reported  in  the  March 
issue. 


MRS.  KUTAIT  NOMINATED 

Mrs.  Kemal  Kutait  of  Fort  Smith  has  been  nom- 
inated for  the  office  of  Southern  Regional  Vice 
President  of  the  American  Medical  Association 
.\uxiliary.  Mrs.  Kutait  was  President  of  the  Ar- 
kansas Medical  Society  Auxiliary  in  1977-78. 
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WHATEVER 

YOUR  POUHCS 
VOTE  ARK-PAC 

A new  political  party? 

Hardly.  The  Arkansas  Medical  Society  Political  Action  Committee 
is  a voluntary  non-profit,  unincorporated  group  whose  membership 
is  open  to  all  physicians,  their  spouses,  and  other  interested  people. 
ARK-PAC  encourages  its  members  to  work  actively  for  good  gov- 
ernment through  the  established  political  party  of  their  choice,  but 
ARK-PAC’s  material  resources  may  be  concentrated  for  the  benefit 
of  worthy  candidates  from  either  party,  thus  reinforcing  our  efforts 
toward  the  basic  objective  — electing  the  best  possible  public 
representation. 

ARK-PAC  is  your  opportunity  to  join  a winning  team. 

The  time  is  now!  Send  your  dues  payment.  ARK-PAC  achieves 
bigness  by  transforming  small  Individual  contributions,  which  might 
otherwise  go  unnoticed,  into  a conce.rted  political  force. 

Voluntary  political  contributions  for  ARK-PAC  and  the  American 
Medical  Political  Action  Committee  may  be  sent  to  ARK-PAC,  Post 
Office  Box  1208,  Fort  Smith,  Arkansas  72902.  Sustaining  mem- 
bership of  $99  is  suggested;  other  membership  classifications  are 
$65  for  Family  Membership  (physician  and  spouse)  and  $40  for  a 
Regular  Individual  membership. 

YOUR  ARK-PAC  BOARD  MEMBERS  ARE: 

Dr.  John  M.  Hestir  (Chairman) , Post  Office  Drawer  51  2,  DeWitt  72042 
946-3637 

Dr.  Charles  Rodgers  (Treas.) , 4202  S.  University,  Little  Rock  72204  526-4838 
Dr.  John  Crenshaw,  4201  Mulberry,  Pine  Bluff  7 1 603  535-2200 
Dr.  Robert  Miller,  61 6 Elm,  Helena  72342  338-8531 
Dr.  Ken  Lilly,  1 1 20  Lexington,  Fort  Smith  72901  785-2655 
Dr.  James  M.  Kolb,  Jr.,  305  Skyline  Drive,  Russellville  72801  968-2124 
Dr.  A.  Samuel  Koenig,  923  Lexington,  Fort  Smith  72901  785-1447 
Dr.  Milton  Deneke,  Post  Office  Box  687,  West  Memphis  72301  735- 1 1 70 
Mrs.  C.  Herbert  Taylor,  21  1 W.  Tournament,  West  Memphis  72301  732-4494 
Mrs.  C.  Lynn  Harris,  1516  Wilson  Drive,  Hope  71 801  777-5520 
Dr.  Roger  Cagle,  # 1 Medical  Drive,  Paragould  72450  239-8504 

Dr.  Richard  O.  Martin,  Post  Office  Box  339,  Paragould  72450  239-7 1 94 

Dr.  Paul  D.  Meredith,  Post  Office  Box  1 409,  Texarkana  75504  792-7 1 51 

Dr.  W.  John  Ciller,  Jr.,  705  West  Faulkner,  El  Dorado  71 730  863-6123 

Mrs.  Ramon  Lopez,  2008  Fairground  Drive,  Newport  721  1 2 523-881  3 

Mrs.  J.  E.  McDonald,  1 1 43  West  Lakeridge,  Fayetteville  72701  521  -2769 

The  Board  welcomes  your  comments  from  members  of  ARK-PAC.  Please  let 
the  Board  member  in  your  district  know  how  you  want  to  be  represented. 

AMPAC  is  a separate  segregated  fund  established  by  the  American  Medical  Association.  ARK-PAC  is  a separate 
segregated  fund  established  by  the  Arkansas  Medical  Society.  Voluntary  political  contributions  by  individuals 
to  PAC  should  be  written  on  personal  checks.  Contributions  received  from  corporations  will  be  used  solely  for 
political  education  purposes  and  not  deposited  in  the  separate  segregated  funds.  Contributions  are  not  limited 
to  this  suggested  amount.  Neither  AMA  nor  AMS  will  favor  or  disadvantage  anyone  based  upon  the  amounts  of 
or  failure  to  make  PAC  contributions.  Voluntary  political  contributions  will  be  used  in  connection  with  State 
and  Federal  elections  and  are  subject  to  the  prohibitions  and  limitations  of  the  Federal  Election  Campaign  Act. 
(Federal  regulations  require  this  notice). 
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